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THE  SIGNIFICANCE  OF  PAIN  IN  GYNECOLOGICAL 

DIAGNOSIS. 

BY  HOMER  I.  OSTROM,  M.  D. 

At  the  same  time  that  science  is  advanced  by  the  pursuit 
of  special  lines  of  investigation,  well-recognized  dangers  lurk 
in  an  exclusive  attention  to  a  particular  branch  of  research. 
From  studying  the  diseases  of  only  one  set  of  organs,  the 
judgment  becomes  warped,  and  there  is  a  tendency  to  elevate 
that  system  to  a  position  of  undue  importance  in  the  general 
economy.  Against  this  inclination  we,  as  surgeons  and  gyne- 
cologists, must  strive.  We  are  specialists,  and,  as  such,  are 
better  able  to  give  our  patients  the  advantages  that  must 
accrue  from  special  study  and  experience,  but  we  must  still 
retain  the  broader  sense  and  teaching  of  the  general  practi- 
tioner— which  should  always  form  the  foundation  for  later 
vroik — and  realize  that  the  reproductive  and  genital  organs 
are  only  a  part  of  the  female  structure.  An  important  part, 
it  is  true,  and  one  that,  of  necessity,  characterizes  the  whole, 
but  emphatically  only  a  fraction,  mutually  reactive  with  all 
the  others  that  go  to  make  up  the  very  complex  organism  of 
woman. 
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Inasmuch,  however,  as  the  reproductive  system  determines 
the  sex,  and,  hence,  possesses  a  potency  that  affects  mental 
and  physical  differentiation,  we  cannot  escape  the  conclusion 
that  this  system  in  either  sex  is  quite  the  most  important  in 
influencing  health  as  well  as  disease,  and  we  are  certainly 
justified  from  clinical  data,  in  regarding  the  female  genito- 
reproductive  system  as  a  center,  connected  most  intimately  by 
efferent  and  afferent  nerves,  with  the  remote  parts  and  func- 
tions of  the  organism. 

Derangements  of  this  system  may  manifest  themselves  in 
perverted  function,  and  this  again  in  reflex,  or  transferred 
pains,  or  in  pains  located  at  the  seat  of  disease.  To  the  pain 
phenomena  and  its  value  in  suggestive  gynecological  diagnosis, 
I  desire  in  this  place  to  direct  attention. 

It  will  be  profitable  to  briefly  consider  the  nerves  that  center 
in  the  uterus,  the  ovaries,  the  Fallopian  tubes,  and  the  external 
genital  parts;  their  origin,  and  distribution,  for  in  these  will 
be  found  the  key  to  the  pains  that  are  essentially  gynecological, 
and  that  are  associated  with  disordering  of  the  genital  system. 

There  are  two  essentially  gynecological  nerve  centers,  the 
pelvic,  or  inferior  hypogastric  plexuses,  situated  low  in  the 
pelvis,  one  on  either  side  of  the  rectum,  and  vagina.  The 
hypogastric  plexus,  of  which  the  pelvic  plexuses  are  continu- 
ations, lies  at  the  bifurcation  of  the  abdominal  aorta,  between 
the  common  iliac  arteries.  It  receives  branches  from  the 
lumbar  ganglia  of  the  gangliated  cord,  but  is  itself  devoid 
of  ganglia.  These  pelvic  splanchnics  run  in  the  nerve  roots 
of  the  second  and  third  sacral  nerves,  and  are,  through  the 
hypogastric  plexus,  distributed  to  the  reproductive  organs. 
They  are  chiefly  vaso-dilators  in  function,  that  is,  they  transmit 
impulses  that  cause  vascular  engorgement  in  the  viscera  they 
supply.  A  branch  passes  directly  from  the  hypogastric  plexus 
to  the  ovarian  plexus,  which  is  an  extension  of  the  renal 
plexus. 

The  pelvic  plexuses — sympathetic  nervous  system — directly 
or  indirectly  supply  the  entire  genito-reproductive  organs,  and 
are  the  receiving  and  distributing  stations  for  impulses  from  and 
to  the  sympathetic  and  cerebro-spinal  systems  of  nerves.  They 
receive  branches  from  the  third  and  fourth,  occasionally  the 
second,  sacral  nerves,  the  most  important  spinal  trunks  that 
enter  into  the  innervation  of  the  genital  organs.    In  the  pelvic 
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plexuses  is  maintained  an  intimate  communication  and  inter- 
change of  function  between  the  two  nervous  systems,  an  ar- 
rangement that  serves  to  explain  the  physiology  as  well  as  the 
pathology  and  reflex  symptoms  that  attend  gynaecic  derange- 
ments. 

Each  pelvic  plexus  divides  into  four  smaller  plexuses;  the 
hemorrhoidal,  connected  with  the  inferior  hemorrhoidal — 
cerebro-spinal — nerve;  the  cavernous  plexus,  supplying  the 
clitoris,  communicating  with  the  cerebro-spinal,  dorsal,  and 
pudic  nerves;  the  utero-vaginal  plexus,  situated  behind  the 
cervix,  and  laterally  between  the  peritoneal  folds  of  the  broad 
ligament.  Filaments  of  this  plexus  accompany  the  uterine 
artery,  and  establish  connections  with  the  ovarian  plexus.  A 
branch  from  the  hypogastric  plexus  enters  this  plexus  at  the 
hinder  aspect  of  the  uterus,  and  is  continued  as  an  independent 
branch  to  the  Fallopian  tube.  This  plexus  contains  numerous 
ganglia — that  situated  on  the  cervix  is  termed  the  "gan- 
glion cervicale  uteri."  It  also  sends  many  branches  to  the 
fundus  of  the  uterus,  and  communicates  with  the  nerve  trunk 
derived  from  the  lumbar  enlargement  of  the  spinal  cord,  that 
runs  from  deep  in  the  base  of  the  broad  ligament,  to  enter 
the  uterine  cornu.  This  nerve  is  believed  to  be  the  nerve  of 
menstruation,  and  to  preside  over  the  menstrual  function. 
The  vaginal  plexus,  sometimes  quite  distinct  from  the  utero- 
vaginal plexus,  is  made  up  of  nerves  given  off  from  the  pelvic 
plexus  at  a  point  where  there  is  maintained  the  most  intimate 
combination  with  the  sacral  nerves.  The  branches  from  this 
plexus,  together  with  the  pudic  nerve,  are  distributed  to  the 
walls  of  the  vagina.  The  vesical  plexus,  a  branch  of  the  an- 
terior part  of  the  pelvic  plexus,  supplies  the  urinary  bladder 
with  sympathetic  filaments.  The  cerebro-spinal  nerves  sent  to 
the  bladder  are  very  numerous.  They  are  derived  from  the 
sacral  plexus,  and  are  distributed  mainly  to  the  base  and  neck 
of  the  viscus.  The  intimate  intercommunication  of  the  vesical 
plexus  with  the  innervation  of  the  genito-reproductive  system 
explains  the  frequent  involvement  of  the  bladder,  especially  in 
the  region  of  the  neck  and  the  urethra,  with  derangements  of 
the  uterus  and  adnexa. 

The  ovarian  plexus,  a  branch  of  the  renal  plexus,  and  thus 
more  directly  connected  with  the  solar  plexus,  sends  branches 
to  the  fundus  and  anterior  wall  of  the  uterus,  and  to  the  ovary. 
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It  forms  a  close  anastomosis  with  the  utero-vaginal,  and  the 
hypogastric  plexus,  and  receives,  through  the  anterior  gastric 
plexus,  branches  from  the  pneumogastric  nerve. 

The  pudic  nerve,  a  branch  of  the  cerebro-spinal  system, 
furnishes  the  principal  nerve  supply  to  the  external  organs 
of  generation,  the  perineum,  the  external  labia  pudenda,  and 
the  clitoris,  and  communicates  freely  with  branches  of  the 
sympathetic  nerve,  in  these  several  situations.  The  external 
organs,  in  contrast  with  the  internal  organs,  are  more  liberally 
supplied  with  spinal  nerves,  and  the  vagina,  though  inner- 
vated with  branches  from  the  utero-vaginal,  and  vaginal 
plexuses,  receives,  in  addition,  a  generous  nerve  distribution 
from  the  fourth  sacral  nerve,  and  the  internal  pudic  nerve. 

Indirectly,  but  with  sufficient  certainty  to  be  recognized  as  a 
factor  in  gynecological  diagnosis,  the  pneumogastric  nerve, 
through  the  inferior  gastric  plexus,  and  the  solar  plexus,  as 
well  as  by  anastomosis  with  the  ovarian  plexus,  establishes  a 
communication  between  the  organs  supplied  directly  with  the 
par  vagum,  and  the  reproductive  system. 

It  will  thus  be  seen,  and  this  point  bears  especially  upon  the 
location  of  gynsecic  pains,  that  not  only  are  the  genito-repro- 
ductive  organs  very  generously  innervated,  but  that  the 
sources  of  nerve  supply  are  both  spinal  and  sympathetic;  and 
further,  that  the  sympathetic  supply  predominates  in  the  in- 
ternal or  essentially  reproductive  organs,  those  that  chiefly 
give  rise  to  reflex  pains,  and  that  the  spinal  nerves  are  in 
excess  in  the  external,  or  essentially  genital  organs. 

Such  is  the  general  nervous  supply  of  the  genito-repro- 
ductive  system;  a  study  of  the  innervation  of  individual  or- 
gans and  parts,  will  emphasize  the  importance  of  the  pains 
that  are  associated  with  gynaecic  disorders,  and  assist  in  under- 
standing their  diagnostic  significance. 

The  uterus  is  liberally  supplied  with  sympathetic  nerves 
from  the  pelvic  plexuses,  the  utero-vaginal  plexuses,  and  from 
the  ovarian  plexuses,  and  with  spinal  nerves  from  the  third 
and  fourth  sacral  nerves.  The  filaments,  after  entering  the 
uterus,  lose  the  sheath  of  Schwann,  and  their  neurilemma,  and 
are  in  close  relation  with  the  blood  vessels,  which  they  sur- 
round with  a  continuous  dichotomous  division  without  anas- 
tomosis.     They  mostly  terminate  in  a  fine  network  in  the 
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mucosa  and  muscularis  of  the  uterus,  penetrating  the  utricu- 
lar glands,  to  be  lost  in  their  lining  epithelial  cells.  In  the 
body  of  the  uterus  the  nerve  endings  are  numerous,  but  in 
the  cervix  they  are  comparatively  few. 

The  ovary  is  mainly  supplied  with  nerves  from  the  ovarian 
plexus,  and  from  the  uterine  plexus.  The  former,  also  sending 
branches  to  the  utenis,  is  derived  from  the  renal  plexus,  in 
which,  it  will  be  remembered,  branches  of  the  pneumogastric 
nerve  enter.  Branches  from  the  vagus  pass  directly  from  the 
anterior  gastric  plexus  to  the  ovarian  plexus.  They  form 
numerous  ganglia,  and  terminate  in  the  ovary  as  a  fine  nervous 
network. 

The  Fallopian  tubes  are  supplied  with  nerv^es  from  the  pelvic 
plexuses,  and  are  only  indirectly  connected  with  the  cerebro- 
spinal system.  A  few  filaments  are  given  off  from  the  nerve 
of  menstruation  to  the  Fallopian  tube,  as  it  passes  between  the 
oviduct  and  the  round  ligament. 

The  round  ligament,  a  structure  sometimes,  I  am  sure,  over- 
looked in  gynsecic  pathology  that  is  not  associated  with  the 
grosser  displacements  of  the  uterus,  receives  its  chief  nerve 
supply  from  the  lumbar  plexus,  through  the  genito-crural 
nerve.  Few  filaments  from  the  sympathetic  system  are  found 
in  this  organ. 

The  vagina  maintains  its  connection  with  the  sympathetic 
system  by  means  of  the  vaginal  plexus.  This  is  intimately 
associated  with  the  utero-vaginal  plexus,  and  contains  large 
branches  from  the  third  and  fourth  sacral  nerves.  These  fila- 
ments are  distributed  to  the  erectile  structures  of  the  vagina 
and  its  mucous  membrane.  Through  the  pelvic  splanchnics, 
which  pass  directly  into  the  pelvic  plexuses  without  entering 
the  chain  of  lateral  ganglia,  the  determination  of  blood  that, 
characterizes  menstruation,  and  the  sexual  organism,  is 
brought  about,  but  the  function  of  the  vagina  is  more  directly 
under  the  control  of  the  cerebro-spinal  nerves  than  of  the 
gangliated  cord.  The  spinal  filaments  are  very  numerous,  and 
enter  intimately  into  the  structure  of  the  vagina.  Filaments 
are  also  distributed  to  the  vagina  from  the  pudic  nerve, 
through  which  a  communication  is  established  with  the  hem- 
orrhoidal and  perineal  nerves.  Through  these  branches,  by 
means  of  the  sacral  plexus — spinal — is  maintained  a  close  con- 
nection with  the  sciatic  nerve,  a  significant  arrangement,  in 
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view  of  the  occasional  involvement  of  this  trunk,  in  diseases 
of  the  genital  organs. 

The  external  genitals,  the  labia  minora  and  majora,  and  the 
clitoris,  receive  their  chief  nerve  supply  from  the  cerebro- 
spinal system ;  the  genito-crural  nerve,  a  branch  of  the  lumbar 
plexus,  and  the  pudic  nerve,  a  branch  of  the  sacral  plexus. 
Communication  with  the  sympathetic  system  is  established 
through  the  inferior  hemorrhoidal  nerve — spinal — and  through 
the  cavernous  plexus,  which  especially  innervates  the  clitoris. 
The  nerves  terminate  in  the  erectile  structures  of  the  organ,  in 
the  peculiar  tactile  corpuscles,  the  "  genital  corpuscles "  of 
Krause,  and  in  the  Paccinian  corpuscles  of  the  deeper  layer 
of  the  corium. 

From  these  brief  anatomical  memorabilia,  the  following 
facts  are  deduced,  which  bear  directly  upon  the  significance 
of  pain  in  gynecology. 

First,  The  genito-reproductive  system  receives  a  mixed 
innervation,  derived  from  the  sympathetic,  cerebro-spinal,  and 
pneumogastric  nervous  systems,  requiring  for  its  functional 
perfection,  not  only  the  continued  action  of  these  systems  of 
nerves,  but,  because  of  their  free  anastomosis,  and  scheme  of 
ganglions,  permitting  a  free  transference  of  nerve  impressions. 

Second,  While  all  the  genito-reproductive  organs  are  sup- 
plied with  branches  from  the  sympathetic  and  spinal  systems 
of  nerves,  only  one  organ,  the  ovary,  is  directly  connected 
with  the  vagus. 

Third.  There  exists  a  marked  disproportion  in  their  chief 
sources  of  innervation,  between  the  genital  and  reproductive 
organs,  the  external  organs  being  poor  in  sympathetic,  and 
rich  in  cerebro-spinal  nerves,  the  internal  organs  being  richer 
in  sympathetic  than  in  spinal  nerves,  with  the  exception  of*the 
uterus,  which  is  mixed  in  function,  responding  more  than 
either  the  ovaries  or  the  Fallopian  tubes,  to  the  stimulus  of 
sexual  excitement. 

The  subject  of  nervous,  or  hysterical,  pains,  with  their 
**stigniata "  hyperaesthetic  and  anaesthetic  zones,  will  enter 
only  as  a  secondary  factor  in  the  present  inquiry,  which  will 
be  based  upon  the  proposition  that  pain  is  always  the  result 
of  some  insult  offered  to  a  sensory  nerve.  This  insult  is  not 
necessarily  felt  at  the  point  of  injury;  it  may  be  reflex,  or 
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transferred,  the  nerve  impulse  being  arrested  at  the  spot  that 
is  attuned  to  its  vibrations.  Thus  disorders  of  the  uterus 
frequently  give  rise  to  no  other  indication  than  pain  in  the 
head,  back,  or  ovaries,  and  disorders  of  the  ovaries  may  first 
be  made  known  by  pains  involving  the  sciatic  nerve,  or  located 
in  the  occiput,  or  cervical  regions.  Just  why  the  suffering 
does  not  always  correspond  to  the  seat  of  nerve  insult,  is  not 
clear.  Possibly  the  arrangement  of  ganglia  that  receive  and 
distribute  nerve  impressions,  has  to  do  with  this,  or  possibly 
the  part  in  which  consciousness  is  manifested  is  a  local  point 
of  least  resistance,  and  as  such  is  in  more  perfect  rapport  with 
the  special  nerve  impulse.  The  latter,  I  believe,  frequently 
acts  as  a  determining  agent  in  locating  pain,  for  unless  an 
organ  is  below  par,  it  will  resist  abnormal  impulses;  in  trav- 
eling along  a  nerve,  the  vibration  will  pass  by  a  healthy  point, 
but  will  be  stopped  by  one  that  is  diseased.  The  reflexed 
pains  of  gynecology,  therefore,  become  not  only  indications 
of  derangement  in  the  central  organs,  but  are  also  an  evidence 
that  at  the  remote  seat  of  pain  nature's  immunity  against 
di.sease  has  been  suspended  by  some  catabolic  tissue  change. 

The  local  evidences  of  genital  disorders  are,  for  the  most 
part,  associated  with  pathology  of  the  circulating  apparatus, 
that  is  to  say,  a  prominent  feature  of  such  manifestations  is 
congestion,  and  consequent  surgical  tension — ^pressure.  The 
sympathetic  system,  functionally  presiding  over  the  blood  ves- 
sels, is  especially  concerned  with  the  aetiology  of  this  class  of 
gynxcic  phenomena.  Mechanical  causes  may  also  determine 
local  pain,  as  narrowing  of  the  cervical  canal,  which  induces 
retention  of  fluid  within  the  uterus. 

We  find,  therefore,  as  aids  in  making  up  a  gynecological 
diagnosis,  two  sets  of  disease  phenomena,  both  of  which 
serve  to  confirm  impressions  already  formed,  or,  as  first  im- 
pressions, to  suggest  the  seat  of  the  pathology,  local  and  re- 
flex or  transferred  pains.  Allow  me  for  convenience  of  dis- 
cussion to  classify  these  under : 

The  character  of  pain. 

The  seat  and  conditions  of  pain. 

Dull,  aching  pain,  either  local  or  reflex,  more  frequently 
the  former,  always  indicates  inflammation,  metritis,  oophoritis, 
often  pelvic  cellulitis,  or  a  similar  process  in  some  other  organ. 
This  character  of  pain,  with  weight  and  heaviness,  may  also 
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arise  from  passive  congestion,  as  flexion  of  the  uterus  causing 
interference  with  the  uterine  circulation;  an  enlarged  fundus, 
with  its  attending  pathology.  These  dull,  aching  pains,  con- 
stant, with  paroxysmal  exacerbations,  are  usually  indicative 
of  a  chronic  process,  very  rarely,  and  then  only  in  connection 
with  other  and  more  pathognomic  conditions,  do  they  accom- 
pany acute  inflammation.  Sticking  and  cutting  increased  with 
each  pulse  wave,  indicate  suppuration,  the  pain  being  caused 
either  by  actual  pressure  on  the  nerve  ending,  or  by  the  toxic 
effect  of  the  confined  pus  corpuscles. 

Sharp  spasmodic  pains  are  caused  by  muscular  contractions, 
and  occur  in  organs  richly  endowed  with  sensory  nerves. 
When  accompanied  with  tenderness,  parametritis,  or  perito- 
nitis will  be  taken  into  consideration. 

Sudden,  sharp  pains  in  the  abdomen,  with  symptoms  of  col- 
lapse, will  always  suggest  violence  done  to  the  peritoneum  by 
an  intrapelvic  rupture,  or  hemorrhage,  or  the  twisting  of  the 
pedicle  of  an  ovarian  tumor,  or  of  a  ureter,  as  in  a  dislocated 
kidney. 

Rh>^hmical  pain  in  the  abdomen,  dull  or  sharp,  will  direct 
attention  to  the  uterus  as  the  seat  of  irritation,  the  habit  of 
that  organ  being,  under  stimulation,  to  contract  regularly. 

Generally  difl^used  pain,  constant,  at  first  localized  in  par- 
ticular spots,  with  sensitiveness  to  pressure,  and  aggravated 
by  motion,  indicates  inflammation  of  the  peritoneum. 

Following  the  physiological  order  of  recording  symptoms, 
in  discussing  the  seat  and  conditions  of  pain,  pain  in  the  head 
will  first  come  under  consideration. 

The  erstwhile  teaching  of  gynecology  that  a  special  form 
of  headache  belongs  to  uterine  disorders,  and  is  wholly  de- 
pendent upon  them,  contains  a  foundation  of  truth,  but  must 
be  modified  to  meet  the  present  understanding  of  neurasthenia, 
and  frequent  evidences  of  the  close  relation  that  exists  between 
the  nervous  system,  and  the  organs  of  digestion,  elimination, 
and  reproduction.  The  truth  lies  in  the  fact  that,  in  gyne- 
cological headaches,  we  generally  have  to  deal  with  two  propo- 
sitions, the  disorder  of  the  genital  organs,  and  a  condition  of 
the  nervous  system,  frequently  engendered  by  some  other 
cause,  that  reduces  the  resisting  power  of  certain  nervous 
centers — natural  immunity  to  disease — and  fits  them  to  accept 
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the  impressions  of  a  nerve  insult  received  from  a  remote  point 
— ^the  genito-reproductive  organs.  Migraine,  therefore,  is  not 
entirely  uterine  in  origin,  but  will,  in  the  majority  of  instances, 
be  associated  with  disorders  in  some  other  organ  or  system, 
and  may  be  indicative  of  general  conditions,  as  well  as  of  de- 
rangements of  the  genito-reproductive  system. 

From  a  clinical  standpoint,  however,  pain  located  in  certain 
well-defined  regions  of  the  head,  suggests  the  uterus  or  the 
adnexa  as  a  possible  cause,  and  should  lead  to  an  examination 
of  the  pelvic  organs. 

Dull  pressure  in  the  vertex,  a  sense  of  weight  and  heaviness 
on  the  top  of  the  head,  relieved,  not  immediately,  but  shortly 
after  lying  down,  and  accompanied  with  profuse  uterine  ca- 
tarrh, indicates  chronic  metritis.  As  concomitants,  there  are 
a  disinclination  for  mental  exertion  and  general  exhaustion, 
felt  quite  as  much  in  the  beginning  of  the  diy  as  at  its  close ; 
a  state  pointing  to  neurasthenia  as  a  determining  factor. 

Persistent  vertical  headache  in  women  who  have  borne  chil- 
dren is  frequently  the  first  indication  of  a  lacerated  cervix, 
and  calls  for  a  gynsecic  examination. 

The  vertical  pain  of  ovarian  disorders  is  more  liable,  in 
addition  to  the  dull  pressure  indicative  of  uterine  disease,  to 
be  accompanied  with  paroxysms  of  sharp  neuralgic  pain,  and 
h)rperaesthesia  of  the  scalp  over  the  pain  area.  Such  a  trans- 
ferred ovarian  pain,  when  the  exciting  cause  is  congestion  of 
the  reproductive  glands,  is  generally  somewhat  mitigated  dur- 
ing free  menstruation,  to  return  with  the  same,  or  increased 
severity,  upon  the  cessation  of  the  flow. 

Pain  in  the  occiput  is  especially  associated  with  uterine  de- 
rangements, and  is  also  a  common  symptom  of  neurasthenia. 
The  pains  are  usually  sharp  and  radiating,  and  when  a  feature 
of  dysmenorrhoea,  signify  stenosis  of  the  internal  os.  Occur- 
ring at  the  establishment  of  menstruation,  they  point  to  con- 
genital stenosis,  or  to  an  infantile  uterus  These  occipital 
pains  possess  a  vise-like  character  in  proportion  as  neurasthenia 
enters  into  the  pathology  of  the  case. 

Pains  in  the  occiput  spreading  to  the  cervical  region,  with 
a  sensation  of  muscular  contraction  that  causes  the  patient  to 
throw  her  head  back  to  relieve  the  tension,  or  to  support  the 
head  against  something  hard,  almost  always  accompany 
ovarian  overstimulation  and   sexual  exhaustion.     This  pain 
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is  aggravated  after  coitus.  The  patient  generally  lies  on  her 
back,  with  the  occiput  buried  in  the  pillows,  her  chin  pointing 
upwards;  a  characteristic  position,  and  one  suggestive  of  the 
sexual  neurasthenic.  With  this  there  will  probably  be  present 
dull  ovarian  pain,  with  sensitiveness  to  local  pressure. 

Pain  in  the  left  mammary  gland  has  been  observed  in  chronic 
oophoritis,  and  may  be  the  most  prominent  symptom  present, 
for  there  is  usually  a  conspicuous  absence  of  any  distinctive 
local  pain.  Pain  in  the  breast  corresponding  to  an  ovary  that 
is  the  seat  of  acute  inflammation,  is  not  uncommon.  This  pain 
is  sharp  and  lancinating,  quite  different  from  the  hyperaesthetic 
burning  "  stigmata  "  that  characterize  hysteria. 

Recurring,  sharp  pain  in  the  infra-mammary  region  is  fre- 
quently associated  with  a  contracted  ovary.  The  history  of 
the  pelvis  includes  previous  attacks  of  peritonitis  that  have 
left  their  marks  in  cicatricial  bands  and  adhesions.  Amen- 
orrhcea,  or  dysmenorrhoea  may  be  present. 

Pain  situated  in  the  region  of  the  third,  fourth,  and  fifth 
lumbar  vertebra,  about  in  the  waist  line,  dull  and  persistent  in 
character,  is  quite  pathognomonic  of  some  uterine  disorder, 
and  is  caused  by  dragging  upon  the  utero-sacral  ligaments. 
This  tension  is  due  to  an  enlarged  heavy  fundus,  a  concomi- 
tant of  inflammation — metritis  or  endometritis.  The  organ  is 
not  held  up  by  its  other  supports,  which  are  relaxed,  and  the 
strain  falls  on  the  utero-sacral  ligaments.  This  pain,  there- 
fore, which  is  more  distressing  than  acute,  and  is  aggravated 
by  standing,  and  relieved  by  lying  down,  frequently  indicates 
inflammation  and  displacement  of  the  uterus.  If  to  this  pain 
in  the  back  is  added  pain  on  defecation,  the  uterus  is  retro- 
flexed  ;  if  the  bladder  is  affected,  the  uterus  is  anteflexed 

A  constant,  aching,  throbbing,  gathering  pain  in  the  back, 
extending  down  the  thighs,  but  slightly  relieved  by  l)dng  down, 
accompanied  with  dysuria,  that  begins  before  menstruation, 
and  continues  for  several  days  after  the  flow  is  established, 
points  to  an  acquired  congestive  dysmenorrhoea.  Here  the 
endometrium  is  at  fault 

Pain  in  the  hollow  of  the  sacrum  is  almost  always  associated 
with  an  abnormal  condition  of  the  lower  segment  of  the  uterus ; 
the  severer  forms  of  endocervicitis,  but  more  frequently  it  is 
concomitant  with  a  lacerated  cervix,  and  chronic  cervical  ero- 
sion.   The  pain  is  distressing  more  from  its  persistence  than 
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from  its  severity,  and  is  accompanied  with  leucorrhoea,  which 
is  sometimes  brown  and  excoriating. 

G>TiecoIogical  pains  situated  in  the  pelvis  will  have  their 
seat  in  the  uterus,  the  ovaries,  or  the  Fallopian  tubes.  Pains 
centered  in  the  uterus  have,  for  the  most  part,  to  do  with 
inflammation  and  its  sequelae,  and  with  a  perverted  menstrual 
function,  for  neoplasms  of  the  uterus  are  not  commonly  at- 
tended with  local  suffering  until  the  parametric  structures, 
including  the  peritoneum,  become  involved  in  the  morbid 
process. 

A  constant  sense  of  painful  weight,  with  consciousness  of 
a  sensitive  body  deep  in  the  pelvis,  behind  the  pubic  bone, 
worse  during  the  week  that  precedes  menstruation,  aggra- 
vated by  motion,  somewhat  relieved,  but  not  wholly,  by  lying 
down,  increased  by  turning  in  bed,  and  by  whatever  augments 
abdominal  pressure,  or  moves  the  sensitive  uterus,  indicates 
chronic  metritis.  If,  with  this  group  of  symptoms,  there  is 
dysmenorrhea,  with  profuse  flow,  the  inflammation  of  the 
uterus  is  complicated  with  endometritis,  the  dysmenorrhcea 
being  of  an  obstructive  type,  caused  by  swelling  of  the  cervical 
mucosa,  and  the  increased  menstruation  depending  upon  the 
enlarged  cavity  of  the  uterus,  and  its  congested  mucous  lining. 
Such  patients,  whose  circumstances  will  permit,  pass  most  of 
their  time  lying  down,  and  when  obliged  to  move,  do  so  with 
the  greatest  caution,  to  avoid  any  jar  to  the  uterus. 

Dull  aching  and  soreness,  rarely  acute  suffering,  referred  to 
the  lower  part  of  the  abdomen,  with  menstrual  exacerbations 
and  dysuria,  suggests  tubercular  peritonitis.  The  suffering  is 
constant,  no  position  that  the  patient  assumes  affording  relief. 

Dull  aching  through  the  lower  pelvis,  not  confined  to  the 
region  of  the  uterus,  relieved  almost  immediately  after  lying 
down,  is  quite  peculiar  to  pelvic  cellulitis.  The  uterus  is  not 
involved  primarily,  the  pathological  process  at  first  being  con- 
fined to  the  cellular  tissue  that  supports  the  uterus,  the  ovaries, 
the  bladder,  and  the  rectum. 

Constant,  severe,  aching  pain  in  the  pelvis  for  several  days 
before  menstruation,  relieved  after  the  first  twenty-four  or 
forty-eight  hours,  and  by  rest  in  the  recumbent  position,  indi- 
cates congestion,  which  may  be  confined  to  the  uterus,  but 
more  commonly  involves  the  ovaries  and  tubes  as  well. 

Dull  aching  in  the  pelvis,  sacrum,  and  groins,  running  down 
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the  thigh,  more  commonly  the  left  side;  or  unbearable  pains 
radiating  into  the  back  and  hips,  worse  at  night,  in  multipara 
who  are  nearing,  or  have  passed  the  menopause,  accompanied 
with  a  sudden  profuse  hemorrhage,  or  with  a  continuous,  of- 
fensive blood-stained  leucorrhoea,  indicates  epithelioma  of  the 
cervix.  The  pains  are  generally  aggravated  before  menstru- 
ation, and  relieved  when  the  flow  has  ceased. 

Sudden,  sharp  pain  in  the  lower  pelvis,  occurring  after  a 
missed  menstrual  period,  with  vomiting,  pallor,  thready  pulse, 
and  tenderness  of  the  abdomen,  is  suspicious  of  a  ruptured 
ectopic  pregnancy. 

Sudden,  agonizing  pain  low  in  the  pelvis,  with  intense  vesi- 
cal tenesmus,  is  indicative  of  hematocele.  This  m^y  develop 
during  a  menstrual  period,  when  the  pain  is  liable  to  be  uni- 
lateral, or  after  an  oophorectomy,  the  pampiniform  plexus  of 
veins  being  the  seat  of  rupture.  The  blood  tumor  increases 
either  in  the  direction  of  Douglas's  cul-de-sac,  or  in  Retzius's 
space,  thus  giving  rise  to  rectal,  or  vesical  tenesmus. 

Colic  in  the  lower  abdomen,  radiating  to  the  groin  and  thigh, 
with  numbness  of  the  external  genitals  of  the  corresponding 
side,  accompanies  stone  in  the  pelvic  ureter. 

A  disagreeable,  slightly  painful  sensation,  having  a  special 
location  in  the  uterus,  from  which  it  does  not  move,  and  lasting 
for  a  long  time,  even  for  years,  is  frequently  met  with  in  in- 
active uterine  fibromyomata. 

A  dull  pain  radiating  from  the  uterus,  but  including  more 
or  less  of  the  pelvis,  with  profuse  and  irregular  menstruation, 
or  a  continuous  flow,  in  women  who  have  borne  children,  sug- 
gests deciduoma  maligna. 

Intense,  sometimes  darting  pain  in  the  uterus,  with  pain  in 
the  iliac  region,  more  commonly  the  left,  and  the  coccyx,  indi- 
cates acute  metritis — it  may  be  septic — and  endometritis.  If 
the  latter  pathology  is  prominent,  there  will  frequently  be  pres- 
ent a  blood-stained  leucorrhcea. 

Severe  paroxysmal  pains  in  the  uterus,  aggravated  in  the 
recumbent  position,  beginning  with  the  menstrual  flow,  and 
relieved  when  the  flow  is  established,  point  to  obstructive 
uterine  drainage,  usually  caused  by  stenosis  of  the  uterine  os. 
This  group  of  symptoms  developing  gradually,  in  cases  in 
which  menstruation  appeared  later  than  the  usual  period  of 
puberty,  indicates  an  infantile  uterus. 
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Acute  cramping  pains  in  the  uterus,  accompanying  the  ex- 
pulsion of  false  decidua,  if  to  these  are  added  a  sense  of  dis- 
tention in  the  region  of  the  Fallopian  tube,  and  a  feeling  of 
heaviness  in  the  pelvis  and  bladder  when  the  patient  walks, 
especially  as  she  descends  the  stairs,  may  be  a  case  of  tubal 
pregnancy. 

Acute  pains  having  the  character  of  labor  pains,  that  orig- 
inate in  the  uterus,  spreading  to  the  back,  with  scanty  flow, 
relieved  by  the  expulsion  of  an  organized  substance,  are  char- 
acteristic of  membranous  dysmenorrhcea. 

Pain  in  the  uterus  that  may  be  agonizing,  and  is  frequently 
paroxysmal,  recurring  at  a  certain  hour  of  the  day,  always 
worse  at  night  during  rest,  accompanied  with  hemorrhage  in 
women  who  have  completed  the  menopause,  accompanies  epi- 
thelioma of  the  body  of  the  uterus.  The  pain  is  probably 
caused  by  retained  discharge,  and  the  efl^ort  of  the  uterus  for 
its  expulsion.  It,  therefore,  unfortunately  occurs  late  in  the 
course  of  the  disease,  and  only  adds  diagnostic  value  to  the 
hemorrhage  that  is  present.  Uterine  pains  in  women  who 
have  passed  their  menopause  always  demand  a  most  careful 
examination,  for  they  indicate  a  pathology  of  serious  impor- 
tance. Epithelioma,  or  sarcoma,  are  to  be  thought  of.  The 
pain  alone,  which  is  frequently  of  minor  importance,  does  not 
serve  to  differentiate  the  two  neoplasms,  but  its  presence  is 
sufficient  to  arouse  the  gravest  apprehensions. 

Sharp,  shooting,  unilateral,  iliac  pains,  radiating  to  the  cor- 
responding sciatic  nerve,  with  uterine  colic,  and  vesical  tenes- 
mus will  be  present  in  acute  oophoritis.  Following  a  gynaecic 
examination,  or  developing  during  the  puerperium,  the  case  is 
almost  certain  to  be  due  to  infection. 

Sudden  agonizing  pain,  centered  in  a  known  ovarian  tumor, 
mdicates  torsion  of  the  pedicle  of  the  growth.  Followed  by 
abdominal  sensitiveness,  peritonitis  will  have  developed. 

Spasmodic,  lateral  pains,  appearing  several  days  before  the 
expected  menstrual  molimen,  are  caused  by  a  closure  of  the 
Fallopian  tube,  which  may  quickly  become  enormously  dis- 
tended. This  gives  rise  to  the  additional  sensation  of  heavi- 
ness and  weight  in  the  iliac  region. 

Aching,  throbbing  pains  in  the  ovarian  region,  recurring 
periodically  during  the  inter-menstrual  periods,  are  caused  by 
the  rupture  of  an  abnormally  thick  Graafian  follicle — inter- 
mediate dysmenorrhcea. 


22  Homer  L  Ostrom,  M.  D. 

A  dull,  heavy,  sickening  pain  in  the  lower  pelvis,  aggravated 
during  defecation,  and  coitus,  and  sometimes  by  changes  of 
weather,  belongs  to  a  prolapsed  ovary.  Vaginal  examination 
discovers  the  dislocated  organ — which  in  health  is  not  sensi- 
tive— lying  posterior  to  the  uterus. 

A  steady  aching,  sometimes  severe  and  paroxysmal  in  the 
ovarian  region,  more  frequently  the  left  than  the  right  side, 
involving  the  rectum,  that  is  slightly  relieved  by  lying  down, 
but  aggravated  by  exercise,  defecation,  and  sexual  intercourse 
— in  the  latter  case  the  pain  continues  for  several  hours  after 
the  act — is  present  in  pyosalpinx.  If  the  ovary  is  involved  in 
the  morbid  process,  menstruation  is  usually  profuse  and  irreg- 
ular, and  if  the  inflammation  has  spread  down  the  Fallopian 
tubes  to  the  uterus,  and  endometritis  is  present,  menstruation 
is  liable  to  be  painful  from  swelling  of  the  mucosa  of  the 
cervical  canal. 

Sudden,  darting  neuralgic  pains  in  the  labia  majora,  and  in 
the  perineum,  accompany  various  functional  and  organic  dis- 
eases of  the  ovaries.  The  pains  are  only  momentary,  and 
appear  without  warning.  They  are  more  liable  to  occur  after 
some  unusual  fatigue,  and  are  associated  with  more  or  less 
tenderness  of  the  ovaries  and  the  uterus. 

Sharp  neuralgic  pains  in  the  urethra  when  urinating,  not 
accompanied  with  tenesmus,  frequently  lasting  several  hours 
after  the  bladder  is  empty,  and  radiating  to  the  external  geni- 
tals and  the  perineum;  intense  pain  at  the  entrance  of  the 
vagina  during  coitus,  which  is  thereby  rendered  prohibitive, 
with  clear,  normal  urine,  will  at  once  suggest  urethral  car- 
uncle, the  diagnosis  being  easily  confirmed  by  discovery  of  a 
vascular  tumor  at  the  meatus  urinarius. 

An  acute  pain,  involving  the  anterior  surface  of  the  thigh, 
accompanies  a  variety  of  uterine  and  ovarian  disorders.  Neu- 
ralgiform pains  following  the  course  of  the  crural  nerve  after 
it  passes  from  beneath  Poupart*s  ligament,  become  pronounced 
in  the  last  stages  of  carcinoma  of  the  uterus,  after  it  has  in- 
vaded the  fundus.  These  pains  are  distinct  from  the  sensa- 
tions of  burning  over  a  well-defined  area,  that  characterize 
hysteria. 

A  spot  directly  over  the  acetabulum  is  sometimes  very  sensi- 
tive in  chronic  affections  of  the  broad  ligament,  and  the  ovary. 
This  hyperaesthetic  zone  is  confined  to  the  superficial  nerves, 
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and  is  sometimes  so  pronounced  as  to  interfere  with  resting 
on  the  affected  side.  All  superficial  pains  of  this  character 
arouse  the  suspicion  of  hysteria,  but  a  careful  examination 
for  other  "  stigmata,"  and  a  study  of  the  general  condition  of 
the  patient,  will  eliminate  this  element  from  the  diagnosis. 

Aching  in  the  heel  and  wrist  is  occasionally  present  in 
chronic  ovarian  irritation,  or  a  cirrhotic  ovary  of  the  side  cor- 
responding to  that  of  the  pain,  and  burning  in  the  palm  of  the 
hand  frequently  accompanies  chronic  inflammation  of  the 
uterus. 

The  foregoing  illustrations  of  the  pains  connected  with  dis- 
orders and  derangements  of  the  female  genito-reproductive 
organs  indicate  with  considerable  force  the  close  and  sometimes 
exact  relations  that  exist  between  well-defined  pathological 
states  of  the  uterus,  ovaries,  and  Fallopian  tubes,  and  certain 
subjective,  remote  or  transferred,  and  local  sensations.  And 
though  these  phenomena  cannot  serve  the  purpose  of  construct- 
ing a  diagnosis,  they  may  in  many  instances  suggest  the  pres- 
ence of  central  disease,  and  so  lead  to  a  timely  examination; 
or,  in  other  instances,  confirm  a  diagnosis  already  made. 


24  Horace  Packard,  M.  D, 


SOME  CASES   OF   GALL-STONE   SURGERY. 

BY  HORACE  PACKARD^  M.  D. 

[ 

Professor  of  Surgery,  Boston  University. 

The  following  cases  are  reported  not  because  they  are  gall- 
stone cases,  but  for  the  reason  that  they  present  deviations 
from  the  usual  train  of  symptoms  and  conditions  usually  at- 
tendant upon  cholelithiasis. 

In  every  case  of  gall-stone  surgery  problems  are  likely  to 
be  presented  wholly  unanticipated  by  the  operator,  no  hint 
of  which  has  been  afforded  by  the  subjective  symptoms. 

In  the  opinion  of  the  writer  there  is  no  disease  offering  so 
many  perplexities  in  diagnosis  as  cholelithiasis. 

There  is  but  one  final  and  indisputable  subjective  symptom, 
and  that  is  the  discovery  of  biliary  calculi  in  the  faeces.  But 
also,  while  this  discovery  is  a  gratifying  one  to  round  out  a 
train  of  otherwise  obscure  symptoms,  it  is  a  fact  that  in  but 
a  small  percentage  of  cases  of  cholelithiasis  do  calculi  ever 
escape  from  the  biliary  tract  into  the  intestine,  hence,  though 
the  patient  my  be  suffering  from  gall-stone  disease,  inspection 
of  the  faeces  may  not  add  to  the  evidence. 

Pain  in  the  epigastrium  or  right  hypochondrium  is  supposed 
to  be  an  accompaniment  of  cholelithiasis;  but  there  is  abun- 
dant evidence  that  gall  stones  exist  for  years  in  the  gall  blad- 
der without  giving  a  hint  of  their  presence.  Pathologists  re- 
port the  finding  of  gall  stones  on  an  average  of  about  one  in 
every  twelve  autopsies.  Several  years  ago,  in  the  course  of 
an  autopsy  upon  the  remains  of  a  prominent  contractor  of 
this  city,  who  died  very  suddenly  from  cerebral  apoplexy,  I 
came  upon  a  single,  large,  oval,  smooth  calculus  in  the  gall 
bladder.  The  family  physician,  who  had  been  in  touch  with 
the  deceased  for  years,  assured  me  that  he  had  never  presented 
the  slightest  indication  of  disturbance  in  the  hepatic  or  diges- 
tive tract. 

Again,  the  pain  of  gall  stone  is  liable  to  be  very  misleading, 
because  it  is  frequently  referred  by  the  patient  to  parts  far 
removed  from  the  gall  bladder.  For  example,  a  recent  case 
complained  of  pain  *'  in  the  middle  of  the  back,"  girdling 
around  the  waist  towards  the  front,  with  also  a  periodical  pain 
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in  the  epigastrium.  No  pain  had  ever  been  felt  in  the  region 
of  the  gall  bladder,  and  yet  on  exposure  of  the  parts  the  gall 
bladder  was  found  contracted,  thickened,  contained  gall  stones, 
and  was  the  seat  of  a  chronic  cholecystitis.  An  element  which 
may  have,  and  probably  did  contribute  to  the  obscurity  of  the 
symptoms  was  the  presence  of  a  large  crumbling  calculus  in 
the  common  duct,  partially  plugging  its  outlet,  resulting  in 
periodical  closing  up  of  the  biliary  flow,  jaundice,  and  chronic 
cholangitis.  Another  case  of  several  years  ago  complained 
of  a  distinctly  located  constant  pain  in  the  left  h)rpochon- 
drium  at  a  point  about  two  inches  to  the  left  of  the  linea  alba. 
Other  symptoms  were  wholly  lacking.  An  exploratory  inci- 
sion over  the  painful  spot  disclosed  nothing  abnormal.  Pal- 
pation of  all  the  abdominal  viscera  finally  demonstrated  mul- 
tiple cholelithiasis.  The  gall  bladder  contained  four  stones 
about  the  size  and  color  of  chocolate  creams.  The  pain  ceased 
after  removal  of  the  gall  stones,  and  has  never  recurred. 

Pain  under  the  right  scapula  is  so  widely  recognized  as  an 
accompaniment  of  gall-stone  disease  that  its  existence  always 
suggests  a  hunt  for  other  symptoms  to  further  substantiate  a 
diagnosis ;  while  conversely  the  presence  of  epigastric  or  right 
hypochondriac  pain  with  icterus  always  leads  naturally  to  an 
inquiry  about  pain  in  the  back  or  right  scapula  region. 

Lastly,  epigastric  pain  with  icterus  may  exist  without  gall 
stones.  A  case  which  fell  into  the  hands  of  the  writer  last 
year  illustrates  how  easily  one  may  err  in  diagnosis.  A  man 
of  usually  robust  health  had  suffered  for  about  three  months 
with  marked  jaundice,  epigastric  pain,  and  digestive  disturb- 
ances. Although  no  pain,  tenderness  or  tumor  could  be  elicited 
by  palpation  over  the  gall  bladder,  gall-stone  disease  was  the 
diagnosis,  and  operation  urged.  Exploratory  incision  disclosed 
a  tumor  of  the  head  of  the  pancreas,  which,  by  its  pressure, 
had  obstructed  the  common  bile  duct,  thus  accounting  for  the 
symptoms.  The  most  that  could  be  done  was  to  make  an  anas- 
tomosis between  the  gall  bladder  and  the  duodenum  to  afford 
a  new  outlet  for  the  bile. 

This  suggests  the  intimate  relation  between  the  biliary  and 
pancreatic  apparatus.  Out  of  fifty-eight  cases  examined  by 
Biinger,  in  fifty-five  the  common  duct  was  surrounded  at  its 
terminus  with  pancreatic  tissue.  The  pancreatic  duct  and  the 
common  bile  duct  as  a  rule  unite  in  the  ampulla  of  Vater  be- 
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fore  discharging  their  contents  into  the  duodenum.  These 
two  anatomical  conditions  are  to  be  considered  in  discounting 
gall-stone  symptoms.  A  tumor  of  the  head  of  the  pancreas, 
or  a  pancreatic  stone  lodged  in  the  ampulla  of  Vater  may  be 
the  cause  of  icterus,  epigastric  pain,  and  digestive  disturbances. 
Moreover,  obstruction  of  the  outflow  of  the  bile  by  blocking 
of  the  ampulla  of  Vater  from  any  source,  may,  by  causing 
regurgitation  of  bile  into  the  pancreas,  produce  sudden  and 
fatal  pancreatitis,  ushered  in  by  epigastric  pain,  nausea,  and 
vomiting,  icterus,  collapse,  and  death  within  thirty-six  hours. 
These  cases,  fortunately  rare,  are  very  likely  to  be  diagnosed 
as  gall-stone  disease,  particularly  if,  as  happened  in  a  case 
which  came  to  the  writer's  notice  several  months  ago,  the 
family  history  discloses  that  the  mother  had  gall  stones  and 
was  operated  upon,  also  a  personal  history  of  "a  gall-stone 
attack  three  weeks  ago." 

Gall-stone  disease  sometimes  culminates  in  empyema  of  the 
gall  bladder.  This  is  a  complication  presenting  such  clear-cut 
symptoms  that  a  diagnosis  is  usually  easy  and  positive.  A 
tender,  painful  tumor  in  the  right  hypochondrium,  continuous 
in  dullness  with  that  of  the  liver  can  hardly  be  anything  else 
than  an  abscess  of  the  gall  bladder,  secondary  to  gall  stones. 
Every  such  case  which  has  come  to  the  writer's  attention,  and 
the  number  is  many,  has  yielded  calculi  on  making  a  chole- 
cystotomy.  I  think  it  may  be  accepted  as  universally  true  that 
abscess  of  the  gall  bladder  never  occurs  except  as  a  result  of 
the  long-continued  irritation  of  gall  stones  therein. 

The  final  destiny  of  gall  bladders  which  have  been  the  seat 
of  suppuration  is  an  important  factor  in  modern  gall-bladder 
surgery.  Surgeons  who  have  operated  repeatedly  in  this  class 
of  cases,  can  but  have  been  dismayed  by  the  persistence  of  a 
troublesome  sinus  along  the  track  of  the  gall  cyst,  closing, 
perhaps  for  a  time,  then  breaking  open  again  and  discharging. 
Of  late,  the  practicability,  nay  the  advisability  of  removing 
such  infected  and  thickened  gall  bladders  at  the  primary  opera- 
tion has  been  brought  prominently  to  the  front.  Recent  experi- 
ence seems  to  indicate  that  in  skillful  hands  cholecystectomy 
may  be  performed  with  as  great  safety  as  cholecystotomy,  and 
with  infinitely  better  ultimate  results. 

Cases : 

Case  No.  i.    A  long-standing  obscure  invalidism  supposed 
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to  be  of  malarial  origin.     Diagnosis  established  by  discovery 
of  a  gall  stone  in  the  faeces. 

Mrs.  S.,  age  fifty-three,  had  suffered  repeated  attacks  of 
digestive  disturbance,  nausea  and  vomiting,  anorexia  and  epi- 
gastric pain.  Someone  had  pronounced  the  trouble  malaria, 
and  this  diagnosis  was  established  and  accepted,  until  in  the 
common  course  of  events  a  new  family  physician  was  installed 
coincident  with  a  renewed  "attack."  His  suspicion  of  gall- 
stone disease  was  aroused,  which  was  coincided  in  by  the 
writer,  and  operation  proposed.  The  latter  was  repelled  by 
the  husband,  a  business  man  of  positive  opinions,  who  still 
clung  to  the  malaria  theory.  Examination  of  the  faeces  was 
instituted,  and,  opportunely,  in  the  very  next  evacuation  a 
&ceted  stone  was  found.  This  convincing  evidence  effaced 
all  objection  to  operation,  which  was  promptly  performed. 
The  gall  bladder  was  found  small,  devoid  of  fluid,  and  closely 
contracted  over  nine  faceted  stones,  fitting  together  with 
mosaic-like  accuracy.  The  gall  bladder  was  so  small  and  so 
deeply  located  that  it  could  not  be  fastened  in  the  wound.  A 
drain  tube  was  adjusted  in  it,  and  the  external  wound  closed 
all  but  a  short  space  for  the  exit  of  the  tube.  The  septic 
character  of  the  interior  of  the  gall  bladder  was  apparent  in 
the  serious  sequelae  which  followed.  A  subphrenic  abscess 
formed,  burrowed  through  the  diaphragm  and  pleura  to  the 
lung,  and  evacuated  itself  in  a  terrific  fit  of  coughing.  On 
establishment  of  free  drainage  below,  improvement  and  re- 
covery followed.  Nine  years  have  now  elapsed  with  main- 
tenance of  good  health. 

Case  2.  One  hundred  and  sixteen  gall  stones  removed  from 
a  case  previously  diagnosed  as,  and  operated  on  for,  floating 
kidney. 

Miss  H.,  age  thirty-six,  had  for  a  long  time  been  vaguely 
conscious  of  discomfort  in  the  right  side  of  the  upper  abdomen, 
and  finally  discovered  a  bunch  well  below  the  right  costal 
cartilages.  She  was  operated  on  by  a  surgeon  prominent  in 
the  allopathic  school  for  floating  kidney,  but,  much  to  the 
chagrin  of  the  surgeon  and  disappointment  of  the  patient,  the 
kidney  continued  to  "  float,"  for,  on  recovery  and  resumption 
of  the  upright  position,  the  bunch  was  easily  apparent  in  its 
old  location. 
When  the  patient  first  came  to  my  notice  she  presented  a 
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vertical  scar  extending  from  the  twelfth  rib  to  the  crest  of 
the  ilium.  In  the  right  hypochondrium  a  well-rounded  tumor 
could  be  made  out,  moderately  movable,  but  it  would  not 
slip  back  into  the  renal  region.  Under  all  the  circumstances 
attendant  upon  the  case  diagnosis  was  withheld,  and  explor- 
atory examination  advised.  An  incision  over  the  tumor  was 
made,  which  at  once  exposed  the  gall  bladder  from  which  ii6 
stones  were  removed.  Further  examination  showed  the  kidney 
in  its  proper  location,  from  which  it  had  never  strayed,  and  the 
lower  margin  of  the  right  lobe  of  the  liver  securely  fastened 
ill  the  scar  of  the  previous  operation  wound. 

Case  3.  Case  of  long  standing  sinus  in  right  hypochon- 
drium from  which  minute  bits  of  dark  brown  solid  matter  were 
from  time  to  time  discharged. 

Mrs.  B.,  age  eighty,  gave  a  history  of  years  of  invalidism, 
diagnosed  malaria,  and  for  malaria  she  had  been  treated.  For 
a  long  time  she  had  had  "  caked  liver,"  which  had  given  her 
much  pain  and  tenderness  in  the  right  side.  Finally,  a  spon- 
taneous opening  occurred,  with  discharge  of  pus,  brownish 
fluid,  and  bits  of  dark  brown  solid  matter.  As  far  as  I  could 
learn  no  thought  of  gall  stones  as  the  cause  of  her  illness  had 
even  occurred.  On  laying  open  the  sinus  it  led  directly  to 
the  cavity  of  the  gall  bladder,  where  a  large  disintegrating 
mass  of  gall-stone  material  was  found  and  removed.  An  im- 
provement in  the  local  and  general  condition  at  once  followed, 
but  a  sinus  persisted  a  long  time,  from  which  mucopurulent 
material  was  discharged. 

Case  4.  A  case  of  recurrent  jaundice,  a  tender  tumor  in 
right  hypochondrium.  Cholecystotomy  and  cystoctomy.  Six 
years  later  empyema  of  gall  bladder  and  cholecystectomy. 

Mrs.  R.,  age  forty-eight,  had  an  attack  of  obscure  abdominal 
trouble  in  October  of  1898,  characterized  by  pain  in  the  right 
hypochondrium  and  under  the  right  shoulder  blade,  and  accom- 
panied by  icterus.  On  November  8  of  the  same  year  opera- 
tion was  performed,  which  yielded  four  stones  from  the  gall 
bladder  and  one  from  the  cystic  duct.  The  one  in  the  cystic 
duct  was  incarcerated,  and  was  removed  by  slitting  open  the 
duct.  The  wound  in  the  duct  was  immediately  sutured  with 
fine  silk.  The  fundus  of  the  gall  bladder  was  fastened  in 
the  external  wound,  and  a  drainage  tube  adjusted.  Good 
recovery  followed,  and  good  health  was  enjoyed  for  six 
years.  During  the  spring  and  winter  of  1904  she  developed 
obscure  digestive  disturbances,  with  pain  under  the  right 
shoulder-blade  and  in  the  epigastrium  and  right  hypochon- 
drium, nausea  and  vomiting,  extreme  sensitiveness  of  stom- 
ach, great  aversion  to  food.     Pain  unbearable,  cannot  recline. 
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No  jaundice.  Faeces  have  been  searched  for  gall  stones,  but 
none  found.  Physical  examination  showed  tenderness  in  right 
hypochondrium,  but  no  tumor  could  be  felt.  Operation  dis- 
closed an  empyema  of  the  gall  bladder,  without  stones,  neither 
were  there  calculi  in  the  bile  ducts.  The  gall  cyst  was  removed. 
Good  recovery  followed,  with  restoration  of  normal  health. 

Case  5.  A  stone  in  the  common  duct.  Choledocotomy  and 
drainage.     Gall  bladder  empty  and  contracted. 

Mr.  N.,  age  thirty-six,  had  been  ill  for  six  weeks  when  I 
saw  him,  with  pain  in  the  epigastrium  and  back,  and  recurring 
jaundice.  The  jaundice  had  partly  cleared  up  twice,  only  to 
recur  with  great  intensity.  He  was  of  a  dark  yellow  color  all 
over,  the  faeces  were  white,  and  urine  dark  brown.  This  attack 
was  preceded  by  repeated  transitory  attacks  of  severe  pain  in 
the  back,  followed  by  perspiration.  Operation  showed  the  gall 
bladder  small  and  without  calculi.  Beyond  it  was  detected  a 
fluctuating  tumor,  occupying  the  gastro-hepatic  omentum.  The 
aspirator  withdrew  from  it  several  ounces  of  yellow  fluid.  Pal- 
pation then  identified  it  as  the  dilated  common  duct  with  a 
single  stone  wedged  in  its  duodenal  end.  A  milking  movement 
upon  it  with  the  fingers  dislodged  the  stone  and  brought  it  up 
nearly  opposite  the  cystic  duct.  An  incision  through  the  wall 
of  the  common  duct  was  then  made,  and  the  stone  extracted. 
It  was  oval,  well-rounded,  without  facets,  and  about  five- 
eighths  of  an  inch  in  its  long  diameter.  The  patient  had  a 
rather  disquieting  hemorrhage  from  the  wound  on  the  sixth 
day  after,  but  otherwise  made  an  uneventful  convalescence, 
and  has  remained  well. 

Case  6.  Empyema  of  the  gall  bladder.  Cholecystotomy 
and  removal  of  calculi — persistence  of  sinus — six  months  later 
cholecystectomy. 

Mrs.  H.,  age  forty-eight,  was  prostrated  November  8,  1898, 
with  pain  in  the  epigastrium,  and  under  the  right  shoulder 
blade,  nausea  and  vomiting,  followed  by  belching  of  gas  and 
recurrence  of  vomiting.  She  had  not  at  ^ny  time  been  jaun- 
diced. I  saw  her  November  11,  and  found  a  tender  area  in 
the  region  of  the  gall  bladder,  and  an  area  of  dullness  ex- 
tending well  below  the  costal  cartilages.  Immediate  operation 
disclosed  a  large  abscess  of  the  gall  bladder,  and  seven  large 
gall  stones.  The  bile  ducts  were  unaflFected.  The  gall  bladder 
was  drained,  but  the  cavity  continued  to  suppurate,  with  peri- 
odical outbursts  through  the  track  of  the  drainage  tube.  In 
May,  1904,  operation  was  again  performed,  and  the  gall  blad- 
der removed.  Good  recovery  followed,  and  the  patient  has 
remained  well  since. 

The  above  cases  are  herewith  submitted,  selected  from  a 
considerable  list  which  have  accumulated,  as  representative  of 
occasional  complications,  and  recent  progress  in  the  surgical 
treatment  of  gall-stone  disease. 
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THE  McGRAW  LIGATURE  IN  INTESTINAL  SUR- 
GERY.* 

BY  FLORENCE  N.  WARD,  M.  D. 

As  our  knowledge  of  the  lesions  of  the  abdominal  cavity 
has  become  more  accurate  the  larger  has  grown  the  field  for 
surgical  work. 

Not  only  have  certain  lesions  been  relegated  entirely  to  sur- 
gical methods  for  their  relief,  but  they  are  receiving  earlier 
treatment  with  correspondingly  more  satisfactory  results. 

The  evolution  of  the  technique  to  meet  the  enlarged  sphere 
of  work  has  been  marked  by  many  interesting  phases  of  de- 
velopment, the  greatest  advance  being  shown  in  gall-bladder 
surgery  and  in  operations  upon  the  stomach  and  intestines. 

That  we  have  not  reached  a  satisfactory  stage  in  stomach 
and  intestinal  surgery  is  evidenced  by  the  diversity  of  methods 
and  the  frequent  announcement  of  some  new  operation.  Each 
technique  is  more  or  less  open  to  criticism,  either  as  involving 
too  long  a  time,  too  complicated  a  method,  or  inflicting  too 
much  trauma  upon  the  delicate  walls  of  the  stomach  and  in- 
testines. 

The  operations  for  intestinal  and  gastro-intestinal  anasto- 
mosis have  passed  through  several  stages  in  their  development : 
first  there  was  the  union  by  simple  suturing,  each  suture 
emerging  upon  the  serous  surface  of  the  viscera,  the  best  ex- 
amples of  which  are  the  Lambert,  Czerny,  and  the  Halstead 
sutures.  Then  came  the  numberless  mechanical  devices,  of 
which  Senn's  decalcified  bone  plates  and  the  Murphy  button 
are  the  best  examples.  After  which  came  the  reaction  back  to 
the  simple  suturing,  resulting  in  the  time-saving  Lambert  su- 
ture, and  the  most  ingenious  suture  of  Connell,  as  the  best 
example  of  a  suture  introduced  throughout  and  tied  on  the 
mucous  surface  of  the  stomach  or  intestine. 

One  of  the  most  ingenious  and  original  devices  that  have 
yet  been  evolved  is  the  McGraw  elastic  ligature  for  enteros- 
tomy or  gastro-enterostomy.  It  is  an  elastic  ligature  that,  en- 
circling apposed  walls  of  intestines,  or  stomach  and  intestine, 
and  tied  tightly,  cuts  its  way  through,  leaving  an  opening  be- 
tween the  united  viscera. 

*  Presented  before  the  Surgical  and  Gynecological  Society  of  the  American 
Institute,  Niagara  Falls,  June,  1904. 
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It  was  devised  by  Theo.  A.  McGraw,  M.  D.,  of  Detroit,  in 
1 89 1.  It  called  forth  but  little  interest  until  revived  by  its 
originator  in  T901.  This  last  year  has  witnessed  much  re- 
search and  many  reix)rts  of  successful  operations  by  its  use, 
notably  by  Lloyd  of  New  York,  Oschner  of  Chicago,  Walker, 
Kakel,  and  McGraw. 

Of  the  many  reports  two  of  the  most  interesting  series  of 
cases  for  experimental  research  were  conducted,  one  in  the 


Fig.  I. — a.  Bell  ligature  carrier,  mounted  ready  for  introduction  of  suture. 
b  and  c.  Ligatures  removed  after  cut-out  complete,  showing  degree  of  tension 
and  manner  of  reinforcing  ligation  with  silk  suture. 

Dei)artment  of  Surgery  in  the  Columbia  University,  under  the 
direction  of  J.  W.  Draper  Maury,  M.  D.,*  and  another  series  of 
experiments  at  the  Surgical  Laboratory  of  the  Harvard  Medi- 
cal School  under  the  control  of  Fred.  T.  Murphy,  M.  D.,t  of 
Boston.     Both  series  yielded  the  most  satisfactory  results. 

During  the  past  winter  I  have  carried  out  a  series  of  experi- 
ments upon  dogs  to  test  the  value  of  the  method  and  its  modi- 
fications as  suggested  by  various  workers.  All  the  operations 
were  conducted  under  as  perfect  aseptic  conditions  as  it  was 
possible  to  attain.    The  general  technique  is  as  follows : 

1.  Abdominal  incision. 

2.  Selection  of  point  in  intestine  for  anastomosis. 

♦  Reported  in  Medical  News,  Sept.  12,  1902. 

f  Reported  in  the  Boston  Medical  and  Surgicai  Journal,  Jan.  28,  1904. 
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3.  Selection  of  another  point  in  intestine,  if  for  an  enteros- 
tomy ;  or  a  point  on  the  stomach,  if  for  a  gastro-enterostomy. 

4.  Fine  running  Lambert  silk  suture  uniting  the  two  vis- 
cera for  a  distance  of  six  or  seven  cm. 

5.  Passing  the  elastic  ligature  first  through  one  viscus,  and 
then  through  the  other  for  a  distance  of  three  to  four  cm., 


Fig.  2. — Tntestinal  surface  of  a  gastro-enterostomy  four  days  after  operation, 
showing  ligature  still  in  situ  and  probe  passed  through  opening  into  stomach. 

tying  it  tightly  in  a  square  knot  under  tension — securing  the 
knot  by  a  silk  ligature  tied  around  it,  followed  by  securing  the 
second  knot  in  the  elastic  ligature  in  the  same  way,  and  then 
cutting  the  ends  closely. 

6.  Enclosing  the  elastic  ligature  by  a  second  continuous 
suture  of  .silk. 

7.  Closing  the  abdomen. 

The  operation  in  the  experiment  was  usually  a  gastro-jeju- 
nostomy,  according  to  Von  Hacker's  method,  uniting  the  loop 
of  the  jejunum  to  the  posterior  wall  of  the  stomach  in  a  direc- 
tion with  the  peristaltic  wave  of  the  stomach  to  avoid  the 
vicious  circle.  In  two  dogs,  where  I  attempted  to  do  a  double 
enterostomy  about  twelve  inches  apart,  so  as  to  get  two  cut- 
outs in  the  small  intestine,  both  dogs  promptly  died. 
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In  the  gastro-enterostomies,  post-mortem  findings  showed 
but  little  cutting  of  the  ligature  until  the  third  day;  by  the 
fourth,  it  had  loosened  so  as  to  allow  fluids  to  pass  through, 
as  shown  in  figures  2  and  3 ;  by  the  fifth  the  opening  was  quite 
free,  though  the  ligature  was  still  attached  to  some  part  of 
the  opening.  After  this  time  the  ligature  had  disappeared, 
though  in  one  case,  on  the  eighth  day,  the  ligature  was  found 
attached  lightly  to  one  edge.    See  Figures  4  and  5. 

In  no  case,  excepting  the  first,  were  adhesions  found  either, 
upon  the  serous  or  mucous  surfaces.  We  found  usually,  on 
entering  the  abdomen,  uniform  coaptation  of  the  peritoneal 


Fig.  3. — Same  gastro-enterostomy  as  shown  in  Fig.  2.     Shows  stomach  sur- 
face with  Hgratttre  lying  loosely  in  the  opening. 


surfaces  through  the  entire  circumference.  In  the  first  case, 
extensive  peritoneal  adhesions  were  found  on  post-mortem 
examination  which,  I  think,  were  due  to  excessive  trauma,  as 
the  result  of  inexperience  in  the  use  of  the  ligature.  In  all 
cases  following  that,  peritoneal  as  well  as  the  mucous  surfaces 
were  smooth  and  free  from  any  evidence  of  inflammatory 
action.    This  differed  from  Maury's  experience,  as  he  fow>4 
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in  every  case,  two  bands  of  tissue  stretched  directly  across 
the  opening,  at  right  angles  to  each  other,  and  occluding  the 
opening.  In  all  my  cases  the  cut-outs  were  smooth,  regular 
in  outline,  free  from  any  bands,  and  the  mucous  membrane 
of  one  viscus  passing  into  the  mucous  membrane  of  the  other 


P'g'  4- — Gastro-enterostomy,  eight  days  after  operation.  Stomach  surface 
with  glass  tube  50  mm.  in  diameter  introduced  into  opening  for  purpose  of 
photographing. 

without  evidence  of  cicatricial  tissues,  bands  of  tissue,  or  ad- 
hesions. 

Tlie  elastic  ligature  that  was  used  in  the  beginning  was  a 
round,  strong  rubber  cord,  about  three  mm.  in  diameter,  and 
about  a  foot  in  length,  tapering  to  a  point,  so  that  it  could 
be  carried  by  a  worsted  needle.  In  the  last  experiments,  the 
work  was  much  facilitated  by  substituting  for  the  ordinary 
needle  the  ligature  carrier  as  devised  by  J.  M.  Bell,  M.  D., 
of  Detroit.  This  consists  of  a  solid  piece  of  steel,  about  four 
inches  long,  tapering  to  a  sharp  point  at  one  end,  and  having 
a  slot  in  the  other,  in  which  the  ligature  is  placed  after  being 
put  upon  the  stretch;  a  small  metal  cuff  slips  down  over  the 
ligature  as  it  lies  in  the  slot,  and  the  ligature  becomes  appar- 
ently one  continuous  piece  with  the  metal  carrier,  greatly  facil- 
itating its  passage  through  the  wall  of  the  stomach  or  intes- 
tines. 

The  size  of  the  ligature  best  suited  to  the  work  is  that  about 
three  mm.    In  some  of  the  cases  I  employed  ligatures  as  large 
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as  five  mm.,  but  the  results  were  not  so  satisfactory  as  when 
the  smaller  size  was  used.  In  the  first  place  the  larger  liga- 
tures are  not  so  elastic ;  it  is  impossible  to  tie  them  with  suffi- 
cient tension  to  cut  their  way  out,  and  then  they  are  too  bulky 
to  be  disposed  of  readily. 

Besides  the  rubber  ligature,  following  out  Maury's  line  of 
experimentation,  I  tried  heavy  No.  4  chromatized  catgut,  using 
it  to  make  it  the  cut-out,  but  I  foimd  the  moisture  of  the 
stomach  softened  it,  and  produced  absorption  before  the  open- 


Fig.  5. — Gastro-enterostomy  in  dog,  eight  days  after  operation;  showing  cut- 
out on  intestinal  surface.  Elastic  ligature  found  lightly  attached  to  one  point 
of  cut-out. 


ing  was  complete.  Heavy  silk  was  also  tried,  with  no  success. 
I  also  tried  the  complicated  stitches  suggested  by  Maury  to 
secure  different-sized  and  shaped  openings,  but  the  surfaces 
became  so  macerated  with  much  graver  danger  of  fecal  con- 
tamination by  the  repeated  passing  in  and  out  of  the  ligature, 
that  I  returned  to  the  original  technique  as  proposed  by 
McGraw,  with  the  conviction  that  any  modification  that  in- 
creases time  in  its  performance  or  adds  to  the  manipulation  of 
the  tissue  reduces  the  effectiveness  of  the  original  operation. 
because  it  adds  to  the  possibility  of  shock  and  septic  invasion. 
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One  of  the  greatest  advantages  of  the  McGraw  ligature  is 
the  speed  with  which  the  operation  can  be  performed.  Its 
use  is  indicated  most  frequently  in  chronic  obstructions  of  the 
digestive  tract,  where  the  patient's  vitality  is  usually  reduced 
to  a  low  degree,  and  where  he  can  illy  bear  the  shock  of  a 
long  operation,  but  where,  he  can  meet  successfully  a  short 
one.  I  have  performed  some  of  the  gastro-enterostomies  in 
seventeen  minutes  from  the  time  of  opening  the  abdominal 
wall  until  complete  closure.  The  introduction  of  the  elastic 
ligature  with  the  continuous  I^mbert  sutures  should  not  con- 
sume more  than  from  ten  to  twelve  minutes.  In  none  of  my 
cases  was  there  any  evidence  of  fecal  extravasation  or  of  fis- 
tulous tracts. 

In  conclusion,  we  may  safely  assume  that  in  the  thinner 
intestinal  walls  of  the  human  being  we  are  able  to  get  a  cut- 
out earlier  than  in  the  thick  intestinal  walls  of  the  dog,  and 
without  any  danger  of  cicatricial  contraction  taking  place  af- 
terwards. The  McGraw  ligature  gives  us  more  nearly  the 
ideal  method  of  performing  an  enterostomy  or  a  gastro-enter- 
ostomy  than  by  any  other  known  method.  Its  advantages  are : 
(i)  the  simplicity  of  its  technique,  bringing  it  within  the 
capabilities  of  all  surgeons;  (2)  the  rapidity  of  its  execution; 
(3)  freedom  from  contamination  of  tlie  contents  of  the  vis- 
cera: and  lastly  (4)  no  danger  from  pressure  of  a*  foreign 
body. 
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I.  CAN  WOMEN  ESCAPE  NORMAL  LABOR  PAIN  AT 
PARTURITION?  II.  HAS  A  LAW  BEEN  EVOLVED 
WHICH  SHALL  DO  AWAY  WITH  THE  AGONIZING 
FEATURES  OF  CHILDBIRTH?  III.  OIL  IN  ITS 
RELATION  TO  RELAXATION  OF  MUSCULAR  FI- 
BERS.   IV.  MANUAL  ROTARY  DILATION. 

BY   M.    O.   TERRY,   M.   D. 

♦ 

It  is  now  more  than  fifteen  years  since  I  began  my  obser- 
vations on  the  value  of  oleaginous  material  as  a  relaxant  and 
as  an  assistant  to  the  elasticity  of  muscular  fibers.  My  first 
thought  on  this  subject  was  the  result  of  an  experience  in 
consultation  with  a  physician  in  a  case  of  so-called  dry  labor. 
The  doctor  called  me  for  the  purpose  of  securing  my  services 
for  instrumental  delivery.  My  examination  revealed  a  condi- 
tion not  uncommon,  in  which  the  muscular  fibers  resist  and 
become  irritated  under  the  normal  process  of  labor,  as  a  result 
of  which  there  exists  exaggeration  of  temperature,  and,  at 
times,  an  oedematous  state  of  the  parts  supervene.  I  had  slipped 
a  pound  of  vaseline  into  my  pocket,  and  requested  the  doctor 
to  allow  me  to  use  it  freely  and  defer  instrumental  delivery  for 
a  short  period.  The  method  pursued  on  this  occasion  was 
the  introduction  of  vaseline  in  as  large  quantities  as  was  pos- 
sible, the  same  being  passed  into  the  neck  of  the  uterus,  during 
the  cessation  of  pains,  by  a  rotary  manipulation.  This  being 
done,  we  took  a  stroll  for  half  an  hour,  and  on  our  return 
arrived  none  too  soon  to  greet  the  advent  of  the  new-born 
babe,  which  occurred  without  instrumental  assistance. 

I  have  never  been  able  to  dislodge  from  my  mind  the  im- 
portance of  that  experience,  which  has  since  proved  the  basis 
of  a  philosophic  fact  bearing  upon  other  conditions  of  a  sur- 
gical nature. 

A  case  quite  similar  to  the  one  just  cited  occurred  within  two 
years;  that  of  a  surgeon's  wife.  The  surgeon  was  very  appre- 
hensive, fearing  laceration,  but  would  allow  nothing  to  be  done, 
preferring  nature  to  take  her  course,  and  simply  desiring  my 
presence  for  its  moral  effect.  After  a  period  of  the  usual 
severe  pains  incident  to  primipara  the  doctor  accepted  my  sug- 
gestions, and  allowed  me  to  use  a  lubricant,  which  speedily 
led  to  a  relaxation  of  the  parts,  and  the  woman  was  delivered 
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with  instruments  without  rupture.  In  this  case  I  simply  pushed 
back  the  tissues,  between  pains,  and  used  about  a  quart  of 
sweet  oil,  insinuating  the  same  by  the  method  described  in  the 
preceding  case,  namely,  rotary  dilatation. 

Before  describing  the  case,  which  really  was  the  primary 
thought  for  this  article,  I  wish  to  illustrate  the  principle  of 
relaxation  of  tissues  in  other  surgical  emergencies.  My  first 
citation  is  that  of  an  old  gentleman,  eighty-five  years  of  age, 
who  had  worn  a  truss  for  many  years  for  the  purpose  of  re- 
taining a  right  scrotal  hernia.  On  this  occasion  I  was  called 
in  consultation,  the  hernia  having  been  out  three  days,  and  the 
patient  not  being  able  to  reduce  the  same  as  he  had  on  previous 
occasions.  I  found  the  parts  so  intensely  swollen,  red,  and 
inflamed  that  it  gave  one  the  impression  of  a  marked  case  of 
hydrocele.  I  immediately  suggested  herniotomy,  which  was 
refused  by  patient  and  his  wife,  he  stating  that  he  was  too  old 
and  could  not  live  through  a  surgical  operation,  but  feeling 
confident  at  the  same  time  that  I  could  suggest  some  measures, 
which,  if  carried  out,  would  relieve  him.  The  parts  were  thor- 
oughly lubricated  with  oil,  which  was  absorbed  by  using  a 
heated  shovel  as  near  the  parts  as  could  be  tolerated,  after 
which  flaxseed  poultices  kept  hot  were  applied  and  continued 
for  two  days.  An  ounce  of  sweet  oil,  followed  by  a  glass  of 
hot  water,  was  given  every  three  hours,  and  with  hips  elevated 
a  high  or  colon  enema  of  one  pint  of  sweet  oil  was  given  every 
twelve  hours ;  no  food  being  allowed.  On  the  morning  of  the 
second  day  I  noted  that  the  patient  was  not  worse  and  that 
there  was  just  a  shade  of  improvement.  On  the  morning  of 
the  third  day,  the  same  treatment  being  continued,  the  entire 
area  showed  such  a  marked  decrease  of  inflammatory  action 
that  I  determined  on  a  reduction,  and  under  the  use  of  chloro- 
form the  hernia  was  returned  with  scarcely  a  manipulation. 

One  more  case  to  illustrate  the  relaxation  of  tissues  under 
oil,  before  showing  the  adaptation  of  this  principle  to  cases 
of  childbirth,  the  aim  being  to  carry  a  parturient  woman 
through  successfully  without  laceration  or  the  usual  pains, 
nature's  labor  being  supplanted  by  lubrication  and  rotary  dila- 
tation. 

I  was  called  about  midnight,  some  five  years  since,  to  see 
a  young  man  of  about  twenty-five  years  of  age,  who  had  an 
acute  strangulated  right  scrotal  hernia.     I  found  the  patient 
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suffering  excruciating  pain,  and  taxis  was  immediately  insti- 
tuted for  the  reduction  of  the  same.  Failing  in  this,  the  hour 
being  late,  and  the  surroundings  unpropitious  for  an  operation 
of  so  much  moment,  I  concluded  that  I  was  justified,  in  view 
of  my  experience  in  the  methods  heretofore  explained  in  the 
previous  case,  in  placing  the  patient  under  relaxation  treat- 
ment until  the  morning,  giving  at  the  same  time  aconite,  for 
the  temperature,  which  had  risen  to  103.  The  next  day  the 
patient  was  much  more  comfortable;  temperature  reduced  to 
loi,  and  he  continued  to  improve,  the  symptoms  of  strangu- 
lation lessening  for  four  days,  at  which  time  he  was  free  from 
inflammatory  action  and  pain.  Having  proven  to  my  own 
satisfaction  that  the  danger  incident  to  the  strangulation  of 
a  gut  could  be  thwarted  by  the  method  described,  and  failing 
to  reduce  the  hernia,  the  patient  was  conveyed  to  the  hospital, 
and  the  operation  of  herniotomy  was  performed.  I  wish  to 
remark  right  here  that  the  intestine  showed  no  sign  of  destruc- 
tive inflammation.    The  patient  made  a  happy  recovery. 

It  will  be  noted  that  I  have  outlined  the  development  of  the 
philosophy  of  the  relaxation  of  tissues  under  oil  by  illustrated 
cases.  It  now  remains  for  me  to  explain  what  I  have  in  mind 
— the  manipulatory  method,  by  which  women  at  childbirth  may 
be  relieved  of  the  child  without  the  painful  efforts  of  nature. 
One  case,  it  may  be  said,  hardly  furnishes  suflScient  evidence 
to  warrant  one  in  establishing  a  theory  which  claims  to  ac- 
complish so  much.  For  this  reason  I  have  illustrated  the 
growth  of  this  general  principle  of  relaxation  of  tissues  under 
lubricants,  as  it  has  developed  in  my  experience.  It  is  to  be 
hoped  that  I  am  not  mistaken  in  believing  this  to  be  a  com- 
paratively universal  law,  and  that  most  cases  of  parturition 
can  be  carried  through  as  the  one  which  I  shall  now  present  for 
your  consideration,  or  to  such  an  extent  as  may  be  desired  by 
the  mother. 

I  received  a  telephone  message  three  weeks  since,  requesting 
me  to  be  at  the  hospital  at  a  certain  hour,  as  a  patient  was 
on  her  way,  some  ten  miles  out,  having  uraemic  convulsions. 
I  arrived  at  the  hospital  soon  after  the  patient  was  received, 
and  found  her  physician  administering  chloroform  in  order  to 
control  the  convulsions.  He  stated  that  her  term  of  gestation 
was  considered  to  be  complete  within  three  days.  She  had 
had  no  pains.  I  asked  the  doctor  what  he  desired  me  to  do, 
and  he  replied :  **  Anything  to  save  the  life  of  the  woman,  and 
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the  child  also,  if  possible."  The  ordinary  procedures  published 
and  accepted  as  legitimate,  when  the  induction  of  labor  seemed 
indicated  and  was  made  necessary  by  existing  circumstances, 
were  discussed  between  us,  but  did  not  seem  adequate  to  the 
occasion.  The  doctor  was  quite  positive  in  his  conviction  that 
ordinary  methods  would  be  of  no  avail,  and  begged  me  to 
institute  any  measures  which,  in  my  opinion,  would  speedily 
deliver  the  woman. 

Taking  my  position  in  front  of  the  patient — she  was  turned 
crosswise  on  the  bed,  with  legs  flexed,  as  in  the  position  for 
instrumental  delivery — ^and  with  fully  a  pound  of  vaseline  at 
my  side,  I  began  the  process  of  insinuating  the  same  into  the 
vaginal  outlet.  The  cervix  was  not  at  all  dilated,  and  pre- 
sented no  indication  of  labor.  I  was  soon  able  to  introduce 
my  finger  into  the  same,  after  using  a  sound,  and  then  began 
what  I  have  denominated  a  rotary  manipulatory  dilatation. 
The  parts  yielded  comparatively  rapidly,  the  interior  of  the 
OS  being  thoroughly  lubricated,  and  under  a  similar  process  of 
manipulation  the  vagina  and  os  began  to  show  marked  signs 
of  relaxation,  but  no  contractions  were  at  any  time  present  in 
this  case.  I  became  exceedingly  interested  in  what  I  was  doing, 
even  under  the  trying  circumstances  presented  at  that  mo- 
ment. I  could  soon  enter  my  hand,  and  arm,  for  that  matter, 
into  the  vagina,  and  as  soon  as  the  os  was  sufficiently  dilated 
the  forceps  were  placed  in  the  high  position,  and  the  child 
delivered  alive  and  in  full  vigor.  There  was  no  laceration. 
From  the  beginning,  when  I  took  my  position  in  front  of  the 
patient  until  the  completion  of  the  entire  operation,  was  just 
one  hour  and  twenty  minutes.  She  was  unconscious  for  two 
days  after  delivery,  but  left  the  hospital  four  weeks  from  the 
day  of  entrance  in  excellent  condition  and  nursing  her  baby. 
A  chemical  analysis  and  microscopical  examination  of  the  urine 
showed  it  to  be  normal,  although,  as  might  have  been  expected, 
early  examination  showed  marked  albuminuria. 

In  closing,  permit  me  to  say  that  the  assumption  herein 
maintained  of  the  probable  establishment  of  a  law  may  appear 
presumptuous,  but  I  will  leave  that  matter,  however,  to  the 
profession,  hoping  that  I  have  made  no  mistake  in  estimating 
the  value  of  the  method  explained  in  its  relation  to  the  par- 
turient period,  and  that  mothers  and  the  accoucheur  may  alike 
receive  the  benefit  of  what  we  have  been  led  to  think  is  an 
advance  thought  on  humanitarian  lines. 
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SALPINGITIS  AND  PYOSALPINX.* 

BY  J.   J.  THOMPSON,   M.  D., 
Professor  of  Gynecology,  Chicago  Homeopathic  Medical  College. 

Salpingitis  or  inflammation  of  the  tubes  is  a  common  dis- 
ease. Some  authors  claim  that  it  is  found  in  twenty  per  cent 
of  all  diseases  of  the  female  pelvis,  while  others  place  the  esti- 
mate as  low  as  six  per  cent.  Doubtless,  those  whose  private 
practice  or  clinical  work  is  largely  among  prostitutes  suffering 
frequent  attacks  of  gonorrhea,  and  among  women  who  practice 
abortion,  find  a  much  larger  percentage  of  tubal  inflammation 
than  those  whose  practice  is  largely  among  the  middle  classes, 
where  the  above  conditions  are  comparatively  unknown.  Gon- 
orrhea and  instrumental  infection  of  the  uterus  being  respon- 
sible for  a  large  percentage  of  all  cases  of  salpingitis. 

Inflammation  of  the  Fallopian  tubes  may  be  catarrhal  or 
infectious.    In  either  case  the  disease  may  be  acute  or  chronic. 

In  purulent  salpingitis  the  mucous  membrane  is  first  aflfected, 
but  the  inflammatory  process  soon  extends  to  the  muscular  coat 
and  connective  tissue,  giving  the  tubes  a  swollen,  distorted 
appearance.  The  peritoneal  covering  becomes  infected,  causing 
adhesions  to  neighboring  organs,  the  tubes  often  become  con- 
stricted in  places,  giving  them  a  link-sausage  appearance.  The 
fimbriated  extremities  become  agglutinated  and  involved  or  ad- 
herent to  the  ovary.  The  inflammation  may  end  in  resolution 
or  abscess,  more  often  the  latter,  when  the  infection  is  purulent. 

WTien  an  abscess  forms,  the  tube  may  be  distended  to  the 
size  of  a  finger,  or  it  may  become  as  large  as  a  good-sized  cocoa- 
nut.  The  tumor  formed  is  sausage  shaped,  or  pear  shaped,  the 
smaller  portion  being  near  the  uterus. 

In  interstitial  salpingitis  the  muscular  coat  is  the  portion  most 
involved.  It  is  usually  a  chronic  condition,  and  results  from 
an  extension  of  the  inflammation  from  the  mucous  lining,  and 
may  follow  either  catarrhal  or  purulent  salpingitis. 

Pelvic  peritonitis  usually  accompanies  salpingitis  to  a  greater 
or  less  extent.  This  may  be  caused  by  infiltration  of  the  in- 
fection directly  through  the  walls  of  the  tube,  or  it  may  follow 
along  the  mucous  lining  to  the  ostium  abdominale,  through 
*  Read  before  the  Illinois  State  Homeopathic  Medical  Society. 
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which  it  pours,  infecting  the  ovary  and  surrounding  perito- 
neum. 

Abscess  of  the  ovary  is  a  frequent  result.  The  pelvic  cellu- 
lar tissue  becomes  secondarily  affected.  As  a  result  of  the 
plastic  exudation  of  the  peritoneum,  adhesions  may  form  be- 
tween the  tubes  and  intestines,  omentum,  uterus,  bladder,  rec- 
tum, broad  ligaments,  or  walls  of  pelvis. 

The  predisposing  causes  of  salpingitis  are  atrophy  of  the 
tubes ;  twists,  or  angles  in  the  tube,  and  pressure  from  tumors. 
Salpingitis  is  in  nearly  every  case  an  extension  of  the  inflam- 
mation from  the  uterus.  The  infection  may  be  carried  directly 
from  the  uterus  through  the  ostium  internum  into  the  tube, 
oi-  it  may  be  taken  up  by  the  lymphatics  of  the  uterus  and 
carried  through  the  walls  of  the  uterus  and  broad  ligament 
to  the  tube.  In  the  former  case  the  salpingitis  is  primary  to 
the  pelvic  peritonitis  and  cellulitis.  In  the  second,  the  pelvic 
cellulitis  precedes  the  inflammation  of  the  tube.  The  former 
condition  is  most  often  the  result  of  gonorrheal  infection ;  the 
latter  is  more  often  the  result  of  septic  infection,  following  mis- 
carriage of  labor.  Tubercular  inflammation  of  the  tubes  may 
occur  as  a  primary  disease. 

Salpingitis  is  essentially  a  disease  of  active  menstrual  life. 
It  may  occur  before  puberty  from  gonorrheal  infection,  or 
from  local  peritonitis  caused  by  appendicitis,  as  in  a  case  which 
I  saw  with  Dr.  Haselton  at  the  German-American  Hospital. 
It  may  occasionally  occur  after  the  menopause,  usually  as  the 
result  of  cancerous  or  tubercular  infection. 

As  suggested  at  the  beginning  of  this  article,  it  is  found 
most  often  in  prostitutes  and  in  young  married  women  whose 
husbands  have  been  indiscreet  either  before  or  after  marriage. 
Most  cases  of  purulent  salpingfitis  are  of  gonorrheal  origin. 
When  gonorrhea  once  enters  the  uterus  it  is  apt  to  extend  to 
the  tubes. 

Catarrhal  salpingitis  may  be  brought  on  by  exposure  to  cold, 
excessive  or  violent  coitus,  violent  exercise  during  or  just  be- 
fore menstruation,  and  injections  of  water  into  the  uterus. 
Strong  antiseptic  and  astringent  vaginal  douches  are  especially 
liable  to  bring  on  salpingitis.  Salpingitis  usually  follows  the 
exanthematous  fevers,  especially  erysipelas,  scarlet  fever,  small- 
pox, and  typhoid  fever. 

Instrumentation  is  a  common  cause  of  salpingitis,  the  uterine 
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probe  in  the  hands  of  an  uncleanly  physician  is  responsible  for 
many  cases  of  tubal  infection. 

The  sharp  curette  is  another  frequent  cause.  This  instni- 
ment  should  never  be  used  in  cases  of  infected  uterus,  except 
in  cancer  cases.  In  ordinary  cases  of  placental  debris  and  soft 
granulations  the  blunt  or  semi-blunt  curette  answers  equally 
well,  and  does  not  leave  the  mouths  of  the  lymphatics  gaping, 
as  does  the  sharp  instrument.  I  quite  agree  with  Dr.  Byron 
Robinson,  that  the  use  of  the  sharp  curette  is  responsible  for 
many  cases  of  pelvic  inflammation. 

Salpingitis  may  be  due  to  retention  of  the  uterine  secretions 
either  from  acute  flexion  of  the  cervix,  pressure  of  a  tumor, 
or  from  inflammatory  obstruction  of  the  os  uteri. 

Hemato-salpinx  is  a  rare  condition,  and  is  caused  by  injury 
to  or  a  spontaneous  rupture  of  small  blood  vessels  in  the  tube. 
Probably  many  cases  of  hemato-salpinx  are  really  cases  of  tubal 
pregnancy,  with  rupture  into  the  broad  ligament. 

The  s)miptoms  characteristic  of  salpingitis  are  pain,  tender- 
ness, fever,  and  intermittent  leucorrhoea.  In  fact,  all  of  the 
symptoms  mentioned,  except,  perhaps,  the  tenderness,  are  in- 
termittent. 

The  symptoms  may  begin  with  a  chill,  but  more  often  the 
chill,  if  present,  comes  on  later,  and  is  an  indication  that  the 
inflammation  will  end  in  suppuration.  The  disease  may  pro- 
gress, however,  to  suppuration  and  even  a  fatal  termination, 
without  a  pronounced  chill.  Chilly  sensations  are  a  frequent 
accompaniment,  and,  like  the  pronounced  chill,  may  indicate 
profound  sepsis. 

Both  tubes  are  often  aflFected,  but  the  disease  usually  begins 
on  the  left  side.  So  far  as  the  writer's  personal  observation 
has  gone,  it  may  be  said  that  the  disease  almost  invariably 
began  on  the  left  side,  and  if  only  one  side  is  aflFected  it  is 
the  left.  Why  it  is  so  cannot  be  definitely  stated.  It  has  been 
suggested  that  the  left  side  of  the  uterus  being  more  frequently 
torn  may  be  a  cause.  In  my  experience,  however,  the  left 
side  is  generally  the  one  affected,  even  in  those  who  have  not 
borne  children. 

Another  reason  assigned  is  that  the  left  ovarian  vein  has  no 
valves,  but  why  that  fact  in  itself  should  cause  sepsis  to  invade 
the  left  tube  is  not  clear.  It  seems  to  me  that  a  better  expla- 
nation is  in  the  fact  that  the  return  circulation  from  the  left 
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side  is  interfered  with  by  having  to  pass  under  the  sigmoid, 
often  distended  with  hardened  fecal  matter ;  this  pressure  pro- 
duces congestion  of  the  tube  and  ovary  of  that  side,  and  pre- 
disposes to  infection. 

The  pain  in  salpingitis  is  more  or  less  constant,  but  there 
arc  frequent  exacerbations.  At  times  it  may  become  excru- 
ciating; at  other  times  it  may  be  trifling,  but  at  no  time  is  the 
patient  entirely  free  from  it.  The  pain  may  be  sharp  and 
colicky,  or  may  consist  of  a  dull  pressure  and  burning  in  the 
iliac  fossa,  extending  back  to  the  sacrum.  It  is  often  referred 
by  the  patient  to  the  opposite  side  from  that  actually  affected. 

The  pain  is  increased  by  exertion,  by  coitus,  by  defecation, 
and  at  the  menstrual  period. 

TTie  tenderness  is  most  pronounced  in  the  iliac  fossa  of  the 
affected  side,  but  may  be  referred  to  the  opposite  side  or  over 
the  abdomen.  Examination  per  vaginum  or  per  rectum  is  ex- 
tremely painful,  as  in  cellulitis. 

The  temperature  varies  from  normal  to  104,  or  higher, 
usually  from  99  1-2  to  102.  The  greater  the  sepsis  the  more 
variable  the  temperature.  In  cases  of  chill  the  temperature 
may  jump  from  normal,  or  even  subnormal,  to  105,  in  a  short 
time. 

In  some  cases,  even  when  an  abscess  of  considerable  size 
has  formed,  if  it  is  walled  off  securely,  the  temperature  may 
be  only  slightly  above  normal. 

The  leucorrhcea  is  usually  intermittent,  and  may  be  watery, 
purulent  or  bloody.  In  some  cases  disagreeable  leucorrhcea 
disappears  suddenly,  only  to  be  followed  by  symptoms  of  sal- 
pingitis. This  is  especially  noticeable  in  cases  of  leucorrhcea 
treated  by  strong  vaginal  injections. 

The  general  health  of  the  patient  becomes  affected.  She 
loses  appetite  and  strength;  is  often  sleepless,  loses  flesh  rap- 
idly, and  become  nervous  and  crotchety. 

Vaginal  and  rectal  examination  discloses  a  thickened  and  dis- 
torted tube  on  one  or  both  sides.  If  there  is  much  pelvic  cellu- 
litis or  peritonitis  it  becomes  impossible  to  outline  the  tube  in 
the  swollen  and  immovable  mass.  If  the  inflammation  is  lim- 
ited to  the  tube  it  can  be  easily  outlined  as  an  elongated, 
sausage-shaped,  or  pear-shaped  tumor.  If  greatly  distended 
the  tube  may  assume  more  nearly  an  oval  form.  When  the  tube 
alone  is  involved  the  tumor  is  freely  movable  in  the  pelvis. 
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Examination  may  show  the  tube  to  be  in  its  normal  position 
at  the  side  of  the  uterus,  or  it  may  be  prolapsed  into  the  cul-de- 
sac  of  Douglas,  either  alone  or  with  an  enlarged  and  inflamed 
ovary. 

The  ovary  and  surrounding  peritoneum  is  in  most  cases  more 
or  less  involved.  Often  if  the  inflammation  goes  on  to  abscess 
formation  the  abscess  becomes  tubo-ovarian. 

Upon  opening  the  abdomen  the  tube  is  found  to  be  soft, 
oedematous,  and  extremely  friable.  The  fimbriae  are  swollen 
and  congested,  and  pus  may  be  seen  exuding  from  the  ostium 
abdominale,  or  the  ostium  may  be  sealed  by  adhesions,  and  the 
fimbriae  either  partially  or  wholly  inverted.  In  other  cases  the 
fimbriae  may  be  spread  out  over  the  ovary  and  thoroughly  glued 
tc  it. 

If  the  tube  is  laid  open  the  mucous  membrane  may  be  found 
swollen,  and  the  tubal  canal  obliterated,  or  the  membrane  may 
be  bathed  in  mucous  or  mucopurulent  secretions.  In  some 
cases  the  tube  is  divided  into  chambers,  each  filled  with  serum 
or  pus ;  in  others  the  whole  tube  forms  one  bag  of  pus.  Adhe- 
sions to  surrounding  viscera  may  or  may  not  exist,  according 
to  the  amount  of  peritonitis  present. 

The  diagnosis  of  salpingitis  is  not  difficult  if  the  tubes  alone 
are  involved,  but  when,  as  is  often  the  case,  there  is  general 
pelvic  inflammation  involving  peritoneum,  ovaries,  and  pelvic 
cellular  tissue,  it  is  difficult  to  determine  to  what  extent  the 
tubes  are  involved. 

The  history  of  the  case  should  always  be  taken  into  consid- 
eration in  making  a  diagnosis.  If,  from  the  history  there  is 
evidence  of  gonorrheal  or  puerperal  infection,  together  with 
the  symptoms  above  enumerated,  there  need  be  little  hesitancy 
in  diagnosing  the  case  as  one  of  salpingitis. 

The  conditions  for  which  salpingitis  may  be  mistaken  are 
ovaritis,  cellulitis,  peritonitis,  ovaralgia,  tubal  pregnancy,  and 
fecal  accumulations. 

Prognosis.  In  the  catarrhal  form  of  salpingitis  the  prog- 
nosis is  usually  favorable,  though  resolution  may  be  tedious. 
In  the  purulent  form  the  prognosis  is  serious.  The  disease 
may  cause  sudden  death  by  rupture  into  the  peritoneal  cavity, 
setting  up  general  septic  peritonitis.  It  may  drag  along,  and 
the  patient  die  of  exhaustion.  In  some  cases,  even  when  the 
infection  has  ceased,  the  patient  may  suflFer  intolerably  from 
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adhesions  or  atrophy  of  tubes  and  ligaments.  Most  cases  of 
septic  salpingitis  cause  sterility.  The  treatment  may  be  prophy- 
lactic, medicinal,  local,  or  surgical. 

Prophylactic  treatment  consists  in.  exercising  care,  especially 
at  the  menstrual  period,  in  not  taking  cold  by  sitting  on  the 
damp  ground,  taking  cold  baths,  over-exercise,  etc.  When 
there  is  an  active  gonorrheal  or  catarrhal  vaginal  or  uterine 
discharge  the  patient  should  not  be  allowed  to  use  strong  anti- 
septic or  astringent  douches,  nor  should  the  physician  use  them 
in  swabbing  out  the  uterus. 

In  case  of  miscarriage  the  uterus  should  be  cleaned  out  at 
once  with  a  blunt  curette,  do  not  wait  until  infection  has  actu- 
ally taken  place. 

Childbirth  cases  should  be  conducted  in  such  a  cleanly 
manner  that  infection  cannot  occur,  and  if  on  examination  it 
is  discovered  that  any  portion,  even  small  fragments  of  after- 
birth, remain  in  the  uterus,  it  should  be  immediately  cleaned 
out  with  a  blunt  curette. 

In' those  cases  where  salpingitis  already  exists  no  instrument 
should  be  introduced  into  the  uterus  unless  to  remove  decidual 
remains,  and  then  great  care  should  be  exercised  not  to  carry 
infection  into  the  uterus,  thereby  increasing  the  difficulty.  No 
operation  should  be  performed  upon  the  uterus  if  avoidable, 
while  an  active  purulent  salpingitis  exists. 

The  indicated  homeopathic  remedies  will  do  much  to  control 
the  inflammation  and  prevent  suppuration,  especially  in  the  ca- 
tarrhal form.  During  the  earlier  stage,  aconite,  belladonna, 
ferrum  phos.,  and  bryonia  are  most  often  indicated ;  later,  ar- 
senicum  iod.,  or  mere,  sol.,  should  be  given  to  aid  resolution. 
I  cannot  speak  too  highly  of  the  last  two  mentioned  remedies 
in  this  connection.  I  believe  they  will  save  the  necessity  for 
surgical  interference  in  many  cases.  Echinacea  has  come  into 
use  the  past  few  years  as  an  antidote  to  the  general  septic  in- 
vasion. 

Locally,  I  have  seen  apparently  good  results  follow  the  use 
of  ichthyol  and  glycerine,  i  to  4,  applied  on  wool  tampons,  or 
made  into  vag^al  suppositories.  Boro-glyceride  tampons  alone 
are  useful.  Antiphlogistine  applied  through  the  vagina  and 
over  the  abdomen  will  often  relieve  the  pain,  and  seems  to  aid 
resolution. 

Hot  vaginal  douches,  or,  better,  hot  rectal  injections,  are 
beneficial.  The  latter  serves  a  double  purpose — ^brings  the 
application  of  heat  close  against  the  inflamed  tissues,  and  at 
the  same  time  serves  as  an  enema. 

Galvanism  may  be  an  efficient  aid  in  the  chronic  form,  if 
applied  intelligently.  Careless  use  of  electricity  in  these  cases 
may  do  more  harm  than  good. 

Surgical  interference  should  either  be  adopted  early  in  the 
case  before  the  stirrounding  viscera  are  involved,  especially  if 
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the  infection  is  known  to  be  gonorrheal,  or  else  postponed 
until  the  definite  symptoms  of  pus  accumulation  are  present 
It  is  bad  surgery  to  cut  upon  and  tear  loose  oedematous  and 
friable  structures  in  the  abdominal  cavity;  it  is  better  to  wait 
until  a  pus  cavity  has  formed,  if  resolution  cannot  be  effected, 
and  then  evacuate  the  abscess  and  drain.  Or,  if  the  pus  tube 
can  be  removed  entire  so  much  the  better.  This,  however,  is 
a  difficult  thing  to  do,  as  the  adhesions  are  usually  firm,  and 
the  pus  tube  is  thin  in  places,  and  it  is  very  seldom  that  it  can 
be  dug  out  of  its  bed  without  rupturing  it. 

It  is  seldom  that  a  collection  of  pus  in  the  tubes  becomes 
inspissated,  and  even  if  the  liquid  portion  is  absorbed  there  is 
always  a  residue  which  act§,as  an  irritant,  and  re-infection  is 
apt  to  take  place.  It  ii^^®W  Wb^^^f^ore,  if  pus  has  col- 
lected, to  remove  tl^^pfe  tubes  as  sooft^^he  active  inflam- 
mation has  subsid^Wp&r  if  complete  remSEAis  not  indicated, 
the  sac  may  be  evlcuat€MA¥d3qt)Fa|^^throwh  the  vagina  or 
abdomen.  Vjf  ^J 

If,  however,  the  \tjum  jntemun\^is  ra^nt,  allowing,  free 
draining  of  the  pus  int?S<hKyRj||yii>iiv  the  removal  of  the 
tubes  should  be  postponed  until  all  reasonable  methods  have 
been  tried  to  cure  the  discharge. 

One  of  two  methods  for  removing  the  tubes  may  be  adopted : 

(a)  Tait's  operation  by  laparotomy 

(b)  Battey's  operation,  removal  of  the  appendages  through 
the  vagina. 

The  opinions  of  leading  operators  vary  as  to  which  operation 
is  most  frequently  indicated.  Some  operators  using  the  abdom- 
inal route  in  nearly  all  cases,  while  others  advocate  the  vaginal 
route  almost  to  the  exclusion  of  the  abdominal  method.  Each 
method  has  its  advantages  in  special  cases. 

The  abdominal  method  has  the  advantage  of  allowing  ocular 
inspection  of  the  whole  pelvis,  and  in  case  of  hemorrhage  the 
bleeding  points  can  be  more  easily  secured.  Most  operatprs 
consider  this  the  operation  to  be  recommended  when  extensive 
adhesions  have  formed  and  surrounding  viscera  are  involved. 

The  vagina!  route  has  the  advantage  of  causing  less  shock, 
less  liability  of  hernia,  and  leaves  no  unsightly  wound  to  annoy 
the  patient.  It  has  the  disadvantage  of  not  allowing  the  oper- 
ator to  see  his  work  as  it  progresses,  he  being  guided  almost 
entirely  by  the  sense  of  touch.  He  is  often  compelled  to  work 
through  an  elongated  and  narrowed  vagina,  practically  without 
the  aid  of  speculum  or  retractors. 

If,  however,  the  tubes  and  ovaries  alone  are  involved  and 
the  vagina  is  reasonably  roomy,  the  vaginal  route  should  be 
recommended.  If  the  vaginal  route  has  to  be  abandoned  on 
account  of  firm  adhesions,  or  from  other  cause,  the  operation 
can  be  completed  through  the  abdomen,  the  vaginal  opening 
serving  as  an  excellent  point  of  drainage. 
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THE  MANAGEMENT  OF  PREGNANCY,  LABOR,  AND 
PUERPERIUM.* 

BY  GILBERT  FITZPATRICK,   M.  D., 

Adjunct  Professor  Obstetncs,  Chicago  Homeopathic  Medical  College,  Mem- 
ber Obstetrical  Stafifs  of  the  Cook  County  and  Chicago  Homeopathic  Hospitals. 

PREGNANCY. 

As  pregnancy  is  a  physiological  condition,  representing  the 
highest  function  of  the  female  productive  system,  it  follows 
that  its  management  should  partake  of  what  ought  to  be  the 
ordinary  hygienic  precautions  of  a  woman. 

But  when  we  consider  the  manifold  cRanges  that  take  place 
in  the  maternal  organism,  it  is  obvious  that  the  border-line 
between  health  and  disease  is  not  so  marked  during  gestation  as 
at  other  times,  and  derangements  of  no  importance  under  or- 
dinary circumstances  may  readily  give  rise  to  pathological  proc- 
esses which  seriously  threaten  the  life  of  the  mother,  or  the 
child,  or  both. 

For  a  healthy  woman,  the  great  and  only  necessity  is  to  live 
during  pregnancy  as  far  as  possible  in  conformity  with  the 
dictates  of  nature. 

Ordinarily  the  services  of  an  obstetrician  are  engaged  before 
the  expected  date  of  confinement,  so  that  upon  him  devolves 
the  duty  of  advising  the  patient  as  to  her  mode  of  life  during 
the  intervening  months. 

Unless  it  be  found  upon  inquiry  that  the  patient  has  been 
leading  an  ill-ordered  existence,  very  little  change  should  be 
made  in  her  routine  of  living,  and  she  should  be  encouraged 
to  go  on  much  as  usual,  care  being  taken  that  she  receives  the 
proper  amount  of  amusement  and  diversion.  She  should  be 
instructed  to  come  to  him  whenever  anything  occurs  to  worry 
her,  instead  of  taking  advice  from  her  women  friends. 

Exercise. — ^Regular  exercise  in  the  open  air  should  be  taken 
daily.  In  those  cases  in  which  previous  abortions  or  hemor- 
rhages have  occurred,  special  care  must  be  taken  to  avoid  sud- 
den and  violent  movements. 

Long  standing,  excessive  or  too  violent  exercise,  or  the  undue 
prolongation  ot  exercise  must  be  avoided  in  all  cases.    When 

*  Read  before  the  Illinois  Homeopathic  Medical  Association. 
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for  various  reasons  outdoor  exercise  cannot  be  taken,  massage 
in  the  hands  of  a  skillful  person  is  to  be  recommended. 

In  the  latter  months  long  journeys  should  not  be  undertaken, 
and  driving  over  rough  roads  should  be  avoided. 

Diet. — The  diet  should  consist  of  simple,  wholesome  food, 
without  either  undue  restriction  or  excess.  The  same  remarks 
apply  to  drinking.  Tea  or  coffee,  and  other  stimulants,  should 
be  taken  very  moderately.  She  should  abstain  from  highly 
seasoned  or  indigestible  food.  Prochowniek  pointed  out,  and 
his  experience  has  been  confirmed  by  Florschutz  and  others, 
that  a  diet  poor  in  carbohydrates  and  fluids  exerts  a  marked 
influence  upon  the  weight  of  the  fetus  without  otherwise  aflfect- 
ing  it,  and  in  not  a  few  cases  these  precautionary  measures 
may  obviate  a  difficult  delivery,  or  even  do  away  with  the 
necessity  for  the  induction  of  premature  labor  in  those  cases 
with  a  slight  degree  of  pelvic  contractions,  or  in  patients  who 
have  previously  given  birth  to  excessively  heavy  children. 

Bowels. — The  due  regulation  of  the  bowels  must  be  most 
carefully  attended  to,  particularly  by  the  use  of  those  foods 
which  have  an  aperient  effect.  As  the  uterus  enlarges  it  some- 
times interferes  with  the  normal  intestinal  peristalsis,  and  gives 
rise  to  more  or  less  marked  constipation.  The  bowels  should 
move  daily,  and  in  those  cases  it  is  best  accomplished  by  the 
use  of  cascara  sagrada,  fld.  ext.,  i  dram,  or  the  aromatic  prep- 
aration. 2  drams,  compound  licorice  powder,  or  a  pill  contain- 
ing aloin,  belladonna,  and  strychnine. 

The  use  of  active  cathartics  should  not  be  resorted  to,  al- 
though in  some  instances  the  judicious  administration  of  an 
occasional  dose  of  calomel  is  to  be  recommended.  Enemata 
are  to  be  thought  of,  the  objection  being  that  they  only  wash 
out  the  lower  rectum,  unless  colonic  flushings  are  used ;  other- 
wise poisonous  substances  are  allowed  to  accumulate  in  the 
large  intestines,  thereby  endangering  the  health  of  the  patient 
by  auto-intoxication. 

The  Kidneys  and  Urine. — Attention  must  be  paid  to  the 
action  of  the  kidneys,  and  any  decrease  in  the  amount  of  urine 
carefully  noted.  The  frequency  of  renal  disturbances  and  the 
serious  consequences  make  it  absolutely  necessary  that  the  urine 
be  examined  at  regular  intervals.  Of  course  it  may  be  argued 
that  the  kidneys  are  responsible  for  a  very  small  percentage 
of  fatalities  during  childbirth  and  convalescence,  but  the  pre- 
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vention  of  a  single  death  from  nephritis  caused  by  pregnancy, 
or  death  from  eclampsia,  will  amply  repay  the  conscientious 
physician  for  much  self-imposed  labor. 

The  urine  should  be  examined,  not  only  for  albumin  and 
sugar,  but  a  microscopical  examination  for  tube  casts,  uric-acid 
crystals,  and  epithelium  should  be  made.  In  certain  cases  the 
total  amount  of  urea  excreted  in  twenty-four  hours  should  be 
estimated. 

The  Breasts  and  Nipples. — The  proper  care  of  the  breasts  is  a 
most  important  point,  especially  in  primiparae.  The  physician 
should  examine  the  nipples  to  ascertain  if  they  are  of  a  shape 
suited  for  nursing.  If  they  are  at  all  depressed,  the  mother 
must  be  taught  to  draw  them  out  gently  with  her  fingers.  Too 
violent  attempts  may  result  in  causing  slight  lacerations  of  the 
delicate  skin,  then  if  the  fingers  or  nipples  are  dirty  the  cracks 
become  infected  and  mastitis  may  follow. 

In  addition  to  forming  the  nipples  the  patient  must  bathe 
them  several  times  a  day  with  some  lotion  that  will  harden  the 
skin.  Otherwise  a  strong  and  healthy  child  will  cause  the 
greatest  pain  while  nursing.  The  best  lotion  to  use  is  alcohol 
in  some  form — eau  de  Cologne  and  water  equal  parts,  or  pure 
whisky,  may  be  used.  Begin  with  a  weak  solution  and  grad- 
ually increase  the  strength. 

Qothing. — In  the  matter  of  dress,  all  garments  which  exert 
an  undue  pressure  on  any  part  of  the  body  must  be  forbidden, 
particularly  tight  corsets,  and  garters  or  strings  about  the  waist. 
A  loosely  fitting  corset-waist  may  be  worn  with  quite  a  degree 
of  comfort;  and  in  multiparous  women,  when  the  abdomen  is 
markedly  relaxed,  or  the  recti  muscles  separated  from  previous 
child-bearing,  the  wearing  of  an  abdominal  support  made  of 
elastic  material  adds  materially  to  their  comfort — ^in  fact,  is  a 
necessity.  When  va^cose  veins  of  the  extremities  are  pres- 
ent, the  legs  should  be  bandaged  or  encased  in  elastic  stockings, 
and  when  large  varices  exist  about  the  vulva,  the  patient  should 
be  cautioned  concerning  the  possibility  of  their  rupture. 

Generalities. — In  healthy  persons  sexual  intercourse  in  mod- 
eration usually  does  no  harm.  In  the  last  months  of  pregnancy 
it  should  be  forbidden,  as  severe  vaginal  inflammations  and 
puerperal  infection  have  followed  coitus  at  this  period.  Where 
there  is  a  tendency  to  abortion,  it  must  also  be  strictly  inhibited. 

The  mental  condition  of  the  patient  must  be  carefully  at- 
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tended  to,  and  all  cases  of  melancholia,  irritation,  and  fright 
avoided  as  far  as  possible,  while  her  surroundings  should  be 
such  as  will  promote  happiness  and  even  temperament. 

Baths  ought  to  be  taken  at  least  to  the  extent  necessary  for 
personal  cleanliness,  but  all  extremes  of  temperature  must  be 
forbidden. 

Vaginal  douching  should  not  be  practiced  daily  unless  there 
is  a  necessity  for  it,  such  as  leucorrhoea.  It  then  should  be 
administered  at  a  moderate  temperature  and  at  a  low  pressure. 

Several  weeks  before  the  expected  date  of  confinement,  a 
careful  examination  should  be  made.  The  deaths  of  untold 
numbers  of  women  and  children  can  be  attributed  to  this  neg- 
lect The  physician  may  sometimes  be  deterred  by  feeling 
that  it  is  repugnant  to  the  patient,  or  that  she  may  object,  but 
a  few  words  of  kindly  explanation  will  usually  smooth  away 
all  difficulties ;  and  when,  after  the  examination,  we  can  assure 
the  woman  as  to  the  prospects  of  a  simple  and  safe  delivery, 
she  will  feel  amply  repaid  for  any  inconvenience  we  may  have 
caused  her.  On  the  other  hand,  if  any  abnormality  exists,  it 
is  highly  important  that  the  physician  know  it,  even  if  it  is 
not  advisable  to  so  inform  the  patient,  though  he  will  generally 
do  well  to  acquaint  the  husband  or  some  other  member  of  the 
family  of  the  existing  condition. 

The  first  step  is  pelvic  measurements ;  and,  generally  speak- 
ing, if  the  distance  between  the  spines  and  crests  bear  a  proper 
relation  to  one  another,  internal  pelvimetry  is  not  necessary 
unless  the  external  conjugate  is  18.5  cm.  or  less,  or  unless  ths 
head  is  unengaged  inprimiparae,  or  the  patient  limps  or  pre- 
sents other  signs  of  pelvic  and  spinal  deformity. 

Next  the  abdomen  should  be  carefully  examined,  the  dura- 
tion of  pregnancy  estimated,  and  the  existence  of  any  abnor- 
mality, as  hydramnios,  tumors,  or  twins  noted,  after  which  the 
position  and  presentation  of  the  child  should  be  determined 
by  external  palpation.  Internal  examination  need  not  be  made 
unless  the  external  palpation  has  given  uncertain  or  unsatis- 
factory results,  or  when  the  head  is  unengaged  in  primiparous 
women. 

Rigorous  hand  disinfection  is  not  necessary  prior  to  the  ninth 
lunar  month,  the  use  of  a  nail  brush,  soap,  and  hot  water  will 
suffice.  After  that  the  hands  should  be  as  carefully  disinfected 
as  at  the  time  of  deliverv. 
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TOXEMIA  AND  ALBUMINURIA  OF  PREGNANCY 
AND  THEIR  TREATMENT.* 

BY   E.   S.   SNYDER,   M.  D. 

I  have  selected  this  subject  for  the  reason  that  I  realize  it 
to  be  one  of  vital  importance  to  any  general  practitioner  of 
medicine,  believing  that  we  can  learn  from  each  other  in  pro- 
portion to  the  discussion  that  may  be  brought  out  or  provoked 
by  my  treatment  of  this  subject. 

Toxaemia  of  pregnancy  has  long  been  recognized  as  always 
present  to  a  greater  or  lesser  degree  in  the  great  majority  of 
pregnant  women.  Perhaps  at  least  a  greater  percentage  of 
the  primiparae  suffer  from  this  affliction.  It  has  long  been 
recognized  by  some  authorities  as  being  the  result  of  auto- 
intoxication, the  direct  result  of  retention  of  certain  poisons 
in  the  blood,  brought  about  by  the  system  being  called  upon  to 
carry  off  the  excretions  of  the  fetus  in  utero,  caused  by  regular 
regressive  metabolism.  Others  claim  that  it  is  due  to  changes 
in  the  pregnant  mother  herself,  as  it  has  been  demonstrated  by 
increased  toxicity  of  blood  serum  and  corresponding  decrease 
of  that  of  the  urine,  shown  by  their  effect  after  injection  of 
certain  toxins  into  the  circulation  of  the  rabbit. 

Be  this  as  it  may,  we  shall  not  take  up  any  further  argu- 
ments, whether  pro  or  con,  at  this  time,  as  it  shall  be  our  aim 
to  dwell  upon  such  a  course  of  procedure  that  we  may  hope 
to  control  successfully  at  least  nearly  all  of  the  cases  that  may 
knock  at  our  door  for  the  necessary  advice  and  treatment. 

We  find,  also,  that  in  nearly  all  cases  of  pregnancy  a  greater 
or  lesser  amount  of  albumin  will  be  permanently  present. 
Now,  where  present  in  large  quantities  it  may  be  considered 
of  grave  import,  while  in  cases  of  very  small  amounts,  it  may 
be  the  result  of  vaginal  or  urethral  mucus  getting  into  the 
urine.  This  applies  more  particularly  where  the  urine  has  not 
been  secured  by  the  aid  of  a  catheter.  Therefore  the  most 
accurate  tests  have  been  from  urine  which  has  been  drawn  by 
the  aid  of  a  catheter. 

The  question  of  albuminuria,  therefore,  being  such  a  grave 
one  to  the  patient,  should  never  be  overlooked  by  the  physician 

*Read  before  the  Pennsylvania  Homeopathic  Medical  Society. 
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in  charge.  In  order  to  properly  meet  the  responsibility,  every 
physician  should  feel  it  his  duty  to  carefully  examine  the  urine 
of  every  patient  during  pregnancy  at  least  once  a  nionth  for 
the  first  six  months  of  pregnancy,  and,  after  that,  every  two 
weeks,  unless  grave  symptoms  should  arise  and  continue  with 
some  persistency,  when  it  is  his  duty  to  examine  the  urine  daily 
and  note  such  changes  as  are  going  on,  giving  treatment  for 
the  same. 

The  above  conditions  are  accompanied  by  a  considerable 
reduction  in  the  amount  of  urea  thrown  off  in  twenty-four 
hours,  with  gastric  symptoms,  Jieadaches  and  lassitude,  dimin- 
ished urinary  secretion,  oedema  of  the  face  or  lower  extremi- 
ties, nervousness,  and  impaired  vision.  I  have  seen  in  one 
case  almost  total  blindness,  to  which  was  added  temporary 
hallucinations,  during  which  time  the  patient  imagined  first 
that  everybody  was  taking  sides  against  her  and  making  things 
as  uncomfortable  as  possible.  Consequently  she  would  become 
so  irritable  that  it  became  a  task  indeed  to  be  about  her. 
Again,  she  would  become  melancholy,  cry,  and  imagine  that 
she  was  soon  going  to  die,  and  that  there  were  no  hopes  for 
her  relief  from  persecution-  in  the  hereafter. 

Now,  the  totality  of  these  symptoms  make  up  a  grave  picture 
of  threatened  eclampsia,  and  such  a  patient,  in  my  opinion, 
should  be  put  to  bed  at  once;  rest,  quiet,  and  warmth  being 
essential.  The  room  should  be  warm,  and,  indeed,  if  the 
weather  be  not  too  hot,  have  the  patient  between  blankets.  Few 
cases  of  threatened  eclampsia  are  so  mild  as  not  to  warrant 
this  care.  Daily  tepid  sponge  baths  should  now  be  given,  and 
the  proper  diet  selected,  which,  in  my  choice,  would  be  a  milk 
diet,  because  we  all  recognize  that  milk  in  itself  acts  most 
favorably  as  a  diuretic.  Also  religiously  avoiding  meats  of 
any  kind,  and  particularly  red  meats,  or,  in  other  words, 
butcher's  meats,  and  any  other  strongly  nitrogenous  foods. 

I  shall  now  take  occasion  to  say  that  I  believe  all  pregnant 
women  are  absolutely  better  off  without  meats  of  any  kind 
during  the  pregnant  state. 

Now  as  to  the  remedies  from  which  we  may  select  for  these 
particular  cases.  We  must  never  lose  sight  of  the  fact  that 
they  must  have  a  strong  bearing  upon  the  circulatory  and 
excretory  organs;  and  I  will  admit  here  that  I  have  on  certain 
occasions  found  it  necessary  to  use  drugs  in  the  last  days  of 
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pregnancy,  pushing  them  for  their  physiological  effects,  so  as 
to  obtain  their  action  to  the  fullest  degree  upon  the  circulatory 
and  excretory  organs. 

In  one  case  in  particular  that  I  now  recall  I  was  compelled 
to  deliver  prematurely  under  anaesthetics  to  avoid  eclampsia, 
and  after  the  delivery  and  the  patient  recovered  sufficiently 
from  the  anaesthetic,  the  muscular  twitchings,  excitability,  and 
nervousness  became  so  great  that  I  resorted  to  narcotics  con- 
stantly over  a  period  of  days  that  I  might  keep  the  patient 
completely  relaxed  and  have  no  convulsions.  After  the  fourth 
day  the  patient  had  sufficiently  recovered,  so  that  I  withdrew 
all  narcotics,  as  she  was  now  completely  relaxed  and  well 
composed  and  went  on  with  speedy  recovery,  although  in  her 
case  I  continued  her  upon  arsenite  of  copper  over  a  period  of 
several  months,  when  the  amount  of  urea  in  the  urine  became 
normal,  and  all  traces  of  albuminuria  disappeared,  I  considered 
the  patient  practically  a  well  woman  again. 

In  this  particular  case  I  might  add  that  the  child  was  not 
affected  in  the  least  by  the  condition  of  the  mother,  and  we 
had  a  strong,  healthy  boy  brought  into  the  world  by  this 
mother. 

We  must  bear  in  mind  in  the  selection  of  remedies  that  they 
run  along  the  same  lines  as  those  used  in  the  treatment  of 
acute  or  chronic  nephritis.  We  would,  therefore,  think  of 
such  remedies  as  arsenite  of  copper  and  apis.  This  latter 
remedy  is  indeed  one  that  should  never  be  overlooked  in  the 
treatment  of  any  of  these  cases,  as  the  pathogenesis  of  this 
remedy  presents  almost  a  perfect  picture  of  this  affection,  as 
we  all  know  oedema  is  at  least  a  great  clinical  symptom  of  this 
drug,  and  if  we  add  to  that  the  whitish,  transparent,  waxy 
appearance  of  the  skin  and  the  absence  of  thirst,  scanty  urina- 
tion, with  a  highly  albuminous  condition  of  the  urine,  con- 
taining tube  casts,  it  seems  indeed  almost  impossible  to  have  a 
case  where  this  remedy  would  not  be  indicated. 

Other  remedies  that  would  be  thought  of  would  be  cantharis, 
terebinth,  mere,  cor.,  and  phosphorus.  Digitalis  is  also  often 
called  for  when  the  characteristic  cardiac  complications  are 
present. 
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THE  TREATMENT  OF  UTERINE  FIBROMYOMATA.* 

BY  CLARA   E.   GARY,   M.  D. 

There  is  no  condition  that  comes  under  the  care  of  the  gyne- 
cological specialist  that  requires  the  exercise  of  better  judg- 
ment regarding  its  treatment  than  the  disease  known  as  uterine 
fibromyomata.  It  is  difficult  to  decide  between  the  accurate 
precision  of  the  surgeon  on  one  hand,  and  the  brilliant  achieve- 
ments along  electrical  and  mechanical  lines  on  the  other,  be- 
cause the  reported  results  are  equally  good  from  all. 

When  I  commenced  my  practice,  nineteen  years  ago,  surgical 
interference  seemed  to  be  the  only  way  of  disposing  of  these 
growths,  so  I  promptly  referred  them  all  to  the  surgeon.  To 
be  sure,  my  cases  were  not  numerous  in  those  years,  as  you 
can  well  imagine,  and  I  have  no -difficulty  in  recalling  the 
first  eight  of  the  kind  that  presented  themselves  to  me,  and  the 
results  that  followed.  The  operations  were  reported  as  suc- 
cessful, and  probably  they  were,  but  one  died  of  heart-failure 
eight  days  after  the  operation ;  another  developed  a  hernia  four 
months  after  the  operation,  and  died  at  the  end  of  twelve 
months.  The  other  six  are  still  living,  and  I  have  been  able 
to  keep  track  of  them  up  to  the  present  time.  One  of  the 
number,  indignant  because  of  a  fistula  resulting  from  the  oper- 
ation, discharged  me  and  employed  another  physician  who  un- 
successfully operated  upon  the  fistula  three  times.  She  was 
finally  cured  by  electricity.  The  entire  six  were  nervous  wrecks 
for  four  or  five  years,  and  even  now  can  boast  of  little  outside 
of  invalidism. 

If  other  physicians  have  had  similar  experiences  (and  doubt- 
less they  have)  one  can  readily  understand  why  they  have  been 
unwearied  in  their  efforts  to  find  other  means  of  relieving  the 
sufferers,  and  why  surgeons  are  becoming  more  and  more  con- 
servative. Seventeen  years  of  my  life  have  been  devoted  to 
study  and  research  in  this  and  similar  directions,  endeavoring 
to  know  other  methods  than  surgery  to  relieve  suffering  wo- 
mankind. Therefore  the  subject  of  this  paper,  which  is  de- 
voted to  a  report  of  five  cases  treated  by  other  measures. 

Mrs.  A.  W.  S.,  age  thirty,  came  to  my  office  December,  1887. 
*  Read  before  the  American  Institute  of  Homeopathy. 
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Tumor  size  of  large  orange;  menses  were  ushered  in  every 
twenty-four  days  with  exaggerated  pre-menstrual  hemorrhage, 
alarming  the  patient  greatly.  This  was  followed  by  a  mod- 
erate bloody  discharge  for  two  days,  when  the  regular  menses 
appeared,  and  continued  an  exhaustive  flow  for  ten  days.  The 
patient  was  compelled  to  remain  in  bed  for  a  time  after  the 
menses  ceased,  on  account  of  great  prostration.  Of  course 
she  was  very  anaemic,  but  with  the  exception  of  these  condi- 
tions she  was  fairly  comfortable  until  another  month  had 
passed,  then  the  experiences  of  the  previous  month  were  re- 
peated. 

Mrs.  L.  W.,  age  forty-two.  came  to  my  office  in  July,  1888. 
Tumor  shaped  like  a  segmented  orange  of  fair  size,  excessive 
hemorrhage  for  four  days,  and  frequent  appearance  of  a  bloody 
discharge  during  the  month ;  patient  complained  of  severe  pres- 
sure pain  in  the  uterus  at  times.  There  were  reflex  disturb- 
ances, causing  insomnia  and  trouble  with  the  stomach  and 
head,  and  more  or  less  leucorrhoea. 

Mrs.  J.  L.,  age  forty-five  years,  came  to  my  office  January, 
1889.  Tumor  size  of  small  bowl,  irregular  in  shape ;  no  symp- 
toms outside  of  the  hemorrhage,  which  lasted  ten  days  out  of 
the  twenty-eight. 

My  treatment  for  all  of  these  conditions  was  the  same*  (the 
Apostoli  treatment)  ;  namely,  first  an  antiseptic  douche,  then 
the  introduction  of  a  long  intra-uterine  copper  electrode  into 
the  uterus,  with  the  insulating  handle  in  the  vagina  and  a 
clay  pad  over  the  tumor,  positive  pole  attached  to  the  intra- 
uterine electrode  and  negative  pole  to  abdominal  pad;  I  gave 
twenty  to  fifty  milliamperes  five  minutes  daily  for  several 
weeks,  excepting  during  the  regular  period.  Later  gave  same 
treatment  at  longer  intervals,  and  finally  the  patient  came  to 
see  me  just  before  and  after  menses,  until  she  was  sympto- 
matically  cured.  They  have  all  passed  the  climacteric  and  are 
in  the  best  of  health.  The  tumor  in  case  three  has  decreased 
iij  size  markedly,  the  others  do  not  show  a  distinct  diminution 
in  size.  What  occurred  in  these  cases?  Two  things.  The 
general  therapeutic  effect  of  galvanism,  which  is  a  tonic  to 
the  whole  system,  and  the  polar  eflfect.  When  treating  a  patient 
one  must  always  keep  in  mind  the  action  of  the  different  poles, 
which,  summed  up  by  Dr.  F.  H.  Martin,  is:  the  negative  or 
alkaline  pole  is  an  irritant  to  the  sensory  nerves  around  it. 
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causing  the  blood  vessels  to  dilate;  the  positive  or  acid  pole 
is  a  sedative  to  the  sensory  nerves  around  it,  causing  the  blood 
vessels  to  contract.  The  decomposition  that  takes  place  at  the 
copper  electrode  forms  the  salts  of  copper,  which  in  turn  af- 
fects the  tissues.  There  is  also  a  transference  of  fluids  in  bulk 
from  the  positive  to  the  negative  pole. 

I  have  another  case  to  report,  treated  by  vibratory  stimula- 
tion. 

Mrs.  A.  T.,  age  forty-six,  came  to  my  office  July,  1903. 
Small  tumor  size  of  lemon ;  menses  profuse  for  two  days,  mod- 
erate for  the  remaining  four  days.  During  the  intra-menstrual 
period  complained  of  gastric  irritation,  insomnia,  and  loss 
of  appetite.  It  seemed  to  be  a  reflex  disturbance.  Patient  is 
afraid  of  electricity  in  any  form,  so  I  applied  vibratory  stimu- 
lation, stimulating  the  nerves  from  the  seventh  dorsal  to  the 
occiput  and  the  fourth  dorsal,  also  the  solar  plexus  and  pneumo- 
gastric,  using  the  ball  attachment,  treatment  occupying  about 
three  minutes.  Two  treatments  relieved  the  patient  of  the  re- 
flex disturbances.  Then  I  acted  upon  Dr.  Pilgrim's  advice,  as 
given  in  his  book  on  "  Mechanical  Vibratory  Stimulation  " ; 
that  is,  to  drain  the  tissues  of  the  uterus  through  the  lym- 
phatics, that  the  condition  might  be  induced  to  pass  into  the 
circulation  en  route  to  elimination.  This  treatment  consists  of 
deep  pressure  with  ball  attachment  between  the  eighth  and 
ninth  dorsal  and  between  the  first  and  second  lumbar,  then, 
placing  the  patient  on  back  with  knees  elevated,  and  applying 
the  brush  attachment  on  the  abdomen  on  each  side  of  umbilicus, 
treatment  occupying  five  minutes  every  other  day. 

Am  happy  to  report  that  Mrs.  A.  T.  is  much  improved.  Of 
course  time  will  decide  the  permanency  of  her  condition ;  how- 
ever, her  age  is  favorable,  as  she  is  nearing  the  climacteric. 

I  feel  strongly  that  we  have  valuable  aid  for  these  condi- 
tions in  the  use  of  vibratory  stimulation. 

Mrs.  H.  T.  M.,  age  forty-five,  came  to  my  office  January, 
1904.  Small  tumor;  the  menses  were  ushered  in  with  pain, 
which  was  more  or  less  intense  during  the  period;  this  con- 
tinued in  a  lesser  degree  during  the  intra-menstrual  time.  On 
account  of  this  constant  pain,  patient  became  irritable  and  de- 
spondent. Applied  the  high-frequency  current,  using  the  vac- 
uum tube  over  each  ovary  and  then  the  uterus,  occupying  about 
fifteen  minutes  in  all.     Patient  was  relieved  after  the  fourth 


The  Treatment  of  Uterine  Fibromyomata,  6i 

treatment.    Menses  have  not  increased  in  amount,  and  she  says 
that  "  she  is  herself  again." 

It  would  not  be  just  for  me  to  attribute  success  entirely  to 
the  electrical  and  mechanical  measures  used,  because  I  have 
always  used  the  indicated  homeopathic  remedies  with  other 
measures.  Have  found  the  tissue  remedies  very  valuable  in 
these  cases.  It  would  also  be  unfair  to  say  that  fibroids  should 
never  be  operated  upon,  because  when  all  other  measures  have 
failed,  or  when  danger  is  imminent,  there  is  nothing  but  sur- 
gery. But  when  the  physician  is  deciding  upon  the  proper 
treatment  for  his  or  her  patient,  the  distressing  conditions  which 
follow  surgical  operations  for  fibromyomata  should  be  a  strong 
incentive  for  advising  against  the  use  of  the  knife,  especially 
now  that  so  many  doors  are  open  for  their  relief  by  other 
means. 
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PREGNANCY  COMPLICATED  BY  MITRAL  STEN- 
OSIS.* 

BY  GEORGE  BURFORD,  M.  D. 

I. — CASE  OF  A   PRIMIPARA,   WITH   REMARKS  BY  I>R. 
EDGAR  A.  HALL. 

II. CASE    OF   MULTIPARA,    WITH    REMARKS   BY    DR. 

A.  LRSTOCK  REID. 

Of  the  various  forms  of  heart  disease  which  may  complicate 
pregnancy,  mitral  stenosis  is  by  common  consent  held  to  be  by 
far  the  most  dangerous.  Fortunately,  it  is  also  among  the 
least  common;  for,  according  to  German  statistics,  out  of 
ninety-four  cases  of  cardiac  complication  only  five  were  un- 
complicated instances  of  stenosis  of  the  mitral  valve.  Probably 
also,  in  that  patients  with  this  grave  affection  are  either  advised 
against  the  nubile  state,  or  are  warned  against  the  dangers  of 
pregnancy,  cases  of  this  concurrence  do  not  add  to  the  obstet- 
rician's anxieties  with  undue  frequency. 

Nowhere  in  the  world  has  obstetrics  been  studied  to  better 
account  than  in  Scotland ;  and  to  Angus  Macdonald,  one  of  the 
perennial  race  of  Scottish  obstetricians,  is  due  the  credit  of  first 
fully  working  out  the  clinical  interactions  of  heart  disease 
and  pregnancy.  Mitral  stenosis  in  particular  he  showed 
to  be  a  deadly  complication  of  gestation,  so  lethal  that  in  pro- 
nounced cases  fifty  per  cent,  of  the  patients  died.  Berry  Hart, 
another  brilliant  exponent  of  the  Scottish  school,  followed  in 
later  time  with  an  account  of  eight  cases,  seven  of  which  had 
a  fatal  termination.  I  have  to  record  two  cases,  seen  in  connec- 
tion with  my  colleagues  whose  remarks  are  appended,  in  both 
of  which  the  patients  recovered,  though  in  each  instance  the  in- 
fant succumbed  with  atelectasis. 

Case  I. — Mitral  stenosis  in  a  primipara,  aged  twenty-four, 
with  a  previous  history  of  very  defective  health.  Development 
of  cardiac  crises  during  pregnancy;  induction  of  premature 
labor  at  the  71-2  month.  Unbroken  convalescence  of  mother, 
death  of  infant. 

I  was  asked  by  Dr.  Hall  to  meet  him  in  consultation  on  the 
case  of  a  young  married  lady  into  whose  adolescent  history  had 
been  crowded  more  pelvic  experiences  than  fall  to  the  share 

*  Homeopathic  Review. 
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of  many  women  during  their  life  time.  Her  premarital  career, 
since  puberty,  had  included,  among  other  items,  dysmenorrhea 
of  the  most  violent  and  inveterate  character.  After  marriage 
she  became  pregnant,  and  miscarried  in  the  early  months  of 
gestation.  Convalescence  was  entirely  unsatisfactory,  and  it 
ultimately  was  completed  by  a  necessary  curettage. 

Later  on  she  again  became  pregnant,  and  between  the  third 
and  fourth  month  developed  various  circulatory  crises,  of  which 
vasomotor  paresis  and  repeated  attacks  of  fainting  were  promi- 
nent symptoms.  Dr.  Hall  had  previously  discovered  a  mitral 
stenosis,  and  in  view  of  this  complication  of  the  pregnancy,  and 
the  fact  that  her  circulatory  condition  required  complete  rest  in 
bed,  a  consultation  was  held  to  determine  the  proper  course  of 
action.  It  was  decided  to  limit  the  patient's  activities  as  much 
as  possible,  to  watch  the  heart  condition  carefully,  to  treat  the 
circulatory  crises  by  remedial  measures,  and  again  take  stock 
of  the  condition  at  a  somewhat  later  date. 

Three  months  later  I  again  saw  the  patient  with  Dr.  Hall; 
her  daily  routine  had  been  most  carefully  planned,  and  on  the 
whole  her  circulatory  condition  was  not  materially  worse.  But 
as  the  tout  ensemble  was  deemed  too  threatening  to  allow  gesta- 
tion to  proceed  to  term,  the  patient  was  removed  to  a  nursing 
home,  and  labor  artificially  induced  at  the  seventh  and  a  half 
month  with  Champetier  de  Ribes'  bag.  The  patient  was  de- 
livered with  forceps,  under  chloroform  anaesthesia,  very  skill- 
fully induced  by  Dr.  Hall,  and  there  was  no  untoward  event  in 
the  course  of  the  parturition. 

The  child,  a  feeble,  cyanosed  infant,  respired  with  consider- 
able difficulty.  For  six  hours  various  measures  were  used  to 
induce  efficient  respiration,  but  without  success,  and  it  suc- 
cumbed, obviously  from  atelectasis. 

Remarks  by  Dr.  Hall.— This  patient  came  under  my  care 
after  the  miscarriage  mentioned  by  Dr.  Burford,  and  the  state 
of  her  pelvic  organs  was  so  unsatisfactory  that  it  was  con- 
sidered necessary  to  perform  curettage.  This  operation  was 
of  great  advantage  to  her,  and  materially  improved  the  pelvic 
symptoms.  About  this  time  I  discovered  she  had  mitral  steno- 
sis, and  I  warned  both  the  lady  and  her  husband  of  the  danger 
she  would  run  if  she  became  pregnant  again.  My  warning,  how- 
ever, was  not  taken  seriously,  and  pregnancy  resulted.    Almost 
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from  the  first  the  heart  felt  the  strain,  and  after  the  third 
month  the  various  circulatory  crises  and  vasomotor  disturb- 
ances supervened. 

It  was  evident  that  she  could  not  be  allowed  to  complete  the 
pregnancy,  and  after  consulting  with  Dr.  Burford  it  was  decided 
to  induce  labor  between  the  seventh  and  eighth  month  The 
operation  was  very  successful,  and  the  patient  made  an  uninter- 
rupted recovery,  no  untoward  symptoms  resulting.  Chloro- 
form was  given  as  the  anaesthetic,  and  the  patient  took  it  well, 
there  being  no  signs  of  heart  failure  during  the  anaesthesia, 
which  was  somewhat  prolonged. 

Case  II. — Mitral  stenosis  of  pronounced  degree  in  a  pluri- 
para.  Induction  of  premature  labor  at  the  seventh  and  one- 
half  month ;  unbroken  convalescence  of  mother,  death  of  infant 
from  atelectasis. 

This  lady  was  referred  to  me  by  Dr.  J.  H.  Qarke,  under 
whose  professional  care  she  had  been  for  some  years.  She  had 
already  gone  through  the  perils  of  one  confinement,  with  the 
issue  that  she  was  strenuously  and  pointedly  warned  by  the 
accoucheur  that  under  no  circumstances  must  she  run  the  risk 
of  another  parturition,  or  she  would  inevitably  lose  her  life.  In 
spite  of  this  explicit  instruction,  she  again  became  pregnant, 
and  the  issue  being  of  vital  importance.  Dr.  Clarke  referred 
her  at  this  crisis  to  me. 

The  mitral  stenotic  signs  and  symptoms  were  pronounced, 
but  as  she  was  able  to  move  about  without  much  discomfort  I 
advised  a  waiting  policy,  so  that,  as  in  the  former  case,  the 
heart  condition  could  be  watched  by  her  medical  adviser,  and 
the  appropriate  medicinal  course  prescribed.  Remedial  meas- 
ures were  so  far  effective,  that  when  I  saw  her  again  between 
the  sixth  and  seventh  month,  the  cardiac  condition,  though 
threatening,  had  hitherto  given  rise  to  no  critical  symptoms. 

I  advised  the  pregnancy  to  continue  up  to  the  seventh  and 
one-half  month,  that  labor  should  then  be  induced  prematurely 
with  the  intent  of  safeguarding  the  interests  alike  of  mother 
and  child.  Living  within  a  few  miles  of  Watford,  I  asked  Dr. 
Lestock  Reid  to  undertake  this  dangerous  and  difficult  obstet- 
rical case.  At  the  expiration  of  the  allotted  time  Dr.  Reid  in- 
duced premature  labor  with  the  same  result  as  in  the  former 
case,  with  complete  recovery  of  the  mother,  death  of  the  child 
from  atelectasis. 
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Remarks  by  Dr.  Lestock  Reid.— "  At  tjie  commencement  I 
passed  a  bougie.  The  following  day  (Monday)  the  os  was 
very  little  dilated,  on  Tuesday  morning  the  dilatation  was  still 
slight,  and  the  pains  were  few.  I  gave  her  a  little  chloroform, 
and  dilated  and  separated  the  lower  membranes  with  the  finger. 
Four  hours  later  I  found  the  os  the  size  of  a  half-crown,  but 
there  were  no  pains.  I  again  gave  chloroform,  intending  to  put 
in  a  Champetier  de  Ribes'  bag,  but  found  the  os  so  easily  dilat- 
able that  I  used  my  fingers  instead,  gradually  dilating  to  about 
half  the  full  width  in  the  course  of  half  an  hour.  She  took 
chloroform  well,  needing  very  little,  and  the  pulse  continued 
regular.  As  there  were  now  slight  pains,  I  ruptured  the  mem- 
branes, and  with  some  little  difficulty  introduced  the  forceps 
through  the  os,  and  so  on  to  the  head,  which  was  high  in  the 
pelvis.  Delivery  was  gradually  effected;  the  child  was  bom 
alive,  but  only  lived  a  few  hours,  not  properly  expanding  the 
lungs.  Unfortunately,  the  placenta  was  acfherent,  and  I  had 
to  remove  it  manually.  There  w^as  not  much  hemorrhage,  and 
the  uterus  contracted  well.  So  soon  as  she  wq^  sufficiently 
conscious,  I  gave  her  tincture  of  strophanthus,  and  ordered  this 
to  be  repeated  every  four  hours,  she  having  also  Wken  this 
remedy  antecedent  to  labor. 

"  The  pulse  was  quite  regular  throughout,  until  about  three- 
quarters  of  an  hour  after  delivery,  when  it  began  to  intermit 
about  every  fifth  beat.  In  about  half  an  hour  the  intermittency 
had  passed  off.  She  slept  well  the  ensuing  night,  and  the  fol- 
lowing day  was  fairly  comfortable.  The  after-convalescence 
was  unbroken." 

The  two  sentences  before  the  last  in  Dr.  Lestock  Reid's  re-  ^ 

marks  contain  the  essential  point  in  the  management  of  the  de- 
livery. According  to  Berry  Hart,  it  is  the  third  stage  of 
labor  that  is  the  most  dangerous  stage;  in  fact  the  critical 
period  begins  on  the  completion  of  labor.  He  advises  no  ergot 
to  be  given,  even  if  there  be  free  hemorrhage,  but  only  stro- 
phanthus, and  ends  with  the  caution,  "  Even  if  all  seem  right, 
have  the  patient  constantly  watched  for  the  first  day."  I  have 
since  received  from  this  lady  a  communication  expressing  her 
sincere  thanks  to  all  concerned  for  this  safe  pilotage  through 
so  dangerous  a  crisis.  I  have  not  hitherto  had  opportunity  to 
ascertain  the  ultimate  cardiac  condition. 
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INTRA-ABDOMINAL  PHTHISIS  IN  CHILDREN,  AND 
ITS  HOMEOPATHIC  TREATMENT.* 

BY  J.    ROBERSON   DAY,   M.   D. 

The  germ  theory  of  disease  is  well  illustrated  in  the  subject 
before  us.  The  specific  organism  of  this  disease  is  well  known, 
and  can  be  easily  identified  by  the  microscope.  It  can  be  ob- 
tained in  pure  cultivation,  and  the  virus  or  toxin,  which  re- 
sults from  its  growth,  can  be  filtered  off  from  the  bacillus,  and 
this  is  used  by  us  in  high  attenuation,  as  what  I  regard  as  the 
most  valuable  medicine  we  possess  in  combating  tubercular 
diseases.  Further,  this  bacillus  tuberculosis  can  be  inoculated 
into  animals,  and  it  will  then  produce  tuberculosis  in  them. 
Tuberculosis,  then,  depends  on  the  presence  of  this  particular 
bacillus;  without  it  there  is  no  tuberculosis,  with  it  we  have 
tuberculosis  in  its  various  manifestations. 

The  lower  animals  also  suffer  from  tuberculosis,  due  to  a 
similar  bacillus  or  to  the  same  bacillus  modified  by  its  host. 

There  is  no  disease  which  is  more  widely  distributed  through- 
out the  world,  and  there  is  no  organ  in  the  body  which  may  not 
be  attacked  with  tubercle.  Our  remarks  are,  however,  limited 
to  the  disease  as  it  attacks  the  abdominal  organs.  The  disease 
may  occur  here,  either  primarily,  or  more  commonly  as  part 
of  a  general  infection  of  the  body,  other  organs  being  attacked 
elsewhere.  Tubercle  may  attack  the  liver,  spleen,  kidneys, 
uterus,  ovaries,  or  Fallopian  tubes,  or  a  mass  of  tubercular 
deposit  may  be  found  to  exist  by  itself,  when  it  gives  rise  to 
ambiguous  symptoms. 

Such  was  the  case  of  a  young  woman  whom  I  recently 
admitted  to  the  hospital,  with  anomalous  symptoms,  and  a  large 
tumor  was  found  in  the  pelvis.  Its  nature  was  not  a  little  puz- 
zling, and  only  after  a  laparotomy  was  its  true  character  dis- 
covered. The  female  generative  organs  are  occasionally  the 
seat  of  the  primary  disease.  The  young  and  old  are  com- 
paratively immune  from  tubercular  peritonitis  of  pelvic  origin, 
although  it  is  quite  common  in  children  from  other  sources. 
According  to  Kelly,  tubercular  peritonitis  of  pelvic  origin  seems 
often  to  afford  immunity  from  tuberculosis  elsewhere.  The 
commonest  of  all  the  abdominal  organs  to  be  attacked,  how- 
ever, are  those  connected  with  the  alimentary  canal,  and  the 

*  Read  at  the  British  Homeopathic  Congress  (Ibid.). 
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peritoneum.  Ulcerations  of  the  intestine,  enlargement  of  the 
mesenteric  lymphatic  glands,  and  tubercular  inflammation  of 
the  perittoneum,  are  the  forms  which  will  principally  occupy 
our  consideration,  these  being  the  forms  which  cause  definite 
symptoms. 

In  former  times  it  was  customary  to  consider  this  as  a  typi- 
cal example  of  an  hereditary  disease — consumptive  parents 
begat  consumptive  children.  With  the  teaching  of  modem  pa- 
thology, we  have  had  to  considerably  modify  these  views; 
indeed,  an  extreme  section  of  pathologists  disregard  the  heredi- 
tary element  altogether,  considering  it  to  be  wholly  an  in- 
fectious disease. 

The  most  common  varieties  of  the  disease  are  where  it  attacks 
the  mesenteric  glands  or  the  peritoneum.  If  the  lymph  nodes 
are  the  chief  seat  of  the  disease,  we  describe  it  as  tabes  mesen- 
terica.  If  the  peritoneum  is  attacked,  there  are  at  least  two 
well-marked  varieties:  (i)  the  ascitic;  (2)  the  plastic. 

From  the  nature  of  the  disease  it  is  well-nigh  impossible  to 
draw  hard  and  fast  lines  of  distinction  according  to  the  various 
organs  affected,  as  the  one  merges  into,  and  is  associated  with 
the  other.  The  following  table,  which  I  have  constructed,  em- 
braces the  principal  varieties  of  the  disease : 

PRINCIPAL  CLINICAL  FORM^. 

Tabes  mesenterica.   

—  ,         ,           .....  S  Asciiic  form 

Tubercular  peritonitis i  Plastic     '* 

(  Caecum 
Intestinal  ulceration •<  Rectum 

( Ileum 

Tubercular  masses Irregular  in  form  and  distribution. 

Tubercle  developing  in  abdominal  or-  j  Liver,  kidney,   spleen,    suprarenals, 
gAns I      pancreas,  etc. 

Tubercle  developing  in  pelvic  organs  . .  j  ^"[^ J'tr^^^ir.  ^*"''P**"  '"^*'  ^"^ 

Of  all  the  above  varieties,  tabes  mesenterica  is  far  and  away 
the  most  frequent.  Fifty-nine  per  cent,  of  all  the  deaths  from 
tubercle  at  the  Hospital  for  Sick  Children  were  due  to  this 
cause.  There  is  almost  invariably  a  history  of  long-continued 
indigestion,  probably  the  mother  has  been  unable  to  nurse  the 
child,  or  has  had  to  supplement  the  supply  with  artificial  foods 
of  an  unsuitable  kind.  The  too  early  resort  to  starchy  foods, 
or  giving  the  child  just  what  the  parents  eat,  has  produced  a 
catarrh  of  the  mucous  membrane  of  the  intestine ;  at  the  same 
time  the  lymphatic  glands  have  become  irritated  and  inflamed. 


68  /.  RobersoH  Day,  M.  D. 

One  who  has  had  much  experience  in  India,  tells  me  children 
suffering  from  famine  frequently  develop  mesenteric  disease, 
and  die  with  greatly  distended  abdomens,  but  all  other  parts  are 
wasted  away.  Here,  no  doubt,  scanty  and  unsuitable  food  has 
caused  the  mesenteric  glands  to  inflame  and  become  tubercu- 
lous. Indigestion  with  colicky  pains  results,  the  abdomen  en- 
larges, the  child  wastes,  intestinal  ulceration  often  complicates 
the  case,  and  with  it  we  get  offensive  diarrhea.  In  the  early  stages 
the  skin  is  dry  and  harsh,  the  hair  lusterless  and  dry,  anaemia 
increases  and  may  be  profound.  The  cheeks  are  pale,  and  eyes 
sunken  and  with  dark  circles  around  them.  The  lashes  are 
long  and  silky,  the  eyes  bright.  The  appetite  is  poor  and  ca- 
pricious, the  tongue  pale  and  never  clean,  and  all  the  time  the 
abdomen  steadily  increases  in  size  till  the  skin  gets  thin  and 
shiny  and  is  marbled  with  arborescent  veins.  There  is  a  pecul- 
iar odor  about  the  child,  like  the  smell  of  mice,  which  is  at 
once  peculiar  and  unmistakable.  There  is  occasionally  a  slight 
rise  in  the  temperature,  or  it  may  continue  persistently  sub- 
normal. The  sleep  is  bad,  and  disturbed  by  dreams.  The 
disease  is  essentially  chronic,  and  if  left  untreated,  the  course 
it  runs  is  from  bad  to  worse. 

ILLUSTRATIVE  CASES. 

Case  I. — Edith  P.,  age  three  and  one-half,  was  admitted  Feb- 
ruary 5,  1898.  Parents  healthy;  six  other  children  living 
and  healthy.  The  patient  is  the  sixth  in  the  family.  Breast-fed 
for  I  9-12  year,  then  had  measles,  whooping  cough,  and  in- 
fluenza. The  present  illness  dates  from  an  attack  of  influenza. 
The  bowels  act  as  soon  as  she  takes  food,  six  to  eight  motions 
in  the  day,  and  two  or  three  at  night,  very  offensive.  The  flesh 
was  very  wasted  and  flabby,  the  iliac  and  hypochondriac  regions 
deficient  in  resonance.  Ars.  iod.  3.  was  prescribed,  followed 
by  iodine  3.  and  calc.  iod.  3.  After  treatment,  the  child  was 
practically  cured,  and  to  use  the  mother's  expression,  "  not  like 
the  same  child."  She  continues  perfectly  well — last  seen  June 
10,  1904. 

Case  II. — ^Was  a  fine  child  at  birth,  and  was  breast-fed  for 
four  or  five  months,  and  then  fed  on  various  foods.  At  ten 
months  she  had  influenza,  and  then  the  illness  started,  with  con- 
stant diarrhea  and  rapid  wasting.  She  was  under  allopathic 
treatment  until  two  years  of  age,  steadily  getting  worse.  At 
this  time  she  was  a  most  delicate  child,  with  thin,  scanty  hair, 
dry  skin  of  an  earthy  tint,  prominent  blue  veins  marbling  the 
forehead.  The  abdomen  was  large,  the  appetite  poor,  diarrhea 
constant  and  offensive.     Fortunately,  at  this  time  she  came 


Intra-Abdominal  Phthisis  in  Children.  69 

under  homeopathy,  and  the  effect  of  the  change  of  treatment 
was  astounding.  The  diarrhea  ceased,  the  tongue  cleared,  the 
abdomen  returned  to  its  normal  size,  the  hair  became  thick, 
and  color  returned  to  the  waxy  features.  The  chief  medicines 
used  was  iodine  3.  and  its  compounds  with  arsenic,  lime  and 
sulphur.  She  is  now  very  strong  and  a  particularly  bright  girl. 

Case  III. — ^Wm.  C,  age  five  and  a  half  years,  was  brought 
to  me  on  February  29,  1896.  For  two  or  three  years  he  had 
suffered  from  ill  health,  and  his  bowels  were  relaxed  and  mo- 
tions offensive.  His  father  had  diabetes,  and  the  boy  was  con- 
stantly given  improper  food.  His  appearance  was  very  charac- 
teristic of  the  disease,  and  is  well  shown  in  the  photograph  on 
the  screen.  The  abdomen  was  large  and  pendulous,  but  no 
glandular  masses  could  be  felt,  nor  was  there  any  free  fluid. 
He  complained  of  pain  about  the  umbilicus  when  the  bowels 
acted. 

Iodide  of  arsenic  was  the  medicine  chiefly  employed,  and  he 
IS  now  quite  well  and  the  abdomen  has  returned  to  its  natural 
size.  I  hear4  the  other  day  he  is  playing  in  the  band  of  the 
school  in  which  he  is  being  educated :  he  is  now  fourteen  years 
old. 

Case  IV. — Geo.  Ed.  Wood,  2  5-12,  admitted  August  29,  1901. 

Family  History. — Father  fifty,  healthy,  but  had  abscess  of 
knee  from  accident.  Mother  forty-eight,  delicate.  Maternal 
grandfather  died  of  phthisis.  Maternal  aunt  died  of  phthisis, 
November  5,  1903.  The  fifth  and  only  child  surviving,  four 
others  died  of  bronchitis.    Breast-fed  for  9-12. 

History  of  present  illness. — Had  large  abdomen,  which 
commenced  to  increase  soon  after  birth.  Previous  treatment 
allopathic,  under  which  he  steadily  got  worse.  Motions  always 
relaxed  and  offensive.  Passes  motions  so  often  at  night  that 
they  run  away  from  him. 

Condition  on  admission,  August  29,  1901. — Delicate  child, 
tubercular  type,  with  large  abdomen,  lymph  glands  in  groins 
and  axillae;  great  perspirations  at  night.  Ars.  A.  3X,  gr.  li. 
ter.  die.    Tuberc.  30,  m.  iii.  weekly. 

October  3. — Motions  still  very  watery,  five  or  six  in  twenty- 
four  hours. 

October  24. — Much  better,  bowels  once  or  twice  and  not  so 
offensive. 

November  14. — Very  much  better  report. 

December  5. — Vin.  iodi  3  ss  ter.  die  and  tuberc.  30.  On  and 
off  has  abdominal  pains,  and  mother  notices  if  she  neglects  the 
treatment  he  at  once  begins  to  fail.  But  more  or  less  continu- 
ously he  has  been  under  treatment. 

November  5,  1903. — Abdomen  much  smaller  and  softer  Two 
motions  in  twenty-four  hours,  not  so  loose  as  formerly.  Still 
perspires  and  very  nervous.    Acid,  phosph.  Ix  ter.  die. 

December  3. — Perspirations  much  better.    Two  motions  in 
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twenty-four  hours,  not  nearly  so  offensive  as  formerly,  fewer 
attacks  of  abdominal  pain.    Repeat  acid,  phosph.  Ix. 

January  29, 1904. — Three  motions  in  twenty-four  hours.  An- 
gles of  mouth  sore.  Always  tired.  Acid  nitric  3,  every  four 
hours. 

February  26. — For  six  days  only  had  one  motion  in  twenty- 
four  hours. 

April  15. — Motions  are  more  natural,  every  other  day.  No 
abdominal  pains. 

June  3. — Per  rectum  bimanual  examination.  Small  mesen- 
teric glands  size  of  pea  can  still  be  felt,  also  in  groins.  Alto- 
gether his  general  condition  is  very  much  improved.  The  abdo- 
men "  has  gone  down  to  nothing,  to  what  it  was." 

The  following  cases  are  illustrative  of  tubercular  peritonitis 
and  ascites : 

Case  V. — Bertie  S.,  age  three,  admitted  April  24,  1895. 
Breast-fed  for  eleven  months.  Six  months  previously,  cer- 
vical glands  enlarged,  and  the  previous  February  he  had  in- 
fluenza. From  this  time  he  wasted,  and  the  abdomen  got 
steadily  larger.  When  first  seen,  he  was  so  ill  that  he  had 
to  be  carried,  being  unable  to  walk.  A  pale-faced  child,  with 
long  eyelashes  and  dry  skin.  The  strumous  glands  on  the 
right  side  of  the  neck  were  discharging,  and  the  inguinal  glands 
also  enlarged.  The  abdomen  was  greatly  enlarged,  very  tense, 
and  with  evidence  of  a  thrill,  flanks  dull,  lower  ribs  bulging 
out  in  conformity  with  the  large  abdomen.  The  heart  and  lungs 
were  normal,  appetite  very  good,  tongue  furred,  no  diarrhea. 
Iodide  of  arsenic  3  was  prescribed,  and  in  three  months  he  was 
running  about.  He  made  an  uninterrupted  recovery,  and  three 
years  later  came  with  parotitis,  but  his  old  trouble  perfectly 
well. 

Case  VI. — Lucy  L.,  age  twelve.  This  patient  presented  a 
variety  of  tubercular  lesions.  At  first  she  presented  the  ascitic 
form  of  tubercular  peritonitis,  this  was  accompanied  with  a 
hectic  form  of  temperature,  as  represented  in  the  chart  re- 
produced on  the  screen;  the  evening  elevations  reaching  lOi* 
or  102**,  with  morning  remissions  to  normal  or  sub-normal. 
Then  followed  tubercular  adenitis,  and  the  inguinal  glands  on 
both  sides  suppurated.  Lastly,  she  came  with  tubercular  dis- 
ease of  the  joints.  All  these  troubles  were  cured,  the  chief 
medicine  being  the  iodide  of  arsenic.  This  patient  continues 
perfectly  well. 

Case  Vll. — ^John  R.,  age  9  1-2,  was  admitted  on  December 
29,  1903,  under  my  esteemed  colleague.  Dr.  Washington  Epps, 
with  great  abdominal  distention,  which  suggested  intestinal 
obstruction.  A  rectal  examination  proved  this  not  to  be  the 
case,  and  was  followed  by  a  motion.  Next  morning,  after  a 
profuse  sweat,  the  temperature  fell  to  normal,  but  the  abdomen 
continued  much  distended,  and  obviously  contained  free  fluid. 
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On  January  4  there  was  still  free  fluid  in  the  abdomen,  but 
the  patient's  condition  was  much  improved. 

On  January  7  there  was  no  evidence  of  free  fluid  in  the  per- 
itoneal cavity,  and  the  patient  was  eating  and  sleeping  well. 

The  principal  remedies  employed  in  this  case  were  lycopod. 
30,  every  four  hours,  and  tuberc.  200  once  a  day.  The  tempera- 
ture on  the  day  of  admission  was  102.8,  but  next  day  it  fell  to 
normal  and  continued  so. 

Case  VIII. — Ada  T.,  age  five,  admitted  February  i,  1904. 
Patient  is  the  first  in  the  family,  one  other  child  is  in  good 
health.  She  was  breast-fed,  and  then  brought  up  on  the  bottle. 
The  picture  on  the  screen  gives  a  good  idea  of  how  she  appeared 
on  admission.  She  was  brought  for  pains  in  the  stomach,  and 
wasting,  for  the  last  three  months. 

Condition  on  admission. — The  skin  was  very  dry  and  harsh, 
the  child  pale,  delicate,  with  long  eyelashes ;  a  pinched,  anxious 
expression ;  eyes  sunken ;  temperature  97.2**.  The  abdomen  was 
large  and  distended,  and  covered  with  arborescent  vessels.  She 
was  treated  at  first  as  an  out-patient  with  ars.  iod.  3,  and  weekly 
doses  of  tuberc.  30,  but  as  she  did  not  improve,  she  was  ad- 
mitted on  February  23,  1904.  The  patient  has  an  anxious  ex- 
pression. Bowels  are  relaxed  and  the  motions  peculiarly 
offensive.  The  appetite  was  poor,  the  tongue  glazed  and  moist, 
occasionally  she  had  troublesome  vomiting.  There  is  some  club- 
bing of  fingers  and  toes.  The  temperature  at  first  was  hectic 
with  considerable  variations ;  subsequently,  as  improvement  set 
in,  it  became  sub-normal.  The  abdomen  at  first  continued  to 
increase  in  size,  and  there  was  evidence  of  free  fluid  in  the 
peritoneal  cavity ;  this  has  now  disappeared,  and  the  abdomen 
has  reduced  in  size.  The  motions  have  now  been  normal  for 
some  considerable  time,  and  her  general  condition  is  much  im- 
proved. The  medicines  given  have  been  calc.  iod.  3,  silica  12, 
and  tuberc.  30. 

Case  IX. — A  child,  Rosa  S.,  aged  fifteen  months,  with  greatly 
distended  abdomen,  the  skin  being  tense  and  shiny,  and  the  um- 
bilicus everted,  and  having  a  marked  thrill;  was  treated  with 
apis  3x,  which  quickly  removed  the  fluid.  Strumous  dactylitis 
and  enlargement  of  the  inguinal  glands,  which  followed,  were 
successfully  treated  with  iodide  of  arsenic. 

Case  X. — ^Ada  T.,  age  ten.  An  instance  of  the  ascitic  form, 
but  complicated  with  general  tuberculosis.  The  abdomen  meas- 
ured twenty-seven  inches  at  the  umbilicus,  and  there  was  a 
marked  thrill.  There  was  a  history  of  consumption  in  the 
family.  She  had  besides  extensive  tubercular  disease  of  the 
lungs,  and  breaking  down  of  the  left  apex.  The  temperature 
was  hectic.  Under  bellad.  and  phos.  followed  by  ars.  iod.,  she 
greatly  improved  and  temperature  became  normal.  But  the 
fluid  remained  in  the  abdomen,  and  after  consultation  with  my 
colleagues,  laparotomy  was  performed  and  repeated,  but  with- 
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out  benefit,  and  she  sank  exhausted.    Post-mortem,  the  liver 
was  found  studded  with  tubercular  masses. 

Case  XI. — ^Violet  G.,  age  thirteen,  had  wasted  three-twelfths 
before  admission,  and  for  the  last  six  weeks  had  diarrhea.  A 
week  previously  a  tumor  was  observed  on  the  right  side  of  the 
abdomen,  which  extended  into  the  pelvis.  Medicines  giving 
no  relief,  laparotomy  was  performed,  but  she  died,  and  post- 
mortem the  abdominal  organs  were  found  matted  together,  and 
the  retro-peritoneal  glands  suppurating.  Tubercle  bacilli  were 
found  in  the  pus  in  large  numbers.  This  was  an  instance  of 
the  plastic  form  of  peritonitis. 

Case  XII. — Grace  P.,  age  three,  was  kindly  sent  to  me  by 
my  colleague.  Dr.  James  Johnstone,  on  April  2,  1903.  She  had 
been  previously  treated  at  the  Hackney  Road  Hospital  for  four 
months,  and  the  mother  was  told  unless  she  left  the  child  as  an 
in-patient,  the  case  was  hopeless.  The  present  illness  com- 
menced soon  after  birth,  when  the  abdomen  enlarged.  It  has 
greatly  increased  of  late,  wasting  very  marked,  and  vomiting 
fluid  once  or  twice  a  week. 

State  on  admission. — The  abdomen  was  very  greatly  dis- 
tended, and  large,  hard  masses  could  be  felt  There  was  some 
ascites.  The  rest  of  the  body  was  very  thin,  and  the  ribs 
beaded.  There  were  no  other  definite  signs.  Heart  and  lungs 
normal.  Ars.  iod.  3,  g^.  ii,  ter.  die;  tuberc.  30  weekly;  vin. 
iod.  w  XX  ter.  die. 

In  spite  of  an  attack  of  whooping-cough  which  complicated 
the  case,  she  greatly  improved,  and  on  May  28th  the  abdomen 
measured  less,  although  the  large  masses  were  distinctly  felt. 
September  4. — Abdomen  no  longer  enlarged,  but  hard  nod- 
ules are  still  to  be  felt.  Bowels  always  open  once  or  twice  a 
day.    Vomiting  much  less. 

in  October  she  was  so  far  well  as  not  to  be  like  the  same 
child,  and  her  color  was  good.  She  now  complained  of  abdom- 
inal pains,  and  motions  were  still  offensive.  Tuberc.  200. 
She  is  now  practically  well,  that  is  to  say  after  one  year's 
steady  treatment. 

Case  XIII.— James  Stewart  B.,  age  i  6-12.  Admitted  June 
6,  1904.  Born  of  healthy  parents  and  breast-fed  for  six  weeks, 
then  milk  and  barley  water.  He  sweats  about  the  head,  and 
has  been  under  treatment  at  the  Hospital  for  Sick  Children  for 
six  months. 

State  on  admission. — Weight  nine  and  one-half  pounds,  very 
emaciated,  flabby  skin  covers  the  limbs.  The  abdomen  is  tense 
and  very  large.'  There  are  no  teeth.  Bowels  are  confined. 
Glands  in  the  groin  are  enlarged,  and  a  very  hard,  freely  mov- 
able mass  could  be  felt  in  the  region  of  the  umbilicus.  Silica 
30,  iodine  6,  alternate  weeks,  thrice  daily,  and  tuberc.  30.  He 
is  improving  and  still  under  treatment. 

{To  be  concluded,) 
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J.  C.  Colclough,  M.  D. : 

It  is  to  Dr.  Smyly  that  we  owe  the  reintroduction  of  the 
vaginal  plug  for  the  treatment  of  accidental  hemorrhage.  He 
was  led  to  adopt  this  method  by  the  very  bad  results  tha't  fol- 
lowed more  active  interference  in  the  cases  he  was  called  on  to 
treat. 

Dr.  Purefoy,  who  followed  Dr.  Smyly  as  Master  of  the  Ro- 
tunda, has  developed  this  method,  and  now  holds  that  it  is 
capable  of  controlling  not  only  external  accidental  hemor- 
rhage, but  even  the  worst  forms  of  internal  hemorrhage. 

The  plugs  used  are  small  tampons  of  sterilized,  cotton  wool, 
about  the  size  of  a  large  walnut.  Lysol,  creolin,  and  perchloride 
of  mercury  are  the  antiseptics  used.  After  all  the  necessary 
antiseptic  precautions  used  for  any  obstetric  operation  have 
been  taken,  a  catheter  is  passed,  and  the  operator  proceeds  to 
plug.  The  patient  is  placed  in  the  lithotomy  position,  and  the 
fingers  of  the  hand  which  was  not  used  for  cleaning  the  vulva, 
etc.,  may  be  used  for  plugging,  and  the  other  hand  acts  as  a 
speculum.  The  plugs  are  taken  out  of  the  solution  separately, 
and  wrung  almost  dry,  the  Grst  one  is  placed  in  the  posterior 
fornix,  and  the  fornices  are  ..ystematically  packed  with  a  fair 
amount  of  pressure.  Each  plug  is  put  in  position  with  a  pur- 
pose to  form  a  ring  round  the  cervix,  and  packing  is  continued 
systematically  downwards  until  no  more  can  be  introduced  into 
the  vagina.  The  operator  then  takes  a  large  strip  of  iodoform 
gauze  and  places  it  over  the  plug,  which  will  be  projecting  from 
the  vagina,  instructing  an  assistant  with  clean  hands  to  hold  the 
gauze  in  position  while  the  binder  and  T  bandages  are  put  on. 
The  iodoform  gauze  is  not  always  used,  but  the  author  has 
found  it  of  great  practical  value. 

Chloroform  as  an  anaesthetic  need  not  be  given ;  it  will  only 
be  required  if  the  patient  is  very  restless,  and  it  is  a  remarkable 
fact  how  little  is  necessary  to  render  the  patient  quiet — merely 
a  ff^w  whifFs. 

The  binder  should  have  been  placed  under  the  patient  before 
the  plugging  was  commenced.  It  is  now  brought  down  into 
position,  while  the  patient  is  swung  round  into  the  bed.  Strong 
pins  and  a  stout  binder  are  needed.     The  first  pin  must  be 
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placed  above  the  fundus,  as  near  to  the  ensiform  cartilage  as 
possible,  and  the  binder  secured  extremely  tightly  downwards 
as  far  as  the  symphysis.  Lastly,  the  perineal  bandage  is  put  on, 
pinned  well  up  the  binder  in  front,  three  couples  of  pins  being 
required.  The  patient  is  then  rolled  over  onto  her  side,  and 
the  bandage  secured  at  the  back  in  the  same  way,  the  assistant 
keeping  up  steady  pressure  with  his  hand  on  the  iodoform 
gauze.  The  plugs  are  thus  kept  in  place  until  thoroughly  se- 
cured by  the  tight  perineal  bandage.  In  this  manner  pressure 
is  made  on  the  front  of  the  uterus  and  abdomen  by  the  tight 
binder,  and  the  uterus  is  forced  downwards  as  well  as  on  to 
the  firm  mass  of  plugs.  The  abdomen  and  the  abdominal  veins 
will  also  be  compressed. 

The  medical  attendant  is  sent  for  if  (i)  pains  come  on;  (2) 
plugs  begin  lo  bulge;  (3)  hemorrhage  comes  through  plugs; 
or  (4)  if  patient  has  any  faintness. 

If  the  uterine  walls  are  so  diseased  that,  as  the  result  of 
intra-uterine  pressure,  they  distend,  then  it  is  claimed  that  the 
plug  and  binder,  applied  in  the  manner  which  has  been  de- 
scribed, render  them  capable  of  withstanding  the  pressure  of 
the  escaping  blood,  and  so  control  the  hemorrhage. 

All  risk  of  post-partum  hemorrhage  is  done  away  with.  The 
plug  can  be  easily  applied. 

As  the  object  of  the  Rotunda  method  is  to  allow  of  a  natural 
delivery,  the  membranes  must  therefore  not  be  ruptured  until 
as  late  as  possible.    Great  judgment  is  required  on  this  point. 

If  the  pains  become  vigorous  the  perineal  bandage  should  be 
taken  off  and  a  few  of  the  plugs  removed.  The  contraction  of 
the  uterus  will  force  out  the  rest ;  only  then  should  the  mem- 
branes be  ruptured  if  they  are  still  intact. 

Out  of  forty-three  cases  so  treated  only  two  have  died.  One 
of  these  died  of  the  hemorrhage,  undelivered,  and  the  second 
died  with  rupture  of  the  lower  part  of  the  uterus,  after  she 
had  delivered  herself. 

This  method  of  a  treatment  of  accidental  hemorrhage  should 
save  many  a  lonely  practitioner  from  hours  of  mental  and 
moral  anguish ;  and  be  the  means  of  preserving  many  a  valua- 
ble life  that  without  it  would  be  lost. 

Cuthbert  Lockyer,  M.  D. : 

I  propose  to  confine  the  few  comments  I  wish  to  make  to  those 
cases  of  chronic  ovarian  pain  in  which  the  ovaries  and  adjacent 
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structures  are  quite  movable,  and  shall  exclude  gross  inflamma- 
tory lesions  and  neoplasms. 

In  studying  the  question  of  chronic  ovarian  pain  I  have 
taken  Head's  areas  as  my  guide  for  purposes  of  diagnosis. 
Head  was  perhaps  the  first  to  point  out  the  sharp  distinction 
which  exists  between  the  characters  of  visceral  and  peritoneal 
pain.  Ovarian  pain  belongs  to  the  former  class,  and,  like  all 
other  visceral  pains,  is  characterized  by: 

1.  The  fact  that  it  is  referred. 

2.  It  is  associated  with  superficial  or  surface  tenderness. 

3.  It  tends  to  become  generalized  or  diffused. 

4.  It  follows  the  lines  of  spinal  segmentation  and  not  that 
of  peripheral  nerves. 

5.  It  is  associated  with  exaggerated  superficial  reflexes. 

6.  It  is  closely  connected  with  the  neurasthenic  state. 
From  the  fact  that  it  follows  the  areas  of  spinal  segmentation 

we  find  it  existing  over  a  definite  band  around  the  body.  This 
band  corresponds  to  the  tenth  dorsal  segment,  and  its  maxima 
correspond  to  two  points  in  front  and  behind.  The  anterior 
maximum  point  is  situated  2  in.  internal  to  the  anterior  superior 
spine,  while  the  posterior  lies  just  above  and  in  a  line  with  the 
sacro-iliac  amphiarthrosis.  Ovarian  pain  is  more  generally  re- 
ferred to  the  left  side  of  the  body,  this  for  the  reason  that  the 
left  side  is  weaker  than  the  right,  and  it  may  be  said  that  this 
remark  applies  to  the  pain  and  tenderness  of  all  visceral  dis- 
eases. In  extreme  cases  chronic  ovarian  pain  is  referred  to 
the  sixth  dorsal  or  inframammary  region,  especially  of  the  left 
side.    What  is  the  cause  of  such  ovarian  pain  ? 

It  is  frequently  noticed  when  first  menstruation  starts.  It 
begins  some  days — ^  week  or  more  (fourteen  days  in  one  of 
my  cases) — ^before  the  flow,  and  gets  worse  just  before  or 
during  the  early  days  of  the  period;  the  flow  may  be  scanty, 
but  the  main  feature  is  the  pain  and  tenderness  over  the  tenth 
dorsal  area.  Some  say  it  is  relieved  by  marriage,  others  that 
it  is  aggravated  thereby,  and  my  own  experience  supports  the 
latter  statement.  Nothing  is  known  as  to  its  cause.  It  is  a  com* 
mon  association  of  neurasthenia,  and,  given  this  coincidence* 
the  pain  and  tenderness  may  be  extreme. 

In  searching  for  conditions  which  are  associated  with  chronic 
ovarian  pain,  I  have  revised  the  histories  of  381  cases  of  pelvic 
pain  complained  of  by  women  in  my  clinic.    I  find  that  in  1 1 1 
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of  these  cases,  the  pain  was  situated  in  the  region  described  by 
Head  as  "  ovarian  " — namely,  the  tenth  dorsal  area.  Of  these 
III  cases,  there  were  49  in  which  no  gross  pelvic  lesion — ^no 
prolapse  of  the  pelvic  floor  nor  displacement  of  the  uterus — 
could  be  found.  In  these  49  cases  the  uterus  and  adnexa  were 
freely- movable ;  43  of  the  women  were  married,  6  were  single — 
9  of  these  43  cases — ^that  is  to  say,  over  18  per  cent. — concerned 
women  who  had  large  families  or  were  suffering  at  the  time 
of  examination  from  hyperlactation,  and  these  cases  show  that 
childbearing  and  lactation  are  fruitful  sources  of  chronic  ova- 
rian pain. 

In  the  remaining  cases  (62)  the  causes  were  not  so  easy  to 
classify.  In  some  the  ovarian  pain  dated  from  the  time  of  the 
first  menstrual  period,  and  seemed  to  constitute  a  definite  type 
of  dysmenorrhoea.  In  others  it  seemed  to  be  the  outcome  of 
spasmodic  dysmenorrhea.  In  several  cases  it  was  associated 
with  symptoms  of  the  menopause,  such  as  globus  hystericus, 
pseudocyesis,  neurovascular  disturbance,  in  women  between  the 
ages  of  45  and  50. 

For  the  rest,  the  symptom  of  chronic  ovarian  pain  was  asso- 
ciated with  organic  lesions  too  various  to  classify.  A  routine 
pathological  examination  of  specimens  received  during  the  last 
three  and  a  half  years  from  operators  has  included  many  pairs 
of  ovaries  which  were  removed  presumably  for  pain.  I  have 
examined  sections  of  the  entire  gland  in  every  case,  and,  whilst 
being  able-to  note  abnormal  conditions  in  the  stroma  or  follicles, 
or  both,  in  almost  every  instance,  I  cannot  say  that  as  patholog- 
ists we  are  able  to  diagnose  a  painful  ovary  under  the  micro- 
scope. Every  change  noted  in  such  ovaries  as  I  refer  to,  which 
have  been  removed  by  operation,  can  be  found  in  these  organs 
when  removed  post-mortem  from  subjects  whose  clinical  his- 
tory never  pointed  to  ovarian  lesions,  and  in  which  no  mention 
has  been  made  of  chronic  ovarian  pain. 

It  is  certain  that  many  ovaries  are  removed  which  are  quite 
functional,  by  which  I  mean  normal  Graafian  follicles,  and 
healthy  corpora  lutea  can  be  found  in  them.  When  a  patholo- 
gist is  confronted  with  tissues  of  this  kind  to  report  upon,  the 
only  explanation  he  can  find  to  account  for  the  operation  is 
that  the  excuse  was  ovarian  pain.  He  therefore  naturally  asks 
himself  what  good  can  follow  from  the  removal  of  tissues 
capable  of  performing  their  proper  function  if  left  alone.    To 
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my  mind,  it  would  be  quite  as  justifiable  for  a  dentist  to  extract 
both  healthy  canine  teeth  for  trigeminal  neuralgia  as  for  a  sur- 
geon to  remove  both  ovaries  which  are  functionally  perfect. 

Just  as  I  would  lay  stress  upon  the  fact  that  chronic  ovarian 
pain  is  frequently  met  with  unassociated  by  any  lesion  discover- 
able by  clinical  methods,  so  I  would  emphasize  the  statement 
that  in  my  experience  there  is  nothing  in  the  histology  of  a 
painful  ovary  sufficiently  characteristic  to  show  that  it  was  ever 
the  seat  of  pain  or  of  tenderness.  I  am  led,  therefore,  to  regard 
the  results  of  spaying  with  extreme  skepticism,  and  would 
shrink  from  employing  such  a  measure  myself  for  such  cases  as 
those  to  which  I  have  limited  my  discussion — namely,  ovaries 
which  are  painful,  but  which  are  not  associated  with  any  gross 
lesion  diagnosable  clinically. 

In  the  treatment  of  such  a  condition  we  must  be  content  with 
the  relief  which  is  to  be  obtained  by  a  judicious  application  of 
the  general  principles  of  medicine,  and  make  a  point  of  assuring 
those  patients  who  seem  desirous  of  undergoing  an  operation 
that  surgery  would  in  their  case  only  add  fuel  to  the  fire. 

V.  Pearson,  M.  D. : 

The  commonest  variety  of  pulmonary  tuberculosis  in  infants 
and  young  children  up  to  the  age  of  four  is  miliary  tuberculosis, 
but  caseating  broncho-pneumonia  is  fairly  common ;  tubercular 
affection  of  the  broncho-tracheal  lymph-glands  is  intimately 
connected  with  these.  The  most  striking  symptom  of  tubercu- 
losis in  children  is  wasting,  but  wasting  occurs  more  often 
from  other  causes,  especially  two — gastro-intestinal  derange- 
ment and  the  presence  of  pent-up  pus.  Hence  diagnosis  pre- 
sents many  difficulties. 

Tuberculosis  of  the  bronchial  glands  is  present  in  the  great 
majority  of  the  forms  of  pulmonary  tuberculosis  in  patients 
under  four  years  of  age.  Besides  fever  and  wasting,  the  classical 
symptoms  and  signs  are  persistent  paroxysmal  cough,  resem- 
bling whooping-cough ;  dullness  over  the  upper  portion  of  the 
sternum  or  posteriorly  along  either  side  of  the  spine  from  the 
second  to  the  fifth  dorsal  vertebrae ;  paroxysmal  dyspnoea ;  con- 
gestion and  sometimes  puffiness  of  the  face,  occasionally  with 
cyanosis  of  the  lips ;  bronchial  or  broncho-cavernous  breathing 
at  the  root  of  the  lung;  feebleness,  or  more  rarely  absence  of 
breath-sounds  over  one  lung  or  one  lobe ;  and  a  systolic  mur- 
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mur  heard  over  the  upper  part  of  the  sternum  only  when  the 
head  is  thrown  back — "  Eustace  Smith's  sign/'  Seldom  are  all 
these  symptoms  present.  The  cough  has  to  be  diagnosed  from 
persistent  whooping-cough.  When  a  paroxysmal  cough  re- 
mains after  whooping-cough,  and  two  common  causes — ade- 
noids and  a  tendency  to  repeated  slight  catarrhal  attacks  com- 
bined with  habit — have  been  eliminated,  the  diagnosis  of  tuber- 
cle of  the  bronchial  glands  becomes  probable,  and.  if  there  is 
wasting  and  fever,  fairly  well  established.  Other  mediastinal 
tumors,  purulent  pericardial  effusion,  and  inflammatory  swell- 
ing of  the  glands  in  simple  broncho-pneumonia,  must  also  be 
differentiated. 

The  diagnosis  of  miliary  tuberculosis  of  the  lungs  depends 
upon  a  careful  study  of  the  circumstances  and  conditions  of 
wasting  in  a  small  child.    The  wasting  is  associated  with  fever. 
The  patients  are  mentally  sharp,  but  wistful  and  phlegmatic; 
they  soon  tire.    There  is  a  slight  loose  cough.    The  skin  is  dull, 
dingy   white,   harsh   and    dry.      Occasionally  there   may   be 
eczema  or  urticaria,  subcutaneous  tubercles,  or  hemorrhages. 
The  hair  becomes  thin  and  poor  in  quality.     The  appetite  is 
capricious.    Enlargement  of  the  spleen  is  common,  and  search 
should  always  be  made  for  choroidal  tubercles.     Up  to  one 
year  cases  of  simple  marasmus  are  much  commoner  than  tu- 
berculosis.   As  long  as  there  is  an  adequate  cause  for  the  wast- 
ing, there  is  no  necessity  to  make  a  diagnosis  of  tubercle.    The 
diagnosis  must  be  made  from  marasmus,  especially  with  « 
terminal  broncho-pneumonia,  inherited  syphilis,  and  pus  infec- 
tion.    Tubercular  caseating  broncho-pneumonia  is  the  most 
characteristic  form  in  infants.     It  has  to  be  diagnosed  from 
simple    broncho-pneumonia.     A    simple    broncho-pneumonia 
more  commonly  attacks  a  child  previously  healthy.    Its  onset 
is  usually  rapid  and  often  abrupt ;  in  its  protracted  stage  there 
is  usually  less  fever.    The  lesions  are  usually  at  the  base,  and 
do  not  proceed  to  excavation  unless  very  acute.    A  tubercular 
broncho-pneumonia  attacks  a  child  that  has  had  prodromal 
signs  of  debility  and  wasting.    The  lesions  show  a  preference 
for  the  anterior  aspects  and  the  upper  halves  of  the  lungs  or 
the  roots.    The  amount  of  wasting  is  often  out  of  proportion 
to  the  physical  signs.     More  difficult  cases  are  those  of  sub- 
acute broncho-pneumonia  consolidations,  or  of  partially  col- 
lapsed, partially  solidified  lung,  kept  up  by  some  other  chest 
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condition.  Ixxralized  empyemata  or  purulent  pericardial  effu- 
sions also  present  some  difficulty ;  a  clew  is  generally  obtained 
from  the  history  and  from  repeated  exploratory  punctures. 
Tubercle  bacilli  are  difficult  to  find  in  infants ;  the  mucus  from 
the  back  of  the  mouth  or  oesophagus  should  be  examined. 
After  the  age  of  four  pulmonary  tuberculosis  becomes  rarer, 
but  up  to  seven  tends  to  be  broncho-pneumonic ;  after  seven  it 
is  usually  fibrocaseous. 

W.  B.  BeU.  M.  D.: 

I  shall  describe  a  new  method  of  closing  certain  wounds.  My 
description  is  limited  to  the  method  as  concerned  in  closing 
the  abdominal  wound  after  appendectomy,  but  it  is  obvious 
that  the  same  or  a  modified  method  can  be  utilized  to  close 
wounds  in  other  positions,  not  only  in  the  abdominal  wall  but 
wherever  aponeurotic  tissue  of  sufficient  strength  is  available. 
A  fairly  long  skin  incision  is  made,  rather  lower  and  nearer 
the  anterior  superior  iliac  spine  than  is  usually  indicated  in 
the  text-bocJcs.  It  will  be  found  that  this  is  the  most  conven- 
ient incision  for  reaching  the  appendix  at  once,  and  it  also 
gives  better  strands  of  the  aponeurosis  of  the  external  ob- 
lique, which  are  to  be  utilized  in  closing  the  wound. 

In  a  chronic  case  or  in  the  "  quiescent "  period  of  an  inter- 
mittent case,  the  best  and  usually  adopted  method  of  separat- 
ing the  muscles  in  the  direction  of  their  fibers  should  be 
employed.  When  the  aponeurosis  of  the  external  oblique  is 
reached,  it  must  be  very  carefully  cleared  of  its  fascial  invest- 
ment, in  order  that  the  fibers  may  separate  easily  when  re- 
quired later.  This  done,  a  clear  interfibrous  space  is  found, 
and  opened  for  the  whole  length  of  the  wound  with  the  knife. 
The  divided  aponeurosis  is  then  raised  with  dissecting  for- 
ceps, and  undermined  for  about  half  an  inch  throughout  the 
length  of  the  incision  on  either  side  of  its  division. 

Next,  the  internal  oblique  is  divided  in  the  ordinary  way  in 
the  direction  of  its  fibers  and  the  transversalis  fascia  and 
peritoneum  in  the  same  direction ;  as  a  rule,  quite  a  small  hole 
is  required  through  these  structures  in  order  to  deliver  and 
remove  the  appendix.  The  object  of  the  operation  being  suc- 
cessfully accomplished,  the  divided  external  oblique  aponeu- 
rosis is  seized  with  dissecting  forceps  on  the  side  nearest  the 
umbilicus,  and  an  interfibrous  space  sought  for,  about  1-16  in. 


8o 


Current  Comment, 


from  the  edge.  This  space  is  opened  with  the  point  of  the 
knife,  and  the  handle,  or  a  blunt  dissector,  used  to  split  the 
isolated  strand  up  to  the  ends  of  the  original  incision.  This 
devided  strand  is  removed  with  knife  or  scissors,  and  is 
either  threaded  on  one  of  the  special  needles  with  a  large  eye 


About  \  scale.     The  upper  blade  of  forceps  in  Fig.  2  terminates  in  a  tooth,  as 
in*lower  blade;  this  is  not  shown,  owing  to  a  defect  in  the  block. 

(Fig.i)  by  passing  the  fine  points  of  the  forceps  (Fig.  2) 
through  the  eye,  and  drawing  the  tendon  through,  or  it  is 
seized  at  one  extremity  by  the  special  forceps  needle  (Fig.  3), 
and  then  passed  through  the  internal  oblique,  the  transver- 
salis,  and  the  peritoneum  on  either  side  of  their  division  and 
tied.  The  process  of  tying  the  tendon  is  by  no  means  easy, 
owing  to  its  slippery  nature,  but  it  is  very  elastic  and  holds 
well  when  tied.  The  tying  is  more  easily  accomplished  if  a 
piece  of  silk  ligature  is  first  tied  on  to  each  end  of  the  tendon 
after  it  has  been  passed.  As  a  rule,  one  suture  is  quite  suffi- 
cient to  close  the  innermost  layers,  but  should  another  be  re- 
quired it  can  be  obtained  in  the  same  way  and  from  the  same 
side — ^that  is,  the  one  nearest  the  umbilicus,  as  the  first. 

Next,  two  other  strands  are  separated  in  the  same  way,  one 
on  each  side  of  the  incision  through  the  external  oblique,  that 
on  the  umbilical  side  being  freed  at  the  lower  end  of  the 
wound  (Fig.  4,  a,  b),  while  the  other  strand  (c,  d)— on  the  side 
nearest  the  anterior  superior  iliac  spine — is  freed  at  the  top 
end  of  the  incision.     These  strands  are  in  turn  threaded  on 
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the  needle,  or  are  grasped  by  the  forceps  needle,  and  the  ex- 
ternal oblique  is  then  laced  up  from  either  end  of  the  incision. 


Fig.  4. — A,  upper  end  of  incision;  A,  B,  separated  strand  of  external  oblique 
00  ambilical  side;  c,  D,  ditto  on  the  iliac  side;  E,  external  oblique  aponeurosis 
K,  suture  closing  dirided  internal  oblique,  fascia  transversalis  and  peritoneum; 
I*  internal  oblique;  R,  R,  retractors;  s,  skin  and  subcutaneous  tissues. 

the  strands  meeting  and  being  tied  in  the  middle  (Fig.  5). 
The  skin  may  then  be  closed  with  an  ordinary,  or,  better,  with 
a  wire,  subcutaneous  suture. 


If,  however,  all  the  muscular  layers  and  peritoneum  are 
divided  in  the  same  line,  then,  of  course,  four  or  more  inter- 
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mpted  sutures — obtained  in  the  same  way  as  the  one  used  in 
suturing  the  inner  layers  and  described  above — are  used,  care 
being  taken  to  draw  the  external  oblique  aponeurosis  well  over 
the  internal  oblique  towards  the  middle  line  of  the  incision  be- 
fore it  is  pierced  with  needle  or  forceps-needle,  in  order  that 
there  may  be  no  interval  in  its  fibers  when  the  suturing  is  com- 
plete. 

The  advantages  of  this  method  are  very  obvious.  No 
foreign  material  need  be  introduced  into  the  abdominal  wall, 
for,  as  a  rule,  the  vessels  can  all  be  twisted ;  at  most  a  few  of 
them  may  require  to  be  tied  with  thin  gut.  Instead  of  irritat- 
ing sutures  in  the  sensitive  muscles,  living  material  is  used 
which  belongs  to  the  part  and  will  go  on  living.  Then,  again, 
if  the  wound  is  kept  aseptic  there  will  be  no  danger  to  fear 
on  that  score  from  these  sutures.  This  method  is  efficient, 
safe,  and  as  ideal  as  an}'thing  about  the  closure  of  a  wound 
can  be ! 


J.  C.  O'Connell,  M.  D.  : 

In  looking  up  the  gynecological  records  at  the  Rhode  Island 
Hospital  I  find  fifty  cases  of  undoubted  ectopic  gestation  up 
to  October  i,  1902.  All  but  two  of  these  cases  were  proven 
by  operation,  and  those  two  were  so  evidently  ectopic  gestation 
that  I  have  included  them  in  this  number.  There  were  sev- 
eral other  cases  of  pelvic  hematocele  with  histories  which 
might  pass  for  ectopic  gestation,  but  these  I  have  not  in- 
cluded. 

Of  these  fifty  cases,  twenty-four  were  cases  with  rupture 
of  the  tube  and  hemorrhage  into  the  abdominal  cavity.  Of 
these  twenty-four  cases,  twenty  were  operated  upon  by  lap- 
arotomy, at  from  intervals  of  from  twenty-four  hours  to  three 
weeks  from  the  time  of  rupture.  Three  of  the  cases  were 
operated  upon  by  vaginal  puncture.  Of  these  twenty-four 
cases,  twenty-one  were  cured  and  three  died. 

Of  the  remaining  cases  nineteen  were  cases  without  rup- 
ture of  the  tube,  but  with  hemorrhage  into  it.  Most  of  these 
cases  were  not  recent.  Of  these  nineteen  cases  all  were  op- 
erated upon  by  laparotomy  and  eighteen  lived  and  one  died. 

There  were  two  cases  of  tubal  abortion — recent — with 
typical   symptoms.     Of  these  one  recovered  and  one  died. 
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There  was  one  case  of  rupture  into  the  broad  ligament.  This 
case  was  operated  upon  and  died. 

One  case,  an  old  one,  was  aspirated  and  cured. 

Two  cases  of  ruptured  tubal  pregnancy  were  not  operated 
upon  and  were  discharged  relieved,  and  one  case,  undoubtedly 
a  case  of  abdominal  pregnancy,  refused  operation  and  was 
discharged,  untreated.  Very  few  of  the  recent  cases  were 
operated  upon  immediately  after  admission  to  the  hospital, 
but  were  kept  until  their  condition  had  improved. 

The  following  cases  occurred  in  the  gynecological  service, 
between  October  i,  1902,  and  April  i,  1903. 

Cawse  I. — Emma  L.,  admitted  February  4,  1903.  Thirty- 
seven  years  of  age,  married.  Housekeeper  by  occupation. 
She  had  two  children,  the  older  of  which  was  six  and  the 
younger  two  years.  She  had  one  miscarriage,  at  two  months, 
five  years  ago.  She  began  to  menstruate  at  the  age  of  fourteen, 
has  been  regular  every  four  weeks,  flowing  usually  four  days, 
moderate  in  amount,  having  pain  with  menstruation,  which 
has  been  of  a  dull  aching  character,  situated  in  the  lower 
abdomen.  This  pain  has  been  on  the  first  two  days  of  men- 
struation. 

A  year  and  a  half  ago  patient  had  an  attack  of  neuralgia 
in  the  side  of  the  head.  The  right  lid  drooped  for  about  six 
weeks.  Later  she  had  pain  in  the  right  arm  and  leg,  also  an 
ulcer  on  the  right  tibia.  Symptoms  improved  under  treat- 
ment. 

Patient  menstruated  at  her  regular  time,  December  16, 
1902,  then  skipped  until  January  27,  1903,  and  continued  to 
flow  passing  clots,  occasionally.  Yesterday  morning,  Febru- 
ary 3,  1903,  while  combing  her  hair,  she  was  seized  suddenly 
with  pain  in  the  right  iliac  region,  accompanied  by  nausea  and 
vomiting.  Patient  soon  went  into  a  state  of  collapse.  Fpr 
some  time  the  pulse  could  scarcely  be  felt.  During  the  after- 
noon the  pulse  picked  up  some  and  in  the  evening  could  be 
counted.  The  patient  vomited  several  times  in  the  afternoon 
and  evening.  To-day  her  condition  has  been  somewhat  better. 
Vomited  once  this  morning. 

Physical  examination  showed  heart  sounds  weak  and  rapid 
but  regular, — ^no  murmurs.  The  lungs  were  normal.  There 
was  dullness  in  the  supra-pubic  region,  especially  toward  the 
right  side  and  extending  somewhat  into  the  right  flank.  There 
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was  marked  tenderness  on  pressure,  especially  in  the  ap- 
pcndicial  region.  Vaginal  examination  showed  a  large  and 
&oft  uterus,  and  the  pelvis  filled  with  a  soft  mass. 

During  the  next  two  days  the  patient  was  restless  at  times, 
and  complained  of  occasional  abdominal  pains.  Her  pulse  be- 
came slightly  less  rapid  and  of  a  better  character.  On  the 
6th  her  white  count  was  12,400.  On  the  7th,  white  count 
7000  and  patient  was  somewhat  stronger. 

Operation,  February  7,  1903,  Dr.  Porter. 

A  median  incision  was  made.  Pelvis  was  filled  with  dark 
clotted  and  fluid  blood.  The  right  tube  was  found  to  be  rup- 
tured almost  entirely  across,  separating  it  into  two  parts.  The 
rupture  was  about  one-half  inch  from  the  uterine  end  of  the 
tube.  The  tube  and  ovary  were  ligatured  off  and  removed. 
The  broad  ligament  was  very  soft  and  easily  torn. 

The  abdomen  was  then  washed  out  with  ten  gallons  of  hot 
sterile  water.  The  abdomen  was  then  closed  with  figure  eight 
silkworm  gut  sutures.  Patient  was  in  fair  condition  at  the 
end  of  operation.  The  fetus  was  not  found,  but  there  was 
a  firm  clot,  ruptured  and  containing  a  cavity  with  smooth 
walls  which  had  evidently  enclosed  the  fetus. 

Pathological  report  was  extra-uterine  pregnancy.  The 
patient  made  a  good  recovery  and  was  discharged,  cured,  on 
March  15,  1903. 

Case  II. — Rose  W.,  admitted  January  7,  1903.  Twenty- 
six,  married.  Dressmaker  by  occupation.  She  had  had  two 
children,  the  older  of  which  was  five  and  the  younger  two 
years.  No  miscarriages.  Began  to  menstruate  at  the  age  of 
thirteen  and  had  been  regular  every  four  weeks.  Has  usually 
had  considerable  flow  lasting  for  about  eight  days.  Has  al- 
always  had  considerable  leucorrhoea.  Always  felt  quite  well 
until  her  last  child  was  born,  since  then  she  has  never  felt 
very  strong  and  has  had  constant  dragging  pain  in  the  right 
groin. 

On  November  29,  1902,  the  patient  began  to  flow.  At  that 
time  she  was  ten  days  overdue.  On  the  same  day  she  was 
taken  with  sudden  sharp  pain  in  the  right  groin,  and  fainted 
away.  Shortly  after  this  she  passed  a  mass  by  vagina  which 
she  said  was  like  a  piece  of  liver.  Later  in  the  day  she  passed 
another  mass  just  about  the  same  in  appearance.  She  has 
had  similar  sharp  attacks  of  pain  up  to  a  week  ago.    She  said 
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that  they  felt  like  labor  pains  and  were  always  more  severe 
in  the  right  side.    Has  been  in  bed  most  of  the  time. 

Examination  shows  heart  sounds  weak,  regular,  no  mur- 
murs. Lungs — respiration  slightly  harsh  at  right  apex,  be- 
hind. Liver  and  spleen  normal.  Dullness  extending  about 
two  inches  above  the  pubes,  near  the  median  line.  Resistance 
on  palpation  over  this  area.  Vaginal  examinations  show 
uterus  drawn  to  right  and  an  irregular  rather  soft  mass  felt 
behind  cervix  and  extending  on  to  the  sides  in  Douglas'  pouch. 

January  10,  1903. — Patient  has  had  some  pain  in  right  iliac 
region  and  temperature  remains  slightly  elevated. 

Operation. — Puncture  made  in  small  softened  area  just  be- 
hind and  to  the  right  of  the  cervix.  Dark  blood  obtained 
from  opening.  Sinus  dilated  and  a  considerable  amount  of 
blood  with  clots  obtained.  A  finger  introduced  into  the  sinus 
could  determine  the  rough  upper  wall  probably  made  up  of 
agglutinated  intestines  and  in  the  center  was  a  round  depres- 
sion which  felt  as  though  it  might  be  the  patulous  fimbriated 
extremity  of  the  Fallopian  tube.  Cavity  was  carefully  irri- 
gated and  packed  with  two  large  iodoform  gauze  strips.  Vag- 
inal packing  of  iodoform  gauze.  Patient  made  a  good  recovery 
and  was  discharged  cured  on  February  8,  1903.  This  case  was 
evidently  an  extra-uterine  pregnancy  with  possibly  a  tubal 
abortion  which  had  occurred  at  the  time  of  the  sharp  attack 
of  pain  and  syncope. 

H.  Jellett,  M.  D.: 

I  will  describe  a  case  of  sarcoma  of  the  vagina.  The  pa- 
tient was  a  woman  of  fifty-five  who  had  borne  nine  children, 
the  youngest  of  them  eleven  years  before.  Menstruation  had 
ceased  for  five  years.  For  two  years  before  she  sought  advice 
there  had  been  a  vagina!  discharge,  at  first  white  in  color,  but 
becoming  purulent  after  six  months;  it  contained  traces  of 
blood  at  times.  The  patient  had  been  losing  weight  and 
strength  for  a  year ;  she  complained  of  no  pain,  but  of  weak- 
ness of  the  back  and  of  occasional  attacks  of  dizziness.  The 
urine  was  passed  in  normal  quantities,  but  for  four  or  five 
months  there  had  been  occasional  incontinence  of  urine. 

The  following  was  the  appearance  on  examination : — ^At  the 
vulvo-vaginal  junction  there  was  an  area  of  what  at  first  sight 
appeared  to  be  congested  and  hypertrophied  mucous  mem- 
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brane  separated  below  from  the  surrounding  parts  by  two 
sharply-cut  sinuous  edges  running  backwards  from  behind  the 
clitoris.  The  surface  of  the  area  was  below  the  surrounding 
level,  but  was  covered  over  by  irregular  bosses  and  tubercles. 
Anteriorly  a  curious  flap  was  present  beneath  the  orifice  of  the 
urethra;  this  flap  became  much  smaller  under  treatment,  and 
was  therefore  probably  due  to  the  chronic  inflammatory  pro- 
cess. On  separating  the  vaginal  walls  the  growth  was  found 
to  be  limited  anteriorly  by  this  flap;  laterally  it  extended  on 
one  side  from  i  in.,  on  the  other  for  i  1-2  in.,  up  the  vaginal 
wall;  posteriorly  it  reached  at  one  point  2  in.  up  the  vagina, 
and  its  course  seemed  to  have  been  determined  by  that  of  an 
old  perineal  laceration.  The  surface  was  covered  by  purulent 
discharge.  The  entire  area  was  firmer  in  consistence  than  the 
surrounding  parts.  The  growth  was  apparently  confined  to 
the  vaginal  wall  and  the  adjacent  tissue. 

The  diagnosis  of  the  case  was  obscure,  even  after  micro- 
scopical examination  of  one  of  the  tubercles. 

Treatment  was  at  first  directed  to  cleaning  the  vagina,  but 
at  the  end  of  a  fortnight  the  base  of  the  growth  had  become 
slightly  more  infiltrated,  and  it  was  decided  to  remove  the 
growth.  This  was  done  without  diflSculty,  and  the  wound  had 
healed  up  when  the  patient  left  the  hospital  three  weeks  after 
operation.  When  she  was  next  seen  five  weeks  later  small 
patches  of  granulation  tissue  were  present  round  the  urethral 
orifice  and  on  the  right  vaginal  wall.  When  the  patient  next 
presented  herself  two  months  later,  in  January  of  the  present 
year,  the  wound  had  completely  healed,  and  all  traces  of  gran- 
ulation tissue  di.sappeared. 

Dr.  Earl  examined  the  growth  after  removal,  and  reported 
that  it  was  an  infiltrating  sarcoma.  The  cells  were  small  and 
for  the  most  part  round,  but  there  were  a  few  oval  or  short 
spindle  cells;  the  nuclei  stained  darkly  in  hematoxylin.  Nu- 
merous thin-walled  vessels  were  present  in  the  growth.  The 
growth  was  situated  chiefly  on  the  mucous  membrane,  but 
also  invaded  the  muscular  coat;  39  cases  of  primary  vaginal 
sarcoma  have  so  far  been  reported,  17  of  them  spindle-celled, 
and  9  round-celled  growths,  but  it  is  probable  that  at  least 
six  of  the  spindle-celled  tumors  were  endotheliomata  and  not 
sarcomata.  Vaginal  sarcomata  appear  to  arise  slightly  more 
often  from  the  anterior  than  the  posterior  wall,  and  in  only 
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one  case  besides  the  one  here  reported  has  the  tumor  sur- 
rounded the  vagina.  Of  the  two  types,  the  infiltrating  and 
the  circumscribed,  the  infiltrating  type  of  sarcoma  is  much 
the  less  frequently  seen.  The  prognosis  if  vaginal  sarcoma  is 
distinctly  bad. 

D.  Maclean,  M.  D. : 

The  Trendelefiberg  position  has  its  advantages  and  disad- 
vantages in  operative  procedures.  It  is  advantageous  in  re- 
taining the  intestines  within  the  abdominal  cavity  where  a  long 
incision  is  necessary  in  removing  a  large  tumor.  It  has  its 
disadvantages  in  the  effect  on  respiration  and  circulation.  The 
abdominal  breathing  is  almost  entirely  suspended,  and  in  these 
cases  may  be  very  serious.  The  thoracic  breathing  is  in- 
creased, but  not  sufficient  to  compensate  for  the  lessened  abdom- 
inal. The  face  is  cyanosed  showing  deficient  oxygenization 
of  the  blood.  The  patient  is  also  more  subject  to  bronchitis 
from  accumulation  of  mucus  in  the  throat  and  nasal  cavities 
passing  into  the  bronchi  on  assuming  the  horizontal  position. 
In  careful  ansesthetization  the  patient  should  be  gradually,  not 
quickly,  placed  in  the  Trendelenberg  position  so  that  circula- 
tion and  respiration  may  not  be  too  suddenly  disturbed.  Also 
care  must  be  used  in  removing  all  mucus  from  mouth,  nose, 
and  throat. 

Hastings  Gilford,  M.  D. : 

The  methods  for  fixing  movable  kidneys  are  many,  but  con- 
sist in  the  main  of  four: 

A.  Through  posterior  incision:  (i)  Simple  suturing  of  (a) 
capsule,  (b)  kidney  itself  by  means  of  prepared  sutures;  (2) 
utilization  of  living  structures — for  example,  tendon  of  erec- 
tor spina  (Vulliet)  or  strips  of  capsule  (Morris);  (3)  artifi- 
cial formation  of  adhesions  by  means  of  manipulation,  gauze, 
drainage  tube,  etc. 

B.  Through  anterior  incision.  This  consists  of  suturing 
only. 

In  selecting  a  method  it  is  important  to  remember  that 
(i)  the  kidney  is  naturally  movable;  (2)  its  substance  friable 
and  (3)  its  capsule  sometimes  very  delicate;  (4)  no  treatment 
is  complete  which  does  not  recognize  to  the  full  that  the  sub- 
jects of  movable  kidneys  are  wasted,  or  are  neurotic,  or  both. 
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Of  all  methods — other  things  being  equal — ^the  simplest  is 
best.  None  is  more  effective  than  silk  sutures  passed  deeply 
through  the  kidney  substance.  The  great  objection  is  the  fre- 
quent suppuration  and  tedious  separation.  They  are  then 
temporary  sutures,  but  are  effectual. 

Dr.  Reid  advocates  sutures  of  silkworm  gut  passed  through 
an  anterior  incision  and  brought  out  behind,  one  above  and 
one  below,  and  removed  in  fourteen  days.  In  thirty  cases  re- 
corded, all  but  one  were  successful. 

The  method  I  advocate  is  the  passage  of  thick  silk  sutures 
deeply  through  the  kidney  substance,  one  near  the  upper,  and 
another  near  the  lower  end.  They  are  brought  out  through 
a  lumbar  incision,  and  kept  sufficiently  tight  by  being  tied 
round  pledgets  of  wool  or  gauze.  They  are  removed  in  from 
three  weeks  to  a  month.  In  ten  cases  there  has  been  no  re- 
currence of  symptoms  in  any,  no  abscess,  urinary  infiltration, 
general  fibrosis,  or  any  other  serious  drawback. 

♦      ♦ 

F.  B.  Jessett,  M.  D. : 

I  have  known  many  women  who  have  been  martyrs  to 
ovarian  pain  for  years,  who  have  been  treated  by  different 
remedies,  sedatives,  counter-irritants,  hot  douches,  etc.,  and 
kept  on  their  backs  for  weeks  and  months,  with  only  tempo- 
rary relief,  the  pain  returning  as  soon  as  they  resumed  their 
active  duties;  many  women  have  been  fitted  with  pessaries  of 
various  designs,  for  the  purpose  of  supporting  the  uterus,  and 
in  some  cases,  with  temporary  benefit,  by  relieving  congestion 
and  preventing  any  dragging  upon  the  broad  ligaments,  but 
in  none  of  these  cases  has  a  permanent  cure  been  effected,  if 
the  ovaries  were  the  seat  of  cirrhosis  or  sclerosis.  In  many 
of  these  cases  the  capsule  of  the  ovary  would  be  found  to  be 
thickened  and  corrugated  with  fibrous  stroma  dipping  down 
into  the  ovarian  substance,  often  a  single  or  multiple  cysts 
would  be  found  incorporated  in  these  ovaries,  and  it  was  these 
which,  being  bound  down  by  the  dense  fibrous  capsule  were 
the  cause  of  the  pain.  These  cases  are  often  permanently  re- 
lieved by  operation — by  cutting  into  the  ovary  and  enucleating 
the  cysts,  the  cut  edges  of  the  ovary  being  closed  by  catgut 
suture.  By  this  operation  the  functions  of  the  ovary  were  but 
little  interfered  with.  In  some  cases  it  has  been  found  that 
the  ovarian  substance  was  so  thickened  and  hard  that  it  would 
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be  impossible  satisfactorily  to  remove  any  cyst  should  they 
exist,  and  in  such  cases  the  ovary  must  be  sacrificed,  but  even 
here  I  would  advise  that  a  small  portion  of  ovarian  tissue 
should  be  preserved,  as  in  my  opinion, — in  young  subjects 
especially, — ^this  will  overcome  the  chance  of  that  mental  de- 
pression which  is  so  liable  to  supervene  on  the  removal  of 
the  whole  of  both  ovaries,  thus  anticipating  the  menopause. 
It  is  always  a  serious  matter,  the  unsexing  of  especially 
a  young  woman,  who  is  perhaps  anxious  to  become  a 
mother,  and  in  no  case  should  it  be  done  without  explaining 
to  the  patient  and  her  mother  the  consequence  of  such  an 
operation.  There  are  certainly  many  mechanical  causes  of 
ovarian  pain,  among  which  I  would  mention  prolapse;  adhe- 
sion due  to  old  pelvic  peritonitis ;  pressure  by  a  retroverted  or 
retroflexed  uterus.  All  of  these  can  be  cured  by  operation,  fix- 
ing the  ovary  up  in  its  place  by  a  few  catgut  sutures,  the  break- 
ing down  of  adhesions  or  the  replacing  of  the  uterus,  either  by 
ventrifixation  or  suspension,  and  a  properly-fitting  pessary  be- 
ing worn.  That  pain  exists  and  in  many  instances  is  due  to 
sderocystic  disease  or  to  cirrhosis,  when  occurring  in  women 
before  the  menopause,  I  have  no  doubt  whatever,  but  cirr- 
hosis, resembling  changes  which  normally  take  place  as  a  result 
of  age,  causes  little  or  no  pain. 

I  firmly  believed  that  these  diseases  of  the  ovary  are  in  many 
cases,  if  not  in  the  majority,  due  to  masturbation.  In  this 
particular  there  is  yet  a  good  deal  to  be  learned,  and  I  would 
suggest  the  importance  of  studying  the  pathology  of  this  dis- 
ease and  the  causes,  as  I  am  convinced  that  while  pain  due 
to  congestion  was  curable  by  rest,  the  sclerotic  ovary  could 
only  be  treated  with  any  chance  of  relief  to  the  patient  by 
operation. 

Undoubtedly  cases  are  aggravated  and  the  pain  exaggerated 
in  anaemic,  badly-nourished  women,  and  in  such  cases  no 
doubt  rest,  good  food,  and  sleep  were  essential.  The  question 
of  suggestion  and  moral  treatment  is  a  very  important  one, 
and  one  which  requires  the  most  careful  handling. 

♦       ♦ 

G.  G.  Bantock,  M.  D. : 

As  to  the  present  position  of  aseptic  surgery,  let  me  illus- 
trate :  take  first  a  case  of  ovariotomy. 

The  lower  abdomen  is  washed  with  soap  and  water  and 
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afterwards  with  plain  water  before  the  patient  is  put  upon  the 
table,  and  before  beginning  the  operation  I  shave  off  (drj") 
all  the  hairs  that  may  be  in  the  way,  but  not  off  the  whole 
pubes;  my  assistant  and  self  wash  our  hands  with  soap  and 
water,  using  the  nail-brush  not  too  roughly,  and  then  rinse 
off  the  soap  with  fresh  water — for  the  reason  that  soap  irri- 
tates a  raw  surface ;  my  instruments — scalpel,  scissors,  forceps, 
etc. — ^are  put  straight  from  their  receptacle  into  shallow  trays 
half  filled  with  warm  water;  the  silk  is  kept  dry  and  on  the 
reels  as  it  comes  from  the  manufacturer,  and  is  used  for  intra- 
peritoneal ligatures;  the  silkworm  gut,  stained  for  conven- 
ience by  an  aniline  dye,  is  put  into  warm  water  to  render  it  soft 
and  pliable,  and  therefore  not  liable  to  crack ;  the  catgut,  used 
for  buried  sutures,  as  in  closing  the  peritoneum  separately, 
prepared  by  myself  by  immersion  in  ether  for  two  or  three 
weeks  and  kept  in  stock  in  sp.  vin.  rect.,  is  put  into  warm 
water  just  before  using  to  remove  the  alcohol;  a  wash-hand 
basin  is  nearby  containing  warm  water  in  which  to  wash  my 
hands  of  blood  or  ovarian  fluid,  so  that,  whenever  I  have  to 
put  my  hands  or  fingers  into  the  peritoneal  cavity,  they  are 
clean;  into  this  basin  are  thrown  any  instruments  that  have 
been  used,  and  they  are  thence  removed  into  the  trays  ready 
for  use  again.    I  always  employ  sponges,  and  the  older  they 
are  the  better,  so  long  as  they  are  sound,  for  it  takes  two  or 
three  weeks'  work  in  cleaning  to  get  rid  of  all  the  sand  and  cal- 
careous matter  which  new  sponges — even  as  they  are  found 
prepared  in  the  shops — contain.    Perhaps,  I  ought  to  add  here, 
to  save  repetition,  that  after  an  operation  the  sponges  are,  as 
far  as  possible,  freed  from  blood  by  washing  in  plain  water, 
from  fat — ^where  necessary — by  soaking  in  soda  solution  for 
twelve  hours  or  so,  and  from  the  soda  by  rinsing  in  plain 
water ;  thence  they  are  put  to  soak  for  a  night  in  a  solution  of 
I  part  of  pharmacopceial  sulphurous  acid  to  9  of  water,  then 
rinsed  again  in  cold  water,  and  finally  laid  on  a  towel,  if  possi- 
ble in  the  sun,  to  dry;  when  dry  they  are  stored  away  in 
a  linen  bag.    The  sulphurous  acid  dissolves  out  any  blood  or 
albumen,  etc.,  that  may  have  escaped  the  previous  processes, 
and  at  the  same  time,  especially  with  the  aid  of  sunlight, 
bleaches  them,  so  that  they  always  look  like  new.     On  the 
other  hand,  carbolic  acid  and  sublimate  fix  the  albumin,  while 
the  latter  blackens  the  sponge  and  injures  its  properties. 
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I  make  no  attempt  to — ^as  it  is  called — ^sterilize  my  instru- 
ments by  moist  or  dry  heat,  and  I  use  non-medicated  absorb- 
ent gauze  as  it  comes  from  the  manufacturer  and  have  never 
been  induced  to  charge  it  with  doing  harm. 

If  I  happen  to  draw  a  suture  too  tight  I  strangulate  the  tis- 
sues and  lower  their  vitality,  and  there  will  be,  in  the  track  of 
this  suture,  some  suppuration  which  no  antiseptic  method  can 
prevent,  but  which,  however,  does  not  affect  the  healing  of  the 
wound  proper  by  "  first  intention."  Therefore,  in  closing  a 
wound  I  endeavor  to  avoid  undue  tension,  to  adjust  the  raw 
surfaces  carefully,  keeping  them  together  with  very  gentle 
pressure,  and  the  more  thoroughly  I  succeed  in  this  the  more 
satisfactory  is  the  result,  so  that  there  will  not  be  even  a  blush 
around  a  stitch  hole. 

In  amputation  of  the  breast  I  usually  employ  a  continuous 
suture  which  reduces  the  risk  of  tension,  and  when  so  much 
skin  has  been  removed  as  to  involve  a  strain  on  the  edges  in 
closing  the  wound,  I  put  in  one,  two  or  more  supporting 
double  sutures  from  1-2  to  3-4  in.  from  the  edges,  the  loop  and 
knot  being  prevented  from  cutting  by  a  small  roll  of  gauze. 
I  have  had  only  one  failure  and  that  was  done  under  carbolic 
acid. 

In  removing  a  wen,  I  cut  away  with  scissors  the  necessary 
amount  of  hair,  slit  the  cyst,  pull  it  out  by  means  of  a  broad- 
pointed  forceps,  press  the  flaps  into  position  with  a  damp 
sponge,  the  more  readily  to  take  up  blood,  and  apply  a  grad- 
uated compress  of  dry  absorbent  gauze,  which  is  kept  in  posi- 
tion by  a  firmly-applied  bandage.  Perfect  union  by  "first 
intention  "  has  resulted  in  every  case  within  forty-eight  hours. 
Many  of  these  cases  have  been  done  in  my  consulting  room, 
and  yet  we  are  told  that  the  scalp  is  one  of  the  most  difficult 
parts  of  the  skin  to  sterilize  or  disinfect. 

I  call  the  attention  to  the  fact  that  in  plastic  operations  about 
the  vagina  such  as  perineorrhaphy  and  Emmet's  operation, 
one  need  not  fear  suppuration  if  the  operation  be  properly  per- 
formed. And  here  again  you  cannot  sterilize  or  disinfect  the 
parts,  or  keep  them  dry.  I  have  never  had  a  case  of  these 
two  operations  break  down.  I  have  seen  some  suppuration 
in  the  track  of  a  suture  in  the  former  operation  (my  fault) 
but  never  in  the  latter.  In  the  former  the  perineum  is  not 
kept  covered  with  dressing  after  the  first  twenty-four  hours. 
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but  simply  kept  clean  by  washing  with  a  weak  solution  of  sul- 
phurous acid  (i  in  20),  and  as  dry  as  possible.  I  use  the  sul- 
phurous acid  because  of  its  cleansing  properties,  not  as  an 
antiseptic. 

To  conclude,  I  have  seen  a  very  celebrated  surgeon  take  up 
more  than  half  an  hour  in  his  preparation  for  a  vaginal  hys- 
terectomy in  a  simple  case.  It  is  rare  for  my  preparations  to 
occupy  me  for  a  third  of  the  time. 

I  trust  my  method  may  claim  to  be  characterized  as  one  of 
"simple  cleanliness  and  simplicity  of  apparatus,"  as  it  is  un- 
doubtedly one  that  yields  satisfactory  results. 


A.  K.  Taylor,  M.  D. : 

I  shall  in  a  sweeping  way  speak  of  the  conditions  for  which 
indiscriminate  surgery,  against  which  I  protest,  is  practiced, 
and  I  want  to  head  the  list  with  the  so-called  cystic  ovary. 
For  every  normal  ovary  you  will  find  twenty  cystic ;  if  cystic, 
remove  the  cyst  and  leave  the  ovary;  if  dermoid,  take  out 
both  the  cyst  and  the  ovary,  and  be  sure  to  leave  nothing 
behind.  The  next  one  on  the  list  is  the  so-called  enlarged 
or  swollen  ovary;  it  is  tender  on  pressure,  and  is  frequently 
encountered.  Did  you  ever  see  a  man  with  an  enlarged  testi- 
cle, swollen  and  tender?  but  did  you  ever  hear  of  one  being 
castrated  for  such  a  condition  ?  The  next  condition  is  abscess 
of  the  ovary ;  remove  diseased  tissue  and  leave  as  much  of  the 
ovary  as  is  consistent  with  good  judgment;  every  case  is  a 
law  unto  itself,  and  even  in  septic  cases  healthy  portions  may 
be  spared,  particularly  in  young  women.  The  next  condi- 
tion for  which  the  ovary  is  held  responsible  and  has  to  be 
removed  is  the  so-called  reflex  condition;  you  find  that  con- 
dition in  nervous  hysterical  women  who  have  marked  nerv- 
ous symptoms  just  before  or  during  the  menstrual  flow; 
for  every  woman  who  is  relieved  by  a  radical  procedure, 
ten  are  made  miserable  for  life.  The  next  condition  for  which 
ovariotomy  is  practiced  is  in  reducing  the  size  of  fibroid 
growths;  I  would  prefer  removing  uterus  and  leave  ovaries 
wherever  it  is  possible;  but  fibroids  of  large  size  gradually 
encapsulate  the  ovaries  and  are  so  thoroughly  blended  that 
isolation  and  separation  are  out  of  the  question.  No  doubt 
many  myomectomies  will  take  the  place  of  hysterectomy.   All 
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inflammatory  conditions  in  the  pelvis  which  result  in  binding 
down  the  ovaries  and  tubes  should  be  released  and  not  re- 
moved, as  has  too  often  been  done  in  such  cases.  Lacera- 
tions and  syphilitic  conditions  of  the  cervix  should  be  care- 
fully examined  macroscopically  and  microscopically  before 
contemplating  removal  of  the  uterus.  I  honestly  believe  that 
these  conditions  have  frequently  been  mistaken  for  cancer  of 
the  cervix,  and  the  organs  sacrificed  as  a  result  of  such  a 
diagnosis.  I  do  not  believe  that  any  conscientious  surgeon 
with  a  sound  mind  would  remove  the  ovaries  in  a  young  woman 
to  relieve  dysmenorrhea  per  se ;  and  it  is  rarely,  if  ever,  justi- 
fiable in  those  more  advanced  in  life. 

It  has  been  a  custom,  so  it  seems,  among  a  number  of 
operators  to  remove  opposite  ovary  and  tube  in  certain  condi- 
tions, even  though  they  appear  healthy,  claiming  that  it  is 
liable  to  become  diseased  also;  I  ask  if  you  remove  the  right 
breast,  if  it  is  not  involved,  while  operating  for  cancer  of  the 
left?  Do  you  remove  the  left  eye  for  cancer  of  the  right? 
Do  you  remove  the  left  testicle  for  malignant  growth  of  the 
right?  Why,  then,  make  an  exception  in  the  case  of  the 
ovaries?  When  the  opposite  organ  appears  healthy,  leave  it 
Any  other  teaching,  to  my  mind,  is  not  only  an  error,  but  a 
blunder  unwarranted,  either  by  analogy  or  by  fact.  It  is  as 
irrational  as  it  is  untrue. 

There  is  such  a  thing  as  being  ultra  conservative  as  well  as 
too  radical,  but  I  know  that  there  has  been  too  much  cold 
blooded  surgery  practiced  upon  the  female  organs  of  genera- 
tion. Those  who  have  had  ample  opportunity  and  time  have 
been  taught  by  sad  experience  that  they  have  been  too  radical ; 
but  the  tide  is  beginning  to  turn,  for  the  trend  of  gynecologic 
work  to-day  is,  by  those  who  know,  towards  conservatism; 
symptoms  referable  to  the  pelvis  do  not  always  mean  diseased 
ovaries  or  diseased  tubes  or  diseased  uterus,  but  she  who  so 
complains  is  still  in  danger.  Bear  in  mind  that  many  of  the 
pelvic  symptoms  are  but  an  expression  of  constitutional  path- 
ological conditions,  which  call  for  general  medical  treatment. 
He  who  expects  to  find  the  female  organs  perfectly  normal, 
both  as  to  condition  and  position,  will  never  find  what  he 
seeks;  there  is  nothing  without  its  imperfections,  and  these 
organs  are  no  exceptions. 
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J.  A.  C.  Kynoch,  M.  D. : 

The  questions  I  will  discuss  are :  Whether  is  a  frequent  or  a 
sparing  use  of  the  forceps  desirable  in  midwifery  practice,  and 
what  are  the  relative  effects  upon  the  fetal  and  the  maternal 
mortality  ? 

It  is  almost  impossible  to  lay  down  a  hard-and-fast  rule  as 
to  indications  and  contra-indications.  Each  case  requires  to 
be  considered  upon  its  own  merits,  and  it  must  be  to  a  great 
extent  a  matter  for  individual  judgment.  There  can  be  little 
doubt  that  it  is  one  of  the  truest  maxims  in  midwifery  that  as 
long  as  the  membranes  are  entire,  and  the  liquor  amnii  pres- 
ent, no  danger  will  accrue  to  mother  on  child  by  the  continu- 
ation of  labor— except,  perhaps,  by  the  occurrence  of  convul- 
sions and  hemorrhage.  Rare  conditions,  such  as  certain  cases 
of  eclampsia,  may  demand  the  application  of  the  forceps  before 
full  dilatation  of  the  cervix.  Should,  however,  further  expe- 
rience with  dilators,  constructed  upon  the  model  of  Bozzi's 
instrument,  prove  that  the  cervix  can  be  fully  dilated  without 
any  serious  laceration,  then  this  indication  for  the  application 
of  the  forceps  will  disappear.  That  the  application  of  the 
forceps  with  the  cervix  undilated  may  be  followed  by  disas- 
trous results  is  fully  proved  by  the  not  infrequent  occurrence 
of  vesico-cervico-vaginal  fistulae,  the  result  of  direct  lacera- 
tion, as  distinguished  from  fistulae,  the  result  of  sloughing  from 
delayed  application  of  the  forceps — now  fortunately  a  vanish- 
ing lesion. 

By  far  the  most  frequent  reason  for  the  application  of  the 
forceps  is  the  unsatisfactory  advance  of  the  head  during  the 
second  stage  of  labor,  as  the  result  of  feebleness  of  the  pains 
or  rigidity  of  the  soft  parts,  especially  in  primiparous  pa- 
tients, or  both  combined.  This  is  doubtless  the  class  of  case 
where  the  element  of  abuse  is  most  likely  to  come  in.  Although 
it  is  perhaps  undesirable  that  any  time-limit  should  be  taken 
as  the  basis  for  operative  interference  in  this  type  of  case,  yet 
it  seems  to  me  that  it  is  a  tolerably  reliable  guide.  If  we  take 
the  average  second  stage  in  a  multiparous  patient  as  being  one 
hour  and  a  half,  and  in  primiparous  patients  as  two  hours  and 
a  half,  then,  I  think,  it  is  desirable — although  perhaps  not 
absolutely  necessary — to  put  on  the  forceps  if  the  second  stage 
lasts  over  two  hours  in  a  multiparous  patient,  and  four  hours 
in  a  primiparous  patient.    By  following  this  rule  we  obey  the 
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mandate,  "You  should  only  wait  till  you  see  what  Nature 
can  do,  not  what  she  can  endure." 

In  minor  degrees  of  contracted  pelvis  of  the  justo  minor 
type  the  advantages  of  the  forceps  are  generally  recognized, 
Of  the  relative  advantages  of  forceps  and  version  as  a  means 
of  extraction  in  minor  degrees  of  flat  pelvis  permitting  de- 
livery of  a  living  child,  I  am  in  primiparous  cases  thoroughly 
convinced  that  with  properly  constructed  axis  traction  forceps 
delivery  by  this  means  is  safest  in  the  interests  of  the  child, 
and  in  no  way  increases  danger  to  the  mother.  In  multi- 
parous  patients  I  believe  that  version  has  yet  a  field  of  useful- 
ness. Many  stillborn  children,  and  many  lacerations  of  the 
maternal  passages  are  due  to  the  too  early  application  of  the 
forceps  before  the  head  has  had  time  to  mold  into  the  most 
favorable  position  of  the  head,  which  is  well  marked  obliquity, 
the  head  being  ready  to  enter  the  pelvic  brim. 

In  malpositions  of  the  head,  as  represented  by  occipito-pos- 
terior  cases,  w^e  know  that  with  the  aid  of  time,  in  the  majority 
of  cases  the  occiput  rotates  to  the  front  without  assistance. 
When  within  a  reasonable  time  this  does  not  take  place,  there 
can  be  no  doubt,  I  think,  that  the  application  of  the  axis-trac- 
tion forceps,  provided  the  passages  are  in  a  fit  state,  by 
favoring  descent  and  flexion  of  the  head,  promotes  anterior 
rotation  more  surely  than  manual  attempts  at  reposition,  on 
account  of  the  uncertainty  of  the  permanency  of  the  latter 
method.  The  successful  use  of  the  forceps  in  such  cases  de- 
pends on  their  efficiency,  and  the  superiority  of  the  axis- 
traction  forceps  in  those  cases  is  clearly  established.  Although 
\i\  persistent  occipito-posterior  cases  labor  is  prolonged,  and 
there  is  a  greater  tendency  to  perineal  rupture,  yet  my  belief 
is  that  such  cases  terminate  spontaneously  more  frequently 
than  is  generally  anticipated. 

In  malpresentations  of  the  head  as  represented  by  face 
cases,  expectancy  is  the  best  treatment  to  adopt,  as  the  ma- 
jority of  those  cases  terminate  naturally.  Should,  however, 
anterior  rotation  of  the  chin  be  unduly  delayed,  the  forceps 
are  quite  legitimate.  In  cases  of  persistent  mento-posterior 
where  immediate  extraction  is  indicated,  the  forceps  have  in 
the  majority  of  cases  to  give  place  to  some  other  means  of 
extraction.  With  regard  to  brow  presentations,  the  forceps 
are  only  of  use  when  the  head  is  impacted  in  the  pelvis,  or 
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when  it  is  too  late  to  convert  it  into  a  more  favorable  position. 
The  application  of  the  forceps  to  the  after-coming  head  should, 
I  think,  be  reserved  for  cases  where  jaw  traction  is  impossi- 
ble from  the  mouth  being  inaccessible,  or  where  the  occiput 
is  behind  and  the  chin  directed  to  the  pubis.  Further,  as  they 
are  generally  applied  after  failure  at  manual  attempts  at  ex- 
traction, the  chances  of  delivering  a  living  child  must  be  greatly 
lessened  by  such  previous  manipulations. 

In  prolapse  of  the  cord,  ordinary  methods  of  reposition  fail- 
ing, the  best  chances  for  the  child,  in  multiparous  patients, 
lie  in  rapid  delivery  with  the  forceps.  In  primiparous  cases, 
where  the  condition  of  the  soft  parts  does  not  permit  of  de- 
livery rapid  enough  to  save  the  child — without  the  risk  of 
tearing  maternal  tissue — I  believe  that  version  is  preferable. 

In  marginal  placenta  praevia,  the  os  being  fairly  dilated  but 
the  pains  not  strong  enough  to  deliver  the  child  quickly,  the 
forceps  should  be  applied  chiefly  in  the  interests  of  the  child. 

♦      ♦ 

F.  A.  Dorman,  M.  D. : 

It  is  in  labor  that  the  difference  between  the  primipara  and 
multipara  is  on  the  average  most  marked.  The  resistance  en- 
countered in  the  soft  parts,  making  a  labor  nearly  twice  as 
long.  The  first  stage  of  sixteen  hours  is  more  nearly  the 
primipara's  rule,  as  compared  with  one  of  nine  hours  in  subse- 
quent labors.  In  many  cases  an  excessive  rigidity  is  seen 
which  combined  with  inefficient  pains  protracts  the  first  stage 
to  twenty-four  hours  or  more. 

In  a  series  of  2000  deliveries  at  the  Sloane  Maternity,  105 
were  prolonged  beyond  36  hours.  Of  these  only  32  were  of 
multipara.  A  long  first  stage  adds  to  the  woman's  danger 
from  exhaustion,  longer  exposure  to  possible  infection,  or 
from  the  necessity  for  operative  interference.  These  are  the 
long  drawn  out  hours  that  make  the  greatest  demand  on  the 
physician's  time,  and  with  so  many  men  discredit  the  practice 
of  obstetrics.  The  patient  cannot  understand  why  such  suffer- 
ing is  necessary  and  why  more  is  not  accomplished.  As  time 
goes  on  discouragement  and  loss  of  self-control  are  quite  com- 
mon, and  extend  often  from  the  patient  to  other  members 
of  the  family.  The  physician  needs  at  this  time  all  the  .tact, 
and  breadth  of  sympathy  that  he  can  employ.  If  by  any  safe 
means  the  tedious  stage  may  be  shortened  and  the  severe  suf- 
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fering  lessened,  the  doctor  owes  it  to  himself  as  well  as  to  the 
patient  to  see  that  it  is  done.. 

The  average  woman  of  the  higher  classes  needs  the  expe- 
rience of  two  labors,  and  then  reassured  by  the  ease  of  the 
second  in  contrast  with  the  first,  is  apt  to  approach  subsequent 
labors  with  reasonable  confidence. 

As  regards  the  second,  or  expulsive  stage,  the  primipara 
IS  again  at  considerable  disadvantage.  Vagina,  perineum,  and 
vulva  must  be  dilated.  Time  must  be  taken  to  safely  accom- 
plish this,  and  to  mold  the  fetal  head  so  that  it  will  oflfer 
the  least  circumference  in  exit.  The  second  stage  of  over  an 
hour  is  not  uncommon.  The  demand  on  the  woman  for  strong 
voluntary  muscular  eflfort  may  now  come,  when  she  is  least 
able  to  respond  to  it.  Sheer  exhaustion  often  halts  the  head 
at  the  vulvar  outlet.  In  our  leisure  classes  probably  nearly 
50  per  cent,  really  need  forceps  to  terminate  the  first  labor. 
Among  hospital  cases  I  found  forceps  employed  in  1 1  1-2  per 
cent.,  and  9  per  cent  were  primipara.  This  represented  among 
the  primipara  nearly  one  forceps  in  every  five  deliveries;  mul- 
tipara one  in  20.  Contrasting  with  this  I  have  the  statement, 
made  in  conversation  with  me,  by  a  practitioner  from  a  remote 
mountainous  country  district,  that  in  a  series  of  300  cases  he 
had  gotten  along  successfully  without  forceps. 

The  mechanism  of  labor  is  more  apt  to  be  normal  in  the 
first  labor,  due  to  the  better  muscular  support  both  from  the 
abdominal  wall  and  from  the  pelvic  floor. 

In  certain  few  cases  from  the  cervix  being  displaced  back- 
ward, the  uterine  forces  act  in  the  wrong  axis,  and  until  the 
cervix  is  pulled  forward  in  line,  little  progress  is  made.  In 
other  cases  the  partly  dilated  rigid  cervix  becomes  cedematous 
under  the  prolonged  pressure,  and  caught  between  the  pre- 
senting part  and  the  symphysis,  constitutes  an  obstruction. 

At  the  vulvar  outlet  the  risk  of  serious  perineal  tears  is 
three  times  as  great  in  the  primipara.  The  fourchette  is  torn 
in  over  half  of  the  cases.  There  are  frequent  splits  of  the 
mucous  membrane  on  the  inner  surface  of  the  labia  majora,  or 
even  tears  into  the  vestibule.  This  liability  to  external  wounds 
increases  the  risk  of  infection. 

It  is  during  this  stage  that  the  woman's  condition  must 
be  most  carefully  watched.  This  is  the  time  when  she  is  most 
subject  to  shock.    Although  some  time  must  be  allowed  nor- 
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mally  for  molding  of  the  head  and  dilatation  of  the  soft  parts, 
there  quickly  comes  a  time  when  further  delay  is  a  wrong 
to  the  woman.  Her  strength,  and  the  child's  vitality  are  of 
first  consideration.  The  avoidance  of  laceration  must  be  kept 
entirely  subsidiary.  In  fact,  a  long  delay  with  the  head  on  the 
perineum  is  often  the  cause  of  serious  laceration  of  the  peri- 
neum, because  of  the  oedema  following  the  prolonged  pressure. 

No  general  rule  can  be  laid  down  for  the  proper  time  for 
forceps  interference.  If  at  the  end  of  an  hour  the  pains  are. 
still  effective  and  the  head  advancing,  there  may  yet  be  delay, 
provided  the  fetal  and  maternal  pulses  are  good.  Other  cases 
will  demand  assistance  even  earlier.  Because  of  the  mother's 
or  child's  condition.  Some  cases  may  be  allowed  much  more 
than  an  hour  if  the  pains  are  those  of  a  uterus  lazy  or  inert, 
but  not  exhausted. 

A  forceps  operation  on  a  primipara  is  slightly  more  diffi- 
cult, especially  in  respect  to  the  introduction  of  the  blades. 
If  the  head  be  high  up  in  the  pelvis,  the  perineum  is  some- 
what in  the  line  of  the  direction  for  proper  traction,  unless  axis 
traction  forceps  are  used.  The  use  of  forceps  in  these  cases 
in  unskillful  hands  gives  a  higher  percentage  of  serious  lacera- 
tions. 

A  breech  labor  predisposes  to  unusual  risk  in  a  primipara. 
There  is  almost  certainty  of  serious  vulvar  or  perineal  tears, 
The  unmolded  aftercoming  head  causes  most  of  the  trouble. 
There  is  also  a  greater  liability  to  abnormal  attitude  of  the 
fetus.  Extension  of  the  legs  along  the  body  are  met  with  in 
over  one-half  of  primiparous  breech  labors,  but  in  less  than 
one-third  of  similar  muciparous  labors.  Here  then  is  a  cause 
for  seriously  impacted  breech  cases,  and  in  the  primipara  the 
difficulty  of  reducing  the  impaction  is  so  much  the  greater. 

Methods  of  avoiding  perineal  laceration  are  almost  as  nu- 
merous as  obstetricians,  but  a  few  principles  are  generally 
accepted.  Namely,  that  the  advance  of  the  head  must  be  reg- 
ulated and  usually  slowed,  by  pressure  or  support  of  the  head 
during  a  pain,  and  often  by  some  control  of  the  pains  by  chlo- 
roform, in  order  to  give  time  for  a  gradual  dilatation  of  the 
soft  parts ;  secondly,  that  the  natural  mechanism  of  the  exten- 
sion of  the  head  be  assisted  in  some  way;  and  lastly,  that  it 
is  safer  to  finally  deliver  the  head  by  manual  pressure,  while 
the  woman  is  unsconscious  from  chloroform.  To  the  above 
many  add  some  form  or  other  of  perineal  support. 
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Thb  Diseases  of  the  Uterine  Cervix,  By  Homer  Irvin  Ostrom.  M.  D., 
Surgeon  to  the  MetropoHtan  Hospital,  etc.  Boericke  &  Tafel,  Philadel- 
phia, 1904. 

The  author  believes  that  as  there  is  a  sharply  defined  anatom- 
ical division  between  the  cervix  uteri  and  the  corpus,  there  is 
propriety  in  their  separate  consideration.  It  is  certainly  a 
most  unusual  and  becoming  modesty  that  impels  a  man  in  the 
fullness  of  his  powers,  with  large  experience,  a  former  student 
of  Lawson  Tait,  to  limit  his  efforts  to  the  study  of  such  a  small 
portion  of  the  female  anatomy.  He  further  asserts,  however, 
"  that  particular  lines  of  study  lead  to  accurate  and  exact  knowl- 
edge of  a  subject " ;  but  we  feel  some  regret  that  his  efforts 
did  not  include  the  general  field  of  gynecology.  If,  however, 
the  object  has  been  to  do  one  thing  thoroughly,  the  result  may 
be  considered  eminently  satisfactory,  for  it  shows  a  scientific 
touch  and  bears  the  unmistakable  evidence  of  the  author's 
great  capacity  for  painstaking  work. 

The  chapters  which  will  probably  be  read  with  greatest 
interest  are  those  on  gynecological  antisepsis,  operative  tech- 
nique, and  post-operative  treatment.  These  are  very  instruct- 
ive, and  are  detailed  accounts  of  the  author's  own  practice. 
So  also  the  chapters  on  operations  for  the  removal  of  the 
uterus,  vaginally  and  abdominally.  Vaginal  hysterectomy  has 
such  a  limited  field  in  the  light  of  later  methods  of  removal 
of  the  uterus  by  the  abdominal  route,  that  it  is  rapidly  passing 
into  the  stage  of  an  obsolete  procedure.  Abdominal  section 
in  these  days,  in  absence  of  complications,  shows  a  very  low 
mortality,  the  work  is  better  accomplished  because  the  tissues 
are  all  under  the  direct  observation  of  touch  and  sight,  and 
a  very  important  consideration  is  that  it  permits  of  palpation 
of  every  organ  in  the  abdomen.  Thus  the  diagnosis  is  ren- 
dered complete.  The  author  departs  occasionally  from  the 
technique  usually  employed  by  the  generality  of  operators,  and 
he  gives  what  are  from  his  view-point  substantial  reasons  for 
the  change.  This  is  in  consonance  with  the  entire  book,  which 
is  a  reflection  of  the  work  and  opinions  of  a  man  with  strongly 
marked  individual  ideas  and  purposes.    This  fact  alone  makes 
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his  contribution  valuable,  and  we  commend  it  heartily  to  all 
those  interested  in  the  subject  of  gynecology. 

It  is  to  be  regretted  that  some  unimportant  typographical 
errors  have  crept  into  what  is  otherwise  a  handsome  publica- 
tion. 

The  Surgical  Treatment  of  Bright's  Disease.  By  George  M.  Ede- 
BOHLS.  A.  M.,  M.  D.,  LL.  D.,  Professor  of  the  Diseases  of  Women  in  the 
New  York  Post-Graduate  Medical  School  and  Hospital,  etc.  Frank  F. 
Lisiecki,  New  York,  1904. 

The  author  considers  that  the  time  is  not  yet  ripe  for  a 
proper  presentation  of  the  modern  surgical  treatment  of 
Bright's  Disease,  as  there  are  still  questions  that  will  require 
the  element  of  time  for  their  proper  solution.  So  many  de- 
mands have  been  made  upon  him  for  data  and  statistics  con- 
cerning this  operation  and  its  effects,  that  he  has  deemed  it 
advisable  to  publish  the  various  articles  in  book  form  contrib- 
uted by  him  since  the  inception  of  this  idea,  in  1899.  To  this 
has  been  added  about  an  equal  amount  of  original  matter  not 
having  appeared  before,  and  the  result  is  the  past  and  present 
position  of  Edebohls,  with  his  results  in  decapsulation  of  the 
kidney  for  Bright's  Disease. 

The  various  objections  to  this  procedure,  many  of  them  con- 
fessed prejudices,  have  been  slowly  disappearing  before  the 
reports  of  successes  in  the  hands  of  various  surgeons.  Chronic 
Bright's  Disease  is  medically  an  incurable  malady.  It  is  cer- 
tainly worthy  of  our  deepest  consideration  if,  by  a  compara- 
tively safe  operation, — for  the  death  rate  is  small,  even  in 
cases  where  the  disease  has  progressed  to  the  production  of 
uraemic  symptoms  with  dropsy, — it  is  possible  to  remove  these 
urgent  conditions  and  put  the  patient  in  a  state  of  comparative 
comfort  for  an  indefinite  period.  This  result  has  happened 
repeatedly,  and  in  the  practice  of  surgeons  other  than  Ede- 
bohls. We  therefore  recommend  to  the  physician  and  surgeon 
a  careful  perusal  of  this  epitome  of  Edebohls'  work  in  chronic 
Bright's  Disease. 

The  Physiological  Feeding  of  Infants.  By  Eric  Pritchard,  M.  A., 
M.  D.  (Oxon.),  M.  R.  C.  P.  (Lond.).  Second  edition,  greatly  enlarged 
and  entirely  rewritten.     W.  T.  Keener  &  Co.,  Chicago,  1904. 

This  is  an  American  edition  of  an  English  publication,  the 
object  being  to  teach  the  reader,  whether  doctor,  mother,  or 
nurse,  a  method  of  accurate  percentage  feeding  founded  OQ 
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American  methods,  but  simplified  by  the  use  of  plain  language 
which  would  meet  the  requirements  of  the  nursery.  In  addi- 
tion, great  stress  is  laid  upon  the  necessity  of  adapting  the 
food  to  meet  the  physiological  requirements  of  the  individual 
baby  and  further  the  dietetic  treatment  of  symptoms  which 
usually  call  for  the  exhibition  of  drugs.  Many  illustrated  cases 
are  given  showing  the  effect  of  changes  in  diet  on  disease,  or  at 
least  the  appearance  of  symptoms  which  might  become  more 
or  less  grave. 

Part  second  is  devoted  to  the  Development  and  Physiology 
of  Infancy,  which  is  of  great  interest  and  value.  A  very  use- 
ful appendix  concludes  with  formulae  for  various  food-mix- 
tures and  an  estimate  of  their  percentage  values. 

A  Handbook  of  Surgery.  By  Frederic  Richardson  Griffith,  M.D., 
Surgeon  to  Bellevue  Dispensary,  etc.  With  four  hundred  and  seventeen 
illustrations.  W.  B.  Saunders  &  Co.,  Philadelphia,  New  York,  London, 
1904. 

This  neat  and  attractive  work  of  Dr.  Griffith's  is  a  veritable 
multum  in  parvo,  and  is  remarkable  in  that  so  much  valuable 
material  can  be  condensed  in  such  small  space.  It  covers  the 
entire  subject  of  surgery  as  well  as  the  specialties,  and  then,  as 
though  enough  had  not  been  given,  the  author  adds  chapters 
on  Life  Insurance,  Sexual  Perversions,  Microscopy,  Medico- 
Legal  Examinations,  and  many  other  subjects  important  to 
the  surgeon.  It  is  profusely  illustrated,  a  model  of  conciseness 
and  accuracy,  and  will  be  of  very  great  use  for  ready  reference 
for  the  student  and  practitioner. 

The  Utero-Ovaria/«  Artery,  or  The  Genital  Vascular  Circle.  Bv 
Byron  Robinson,  B.  S.,  M.  D.,  Author  of  **  Practical  Intestinal  Surgery,^' 
etc.     E.  H.  Colegrove.  Chicago,  111.,  1904. 

This  monograph,  profusely  illustrated  with  many  original 
drawings,  shows  in  detail  the  "  genital  vascular  circle  "  and  its 
relation  to  operations  on  the  uterus  and  ovaries,  particularly 
hysterectomy. 

This  is  along  the  lines  of  the  other  anatomical  studies  of  the 
author,  and  is  strongly  marked  with  his  originality.  Reference 
is  also  made  to  endometrectomy  and  partial  myometrectomy, 
which  are  modifications  of  Pratt's  vaginal  hysterectomy. 

The  days  of  the  removal  of  the  uterus  through  the  vagina 
are  past  and  gone,  for  the  improved  technique  of  the  abdominal 
operation,  the  opportunity  for  a  further  examination  of  the 
pelvis  and  abdomen,  and  a  complete  diagnosis  make  the  vaginal 
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route  seldom  selected.  The  operations  are  very  cleverly  con- 
ceived, and  contemplate  the  removal  of  the  uterus  without  dis- 
turbing any  large  trunks  of  the  vascular  system  supplying  the 
internal  generative  organs. 

The  Drvrlopmbnt  of  the  Human  Body.  A  Manual  of  Human  Embry- 
ology. By  J.  Playfair  McNfURRiCH,  A.  M.,  Ph.  D..  Professor  of  Anat- 
omy in  the  University  of  Michigan.  With  two  hundred  and  seventy  illus- 
trations.    P.  Blakiston's  Son  &  Co.,  Philadelphia. 

In  the  light  of  modern  research  the  human  organism  is  sup- 
posed to  be  an  aggregate  of  myriads  of  cells.  In  the  body  of 
an  adult  it  is  estimated  there  are  about  twenty-six  million  five 
hundred  thousand  millions  of  these  small  masses  of  proto- 
plasm. These  are  not  all  alike,  but  as  in  a  social  community 
one  group  of  individuals  devotes  itself  to  the  performance  of 
one  of  the  duties  requisite  to  the  well-being  of  the  community 
and  another  group  devotes  itself  to  the  performance  of  an- 
other duty,  so,  too,  in  the  body  one  group  of  cells  takes  upon 
itself  one  especial  function  and  another  another.  Thus  there 
is  in  the  cell  community  a  physiological  division  of  labor,  and 
as  there  are  gradations  of  individuals  so  there  are  of  cells, 
tissues,  and  systems,  each  performing  his  precise  function  and 
all  mutually  interdependent.  Thus  does  this  interesting  book 
on  Embryology  introduce  itself,  and  a  subject  which  is  most 
important,  though  seldom  entertaining,  takes  on  a  new  aspect 
under  the  skillful  treatment  of  Dr.  McMurrich.  He  starts  with 
the  spermatozoon  and  completes  the  subject  with  an  article  on 
post-natal  development.  The  subject-matter  is  well  arranged 
for  reference  and  a  short  bibliography  is  at  .the  end  of  each 
chapter.  We  most  cordially  commend  this  well-printed  and 
copiously  illustrated  work  to  those  desirjng  to  study  the  sub- 
ject of  Embryology. 
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Primary  Uterine  Congestion. — L.  M.  Pierra  (La  Gyn6c.) 
reviews  the  subject  of  primary  uterine  congestion  occurring  in 
nervous  subjects  of  arthritic  diathesis.  Among  the  manifesta- 
tions of  the  nervous  arthritic  diathesis  found  in  the  twelve 
cases  described  are :  Articular  affections,  migraine,  neuralgia, 
dyspepsia,  and  dilatation  of  stomach,  skin  troubles — such  as 
eczema  and  urticaria — ^hepatic  and  nephritic  colic,  a  tendency 
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to  polysarca,  visceroptoses,  hemorrhoids,  constipation  almost 
invariably,  and  a  nervous  state  evidenced  by  neurasthenic  de- 
pression or  excitableness. 

The  author  holds  that  the  arthritic  diathesis  leads  to  uterine 
congestion  as  to  pulmonary,  hepatic,  or  renal  congestion,  and 
would  accept  Bouchard's  view  that  an  essential  element  of  the 
diathesis  is  an  abnormality  of  nutrition  accompanied  by  nervous 
and  circulatory  erethisms  and  congestive  tendencies.  It  is 
easily  comprehensible  that  such  tendencies  should  attack  spe- 
cially an  organ  like  the  uterus  predisposed  to  vascular  ruptures. 

The  form  of  uterine  congestion  here  dealt  with  has  in  most 
cases  an  insidious  onset  and  never  leads  to  an  initial  rise  of 
temperature. 

The  most  important  symptoms  are,  perhaps,  the  general  ones 
detailed  above.  Locally  the  uterus  is  enlarged  and  soft,  freely 
movable  without  pain,  except  where  there  is  retroflexion;  the 
uterine  cavity  is  enlarged.  The  cervix  uteri  is  little  if  at  all 
tender  to  the  touch,  and  shows  no  laceration,  pseudo-ulceration, 
eversion  of  the  mucous  membrane,  nor  muco-pus.  There  is 
no  affection  of  the  peritoneum  nor  adnexa,  except  that  pain  in 
the  region  of  the  ovaries  may  correspond  to  a  polycystic  de- 
generation of  those  organs;  a  purulent  discharge  is  never 
seen. 

Three  forms  of  the  disease  can  be  differentiated :  ( i )  The 
hemorrhages  form  especially  frequent  at  puberty  or  the  meno- 
pause; (2)  a  form  in  which  pain  is  prominent,  and  as  a  rule 
either  the  ovaries  are  degenerated  or  there  is  a  movable  retro- 
flexion; (3)  a  catarrhal  or  parenchymatous  form  with,  on  the 
one  hand,  glandular  hypersecretion,  and,  on  the  other,  a  hyper- 
trophied  uterus.  The  disease  must  be  diagnosed  from  metritis 
and  from  fibromatous  change  in  the  uterus.  The  latter  diag- 
nosis is  not  always  easily  made,  but  in  simple  congestion  the 
uterus  hypertrophies  en  masse  and  its  surface  remains  regular 
and  smooth.  From  metritis  congestion  is  diagnosed  by  its 
onset  without  sign  of  infection,  the  state  of  the  cervix  uteri, 
the  absence  of  fever  and  of  the  general  phenomena  of  infec- 
tion, the  lack  of  tendency  to  generalization,  the  absence  of  pu- 
rulent secretions,  and,  above  all,  by  the  presence  of  the  etiologi- 
cal factors  already  considered.  The  distinction  between  me- 
tritis and  simple  congestion  is  of  great  practical  importance. 

The  main  treatment  in  acute  metritis  is  to  confine  the  patient 
to  bed,  a  measure  which  in  simple  congestion  does  no  good  and 
may  do  harm,  because  it  tends  to  diminish  metabolism  and  in- 
crease the  acidity  of  the  blood,  and  may  in  cases  of  retroflexion 
induce  hypostatic  congestion.  Other  treatments  for  metritis, 
such  as  vaginal  injections,  cauterization  of  the  uterine  mucous 
membrane,  and  especially  curettage,  are  useless  in  simple  con- 
gestion; glycerine  plugs  may  be  beneficial  when  there  is  a 
discharge.      Considering   the    prominence    of   the    rheumatic 
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diathesis  in  causation  of  primary  uterine  congestion,  the  general 
anti-rheumatic  treatment  is  of  chief  importance.  With  respect 
to  food,  wine,  coffee,  excess  of  meat,  all  tonic  medicines  and 
iron  preparations  are  to  be  avoided,  and  a  milk  and  vegetarian 
diet  aimed  at.  As  to  general  hygiene,  the  patient  should  have 
moderate  exercise  daily  in  the  fresh  air,  and,  in  addition,  mas- 
sage, or  combined  massage  and  gymnasium  treatment.  Failing 
ordinary  massage,  the  patient  should  daily  himself  apply  fric- 
tion to  the  abdomen.  An  abdominal  bandage  of  flannel  or  vel- 
peau  crepe  should  be  worn.  As  a  nervous  sedative  hydrother- 
apy is  to  be  strongly  recommened ;  douches  should  be  ordered, 
or,  if  they  be  impracticable,  alkaline  baths,  or  a  daily  tub  and 
envelopment  in  a  wet  sheet.  A  mineral  water  cure  should  also 
be  tried. 

The  next  point  is  the  treatment  of  the  constipation.  If  this 
is  acute,  an  enema  of  oil  and  camomile  should  be  given,  fol- 
lowed by  an  ordinary  enema.  The  best  habitual  aperients  are 
cascara,  rhubarb,  and  especially  belladonna.  It  has  been  justly 
said  that  all  medicines  are  harmful  to  those  of  rheumatic  dia- 
thesis, but  alkalies  are  an  exception  to  this  rule.  As  sedatives, 
for  constant  use,  belladonna  may  be  given.  For  hemorrhage 
during  the  acute  stage  ordinary  hemostatics  are  of  little  use, 
but  a  combination  of  tincture  of  pixidia  erythrina  and  of  vi- 
burnum sometimes  does  good;  hamamelis  is  of  great  benefit 
if  given  during  the  later  days  of  the  menstrual  period.  Rectal 
irrigation  is  more  useful  than  vaginal  douching.  The  other 
two  local  forms  of  treatment  are  dilatation  of  the  cervix  carried 
out  slowly,  and  followed  in  some  cases  by  the  insertion  of  a 
drain,  or  a  tamponnade  of  the  vagina  three  or  four  times 
between  the  menstrual  neriods.  The  author  has  obtained  re- 
markably good  results  from  the  latter  treatment.  The  inser- 
tion of  pessaries  to  correct  displacements  is  useless.  Where 
medical  treatment  fails  to  relieve  symptoms  Pierra  recommends 
a  total  vaginal  hysterectomy. 

Results  of  Operation  for  Uterine  Cancer. — Duret  and 
Besson  (Rev.  de  Gyn.  et  de  Chir.  Abd.)  report  their  experience 
in  hospital  practice  from  1891  to  1903  inclusive.  Out  of  173 
cases  of  uterine  cancer,  104  were  too  advanced  for  operation 
when  admitted,  69  underwent  hysterectomy — namely,  the  vag- 
inal operation  in  40  with  6  deaths  (15  per  cent,  mortality), 
and  the  abdominal' operation  in  23  with  10  deaths  (434  P^r 
cent,  mortality).  Turning  to  the  6  deaths  after  the  vaginal 
operation,  3  patients  were  in  bad  general  health,  and  one  of 
these  died  of  internal  hemorrhage,  i  of  suppurative  peritonitis, 
and  I  from  damage  to  the  sigmoid  flexure.  There  remain  3 
who  were  in  good  health,  and  of  these  i  died  of  shock,  i  of 
pneumonia,  and  i  of  cardiac  diease  on  the  tenth  day,  with  no 
evidence  of  sepsis  or  hemorrhage.    The  10  deaths  in  the  23 
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abdominal  operations  were  due  to  shock  in  4  cases,  septicaemia 
in  3/  ligature  of  both  ureters  in  i,  laceration  of  bladder  and 
section  of  a  ureter  in  i,  and  cardiac  failure  due  to  mitral  ob- 
struction in  I.  Thus,  although  the  abdominal  operation  is  be- 
coming more  popular  than  it  was  ten  years  ago,  the  immediate 
results  are  unfavorable.  Duret  and  Besson  find  that  the  after- 
histories  are  yet  more  unsatisfactory.  For  after  carefully  fol- 
lowing up  34  of  the  vaginal  cases  and  9  of  the  abdominal 
which  recovered,  the  results  in  the  vaginal  cases  were:  13 
patients  free  from  recurrence  at  the  end  of  one  year,  8  free 
between  one  and  two  years,  and  13  free  over  two  years  after 
operation.  Of  the  9  abdominal  cases  which  recovered  from 
hysterectomy  and  were  followed  up,  6  died  within  ten  months, 
I  seven  months  after  operation,  and  i  in  six  months.  The 
patient  who  died  in  seven  months  was  reported  as  "in  ad- 
vanced cachexia."  Nor  do  Duret  and  Besson  consider  that  the 
abdominal  operation  is  best  because  it  allows  of  the  free  re- 
(noval  of  diseased  lymphatics  by  deliberate  dissection.  This 
radical  measure  has  been  shown  to  be  insufficient  when  lym- 
phatic infection  is  advanced,  whilst  in  cases  where  it  has  not 
commenced  the  vaginal  operation  is  quite  sufficient  to  allow 
of  the  removal  of  all  cancerous  tissue. 

Tubal  Abortion  and  Rupture  of  Tube. — Gottschalk  (Zen- 
tralbl.  f.  Gynak),  recently  reported  at  a  meeting  of  the  Berlin 
Obstetrical  Society  a  case  of  tubal  abortion  where  strong  con- 
traction of  the  tube  could  distinctly  be  defined,  and  where  the 
first  attack  of  bleeding  from  the  tube  into  the  peritoneum  was 
so  severe  that  the  pulse  could  not  be  felt.  Free  hemorrhage 
from  the  first  is  the  rule  in  rupture  of  the  tubal  sac  but  much 
less  usual  in  tubal  abortion.  The  patient  was  thirty-nine  and 
had  aborted  nine  times,  besides  passing  through  an  attack  of 
pelvic  peritonitis;  the  last  period  was  seen  just  two  months  be- 
fore the  abortion  occurred.  The  ovum  lay  in  a  coagulum  which 
formed  a  perfect  cast  of  the  tubal  canal  including  the  isthmus 
and  the  corpus  luteum  lay  in  the  corresponding  ovary.  Gotts- 
chalk remarked  that  free  intraperitoneal  hemorrhage  was  not 
rare  in  cases  of  tubal  abortion,  but  usually  occurred  after  sev- 
eral attacks  where  the  loss  of  blood  had  been  trifling.  In  his 
case  it  was  severe  at  the  first  attack,  so  that  the  patient's,  life 
was  endangered.    Recovery  was  complete. 

Ovary  in  Femoral  Hernial  Sac. — Keiflfer  (Bull,  de  la  Soc. 
Beige  de  Gyn.  et  d'Obstet.).  was  consulted  by  a  woman  suflEer- 
mg  from  an  elongated  tumor  in  the  right  groin.  It  looked  like 
a  hernia,  but  on  palpation  felt  unlike  either  an  enterocele  or  an 
epiplocele;  indeed,  it  simulated  to  a  great  extent  a  collection 
of  inflamed  glands.  Keiffer  operated,  and  exposed  a  hernial 
sac  adherent  internally  to  a  mass  of  fat  surrounding  a  firmer 
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body — in  fact,  an  ovary  enveloped  in  thickened  omentum.  The 
displaced  organ  was  removed,  the  omentum  resected  with  the 
sac,  and  the  crural  canal  closed.  The  ovary  was  as  big  as  a 
large  almond  and  extremely  sclerosed ;  it  contained  some  atro- 
phied corpora  lutea,  and  a  small  follicular  cyst  of  the  size  of 
a  pea.  The  patient  stated  that  she  had  felt  increase  of  pain 
in  the  hernia,  with  swelling  and  redness  at  each  period. 

Rupture  of  Uterus  During  Pregnancy. — IvanhoflF  (An- 
nal.  de  Gynec.  et  d'Obstet.)  has  published  a  series  of  important 
observations  on  the  etiology,  prophylaxis,  and  treatment  of 
puerperal  rupture  of  the  uterus.  He  insists  that  there  are  no 
true  pathological  changes  in  the  tissues  of  the  uterus  over  and 
above  the  physiological  modifications  which  take  place  during 
pregnancy  and  labor.  No  special  pathological  change  has  ever 
been  found  in  the  elastic  tissue  of  a  ruptured  uterus.  Most 
ruptures  in  placenta  praevia  and  transverse  presentation  labors 
are  due  to  violence,  whilst,  after  clumsy  attempts  at  version, 
the  chances  are  increased  that  the  uterus  will  be  ruptured  even 
when  an  expert  delivers  the  child. 

Ivanhoff  strongly  objects  to  Braun's  decapitator  as  an  im- 
perfect instrument,  liable  to  cause  rupture.  As  a  rule,  a  rup- 
ture caused  by  violence  is  to  be  found  on  one  side  of  the  cervix, 
and  tends  to  run  longitudinally,  and  to  penetrate  the  parame- 
trium between  the  layers  of  the  broad  ligament.  Ruptures 
where  the  fetus  is  hydrocephalic  are  caused  not  only  by  the 
thinning  of  the  distended  uterine  walls,  but  also  through  the 
complication  being  usually  not  detected  till  late  in  the  labor. 
Ivanhoff  supports  the  opinion  that  in  contrated  pelvis  rupture 
is  due  not  only  to  the  distention  of  the  lower  segment  of  the 
uterus,  but  also  to  the  friction  of  its  outer  surface  against  a 
point  on  the  bony  pelvis.  There  is  likewise  predisposition  to 
rupture  on  the  same  account,  the  friction  in  earlier  labors  caus- 
ing, Ivanhoff  finds,  the  development  of  cicatricial  tissue  in  the 
uterine  walls.  Spontaneous  rupture  in  flat  pelvis  nearly  al- 
ways involves  the  supravaginal  part  of  the  cervix,  and  is  trans- 
verse ;  the  accident  for  the  most  part  takes  place  early  in  labor. 
"  Colporrhexis  "  is  in  the  great  majority  of  cases  simply  trans- 
verse laceration  of  the  supravaginal  part  of  the  neck  of  the 
uterus.  In  cases  of  contracted  pelvis,  if  several  lingering  labors 
have  taken  place  and  obstetrical  operations  performed,  conser- 
vative treatment  of  rupture  is  dangerous,  especially  when  cica- 
tricial tissue  can  be  detected  on  palpation  in  the  supravaginal 
portion  of  the  cervix.  Parametric  inflammation  predisposes 
to  rupture,  as  does  cicatricial  tissue,  malignant  growths,  and 
arrested  development  of  the  uterus.  Conservative  treatment 
of  ruptures  of  the  uterus  is  unsatisfactory,  surgical  meas- 
ures giving  results  twice  as  favorable.  The  latter  insure 
permanent  arrest  of  bleeding,  and  the  thorough  cleaning  of 
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the  damaged,  lacerated  parts  and  the  structures  around  them. 
The  recurrent  hemorrhage  is  not  rare  after  conservative  meas- 
ures, and  sepsis,  more  or  less  serious,  from  clots  or  torn  tissues, 
very  frequent.  Surgery  demands  that  bleeding  vessels  must 
be  sought  for  and  ligatured,  and  that  the  tissues  and  parts 
around  the  rent,  and  the  peritoneal  cavity  as  well  when  the 
rupture  is  complete,  be  cleaned  to  avoid  sepsis. 

Missed  Labor:  Fetus  Retained  Three  Months. — Golden- 
stein  (Zentralbl.  f.  Gyn.)  was  consulted  by  a  patient  who  had 
become  pregnant,  and  noted  that  after  feeling  the  motion  of 
the  child  it  ceased  completely  one  day,  when  labor  pains  set  in 
and  continued  for  a  few  hours.  Apparently  this  attack  of 
uterine  pain  occurred  at  term.  No  vaginal  discharge  followed. 
The  patient's  health  was  good,  and  all  she  asked  for  was  to  be 
delivered  of  her  uncertainty  about  her  condition.  She  was 
forty,  and  had  been  normally  delivered  eight  times.  She  had 
enlarged  spleen  from  malaria  (living  near  Jassy).  The  abdo- 
men was  pendulous,  with  a  small  umbilical  hernia.  There  was 
neither  pain  nor  high  temperature.  The  uterus  on  palpation 
seemed  as  large  as  at  term ;  the  fetal  outline  was  clear.  The 
cervix  was  very  soft,  the  os  admitted  two  fingers,  the  breech 
presented.  Goldenstein  ruptured  the  membranes,  and  a  little 
fetid  brown  fluid  escaped.  He  brought  down  the  right  foot 
with  care,  and  had  to  extract  the  fetus  very  slowly,  as  it  was 
in  an  advanced  state  of  maceration,  and  he  feared  that  the 
head  might  be  torn  off.  The  left  femur  was  broken.  The 
fetus  was  at  length  delivered  entire.  There  were  no  uterine 
contractions,  and  no  pain  of  any  kind  was  caused  by  the  mani- 
pulations. On  compression  of  the  fundus,  the  placenta — a 
necrotic  mass — fell  out.  No  hemorrhage  followed.  The  uterus 
was  washed  out  with  a  sublimate  solution,  and  the  puerperium 
was  normal.    The  fetus  was  nearly  20  in.  long. 

Goldstein  notes  the  evident  authenticity  of  this  case  as  a 
"  missed  labor,"  the  good  health  of  the  patient  during  the  re- 
tention of  the  fetus,  the  entire  absence  of  uterine  pains  when 
the  child  was  extracted,  and  the  freedom  from  flooding  or  even 
from  the  least  hemorrhage  during  or  after  extraction  and  re- 
moval of  the  placenta. 

Pyosalpinx  and  Uterine  Fibroid. — Strassmann  (Zentralbl. 
f.  Gynak.)  is  of  opinion  that  long-standing  pressure  of 
hard  tumors  tends  to  close  the  tubes  at  the  abdominal  extrem- 
ity, so  that  should  bacteria  be  present  in  the  uterine  cavity 
pyosalpinx  may  develop — a  condition  homologous  to  pyone- 
phritis  in  cases  of  renal  calculus.  Pyosalpinx  has  been  re- 
cently noted  at  least  twice  in  association  with  calcified  fibroid. 
Strassmann  publishes  three  cases  of  this  tubal  complication  in 
fibroid  disease,  two  ending  fatally  after  operation,  (i)  Sterile 
woman,  aged  51,  no  evidence  of  old  gonorrhea,  a  large  pyosal- 
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pinx,  lying  under  a  calcified  fibroid,  burst  and  caused  diffused 
peritonitis.  The  uterus  and  appendages  were  removed  entire, 
but  the  patient  died  on  the  second  day.  The  tumor  had  been 
noticed  for  fifteen  years,  the  pains  for  a  month.  (2)  Woman, 
age  41,  had  borne  a  child,  no  fever  in  puerperium,  never  had 
gonorrhea.  Four  years  before  observation  suflfered  from  what 
was  described  as  appendicitis,  but  might  have  been  inflamma- 
tion of  the  appendages.  The  uterus  and  appendages  were  re- 
moved through  the  vagina.  There  was  a  necrotic  fibromyoma, 
subcutaneous,  and  of  the  size  of  a  fetal  head ;  numerous  smaller 
interstitial  growths  were  found  in  the  uterine  wall,  and  both 
tubes  were  dilated  and  full  of  pus.  Recovery.  (3)  Woman, 
aged  38,  large  tumor,  great  abdominal  pain  for  four  weeks. 
Tenderness  and  resistance  on  both  sides  above  the  umbilicus; 
the  tumor  seemed  fixed.  Abdominal  section,  two  large  sup- 
purating tubes  which  almost  reached  the  ribs  were  ruptured; 
total  hysterectomy.  Death  from  sepsis  in  thirty-six  hours, 
The  correct  line  of  treatment  in  such  cases  seemed  uncertain. 
Expectant  treatment  might  result  in  fatal  rupture  of  the  pus 
tube  as  in  the  first  case ;  operation  involved  the  danger  of  dif- 
fusion of  germs  as  in  the  third.  Strassmann  considered  that 
cases  where  the  tumor  was  too  large  to  allow  of  the  vaginal 
operation  were  specially  dangerous.  Lehmann,  in  discussing 
these  cases,  stated  that  in  a  patient  where  a  fibroid  was  ob- 
served growing  for  three  years  several  attacks  of  fever  with 
all  the  symptoms  of  perimetritis  occurred,  yet  at  the  operation 
no  pus  could  be  detected  in  the  tubes  or  elsewhere. 

The  Procti-Sigmoidoscope. — Schilling  (Wiener  Klinische 
Rundschau)  points  out  that  the  advent  of  electricity  has  made 
it  possible  now  to  throw  light  on  the  mucous  membrane  of  the 
intestine  as  high  as  the  ascending  or  even  the  transverse  colon 
under  favorable  circumstances.  Juttle,  Ewald,  and  Strauss 
have,  with  the  pneumatic  protoscope,  shown  how  the  inner  sur- 
face of  the  intestine  can  be  brought  into  view,  even  although 
the  pressure  of  the  descending  colon  cuts  off  the  sigmoid  flex- 
ure like  a  V  by  its  sharp  bend.  For  position  the  writer  recom- 
mends the  knee-elbow,  and  uses  the  Kelly-Herzstein  speculum. 
Introduction  causes  little  pain,  but  hypersensitive  patients  and 
those  with  hemorrhoids  occasionally  show  signs  of  feeling 
pain.  The  speculum  should  be  oiled  in  its  outer  third,  and  the 
anus  well  vaselined.  The  instrument  is  then  pushed  through  the 
anus  about  five  centimeters  in  the  direction  of  the  rectum,  so 
that  the  outer  end  looks  towards  the  perineum  and  the  inner  end 
is  toward  the  sacrum.  The  canal  is  illumined  by  the  electroscope 
which  is  inserted  by  moving  an  obturator  at  the  end  of  the 
instrument.  Should  a  fold  of  mucous  membrane  get  in  the  way, 
air  is  blown  into  the  intestine  by  means  of  a  bellows  attached 
to  the  instrument.    Assistance  is  not  necessary  if  Kelly's  spec- 


Translations,  109 

ulum  be  used  with  the  patient  in  the  knee-breast  position.  Be- 
fore passing  the  instrument,  care  should  be  taken  that  the 
bowels  and  bladder  are  emptied.  Inspection  of  the  lower  gut 
shows  many  an  interesting  picture  to  the  eye  which,  in  the 
anal  portion,  the  ampulla,  and  the  sigmoid  flexure,  claims  our 
attention,  and  which  is  not  always  in  accordance  with  text- 
book anatomical  description;  while  the  living  picture  is  very 
different  to  that  seen  at  autopsies,  owing  to  the  extensibility  of 
the  g^t,  the  lack  of  "  pleating  "  of  the  mucous  membrane,  and 
the  absence  of  injection  of  the  vessels  in  the  dead  body.  The 
anal  portion  shows  dilatation  of  vessels  and  varicose  veins, 
fissures,  and  much  discoloration  The  ampulla  is  paler  than  the 
flexure,  and  here  is  the  common  situation  for  changes  of  every 
variety.  The  folds  are  strongly  marked,  a  fact  to  be  noted. 
In  the  flexure  they  are  more  marked  still  and  crescentic  in 
shape,  and  look  like  a  spiral  staircase.  The  flexure  has  quite 
a  different  structure,  since  it  possesses  a  mesentery,  and  lies 
midway  between  the  ordinary  large  intestines  and  the  caecum. 
Here  may  be  seen  the  peristaltic  movement,  alterations,  twists, 
contractions,  and  constrictions,  while  physiological  intussus- 
ception may  be  observed.  In  addition,  it  is  easy  to  see  polypi, 
catarrhal  conditions,  carcinomata,  etc.  Several  cases  are  briefly 
quoted  to  show  the  value  of  the  instrument  in  diagnosis. 

Acute  Abscesses  of  the  Breast. — ^Jillaux  (La  PresseMedi- 
cale)  divides  them  into  two  classes,  puerperal  and  non-puer- 
peral, the  former  being  far  the  commoner.  In  order  properly 
to  understand  the  pathology  of  the  condition,  the  anatomy  of 
the  breast  should  be  understood,  and  the  writer  gives  a  very 
clear  and  succinct  account  of  the  mammary  tissue.  On  anatom- 
ical grounds  abscess  of  the  breast  may  be  classified  as  (i) 
subcutaneous,  (2)  parenchymatous,  and  (3)  submammary. 
The  subcutaneous  variety  is  obvious,  easy  of  diagnosis,  and 
responds  to  rational  treatment.  The  parenchymatous  variety 
is  more  important.  It  causes  swelling,  pain,  and  tenderness 
in  the  breast,  accompanied  by  fever.  An  opening  from  the 
alveolus  of  the  gland  into  the  intermammary  tissue  is  formed, 
and  from  these  the  pus  reaches  the  skin.  The  abscess  is  there- 
fore naturally  opened  in  a  "  button-hole  "  manner.  The  treat- 
ment of  such  a  condition  consists  in  laying  it  freely  open, 
allowing  it  to  heal  up  from  the  bottom.  Temporizing  with 
a  small  skin  incision  is  useless.  The  submammary  variety  is 
rare;  it  elevates  the  breast,  which  is  not  as  a  rule  painful,  and 
generally  tracks  down  to  the  lower  and  outer  quadrant  of  the 
breast. 

The  pathogeny  of  these  conditions  has  been  much  dis- 
cussed. According  to  Mascagni,  the  mammary  Ijnriphatics  run 
from  before  backwards,  finally  uniting,  and  gaining  the  axil- 
lary glands.     Sappey  divides  the  lymphatics  into  superficial 
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and  deep.  He  showed  that  the  deep  lymphatics  start  in  the 
lobules,  and  rise  to  the  cutaneous '  surface  to  join  the  super- 
ficial lymphatics.  Such  abscesses  are  admitted  to  be  the  result 
of  a  blood  infection,  in  opposition  to  the  theory  that  they  are 
the  consequence  of  an  infection  from  the  ducts.  This  latter 
is  the  more  plausible,  althogh  the  theory  of  blood-infection 
often  may  account  for  parenchymatous  abscesses,  as  ( i )  when 
there  are  no  fissures  in  the  nipple;  (2)  when  abscesses  are 
brought  on  by  suppression  of  suckling;  (3)  glands  are  seldom 
if  ever  found ;  (4)  non-puerperal  abscesses,  appearing  without 
fissures  or  apparent  point  of  entry,  seem  to  be  in  favor  of 
the  blood-infection  theory.  Three  cases  are  briefly  quoted  in 
illustration  of  the  article. — R.  E.  S. 

Gangrene  of  the  Lung. — Auvray  (La  Presse  Medicale). 
devotes  attention  to  pneumotomy.  This  is  performed  under 
general  anaesthesia,  and  the  difficulty  of  the  operation  may  be 
increased  owing  to  the  difficulties  of  administration.  In  pneu- 
moton^  resection  of  the  chest-wall  is  practically  always  neces- 
sary, in  order  to  secure  good  drainage  and  free  evacuation. 
If,  after  resection,  the  parietal  and  visceral  pleura  are  found 
adherent,  the  lung  may  be  explored  with  the  finger  or  a 
needle,  or  even,  as  in  Bemdt's  case,  with  the  thermocautery. 
Free  incision  of  the  lung  should  be  made,  preferably  with  the 
thermocautery,  in  order  to  avoid  hemorrhage.  It  may  be 
necessary  to  enter  the  lung-tissue  to  the  depth  of  8  to  10  centi- 
meters, in  order  to  reach  the  gangrenous  cavity. 

If,  on  opening  the  thorax,  the  pleura  is  found  to  be  healthy 
and  not  adherent,  it  becomes  necessary  to  excite  adhesion  in 
some  way  in  order  to  avoid  pneumothorax.  The  quickest  way 
is  by  continuous  suture,  the  two  ends  of  which  are  knotted  to- 
gether. Irritation  by  caustics  or  by  gauze  packing  necessitates 
the  postponement  of  the  operation.  If  the  lung  retract,  it 
should  be  seized  and  stitched  to  the  edges  of  the  wound.  If 
the  pleura  be  secondarily  infected  and  a  purulent  empyema  be 
present,  the  communication  between  it  and  the  gangrenous 
cavity  should  be  sought  and  enlarged  by  the  thermocautery. 
The  cavity  should  be  explored  with  the  finger  and  the  electric 
light,  by  which  some  idea  may  be  formed  as  to  its  size  and 
extent,  and  its  possible  communications.  Syringing  the  cavity 
is  contra-indicated.  It  may  cause  suffocation  or  spread  of  the 
gangrenous  process,  which  in  broncho-pneumonia  is,  of  course, 
a  possibility. 

Among  the  post-operative  complications,  haemoptysis  is  not 
uncommon,  especially  after  dressing,  while  secondary  hemor- 
rhage is,  of  course,  common.  Plugging  the  wound  is  the  best 
treatment  for  the  last,  ligature  or  forcipressure  being  difficult. 
Abscesses  of  the  brain  in  these  cases  have  been  observed  quite 
frequently  without  surgical  interference. 
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The  most  common  of  all  complications  is  secondary  infec- 
tion of  the  gangrenous  cavity,  with  cough  and  expectoration. 
Hemorrhagic  nephritis  and  cerebral  embolism  have  been  noted. 
The  results  of  operative  interference  are  not  other  than  could 
be  expected  in  such  a  grave  condition,  and  the  mortality  is 
about  36  per  cent.  A  definite  cure  is  obtained  in  many  cases, 
but  it  is  hopeless  to  expect  a  cure  in  the  gangrene,  which  ensues 
on  a  chronic  pulmonary  condition.  The  results  in  acute  gan- 
grene are,  of  course,  good  and  lasting  if  the  operation  is  suc- 
cessful, although  some  deformity — which  may  be  great,  as  in 
one  of  Godlee's  cases — may  take  place. 

The  mortality  of  pulmonary  gangrene  untreated  is  about  75 
per  cent.,  and  it  is  obvious  that  operation  is  indicated  if  possi- 
ble. There  are  certain  contra-indications.  Operation  cannot 
be  tried  when  the  symptoms  of  gangrene  are  present  without 
physical  signs.  The  state  of  the  opposite  lung  must  be  also 
taken  into  consideration  before  deciding  upon  operation.  And, 
again,  the  presence  of  diffuse  gangrene  scattered  in  patches 
over  the  lung  is  a  distinct  contra-indication. 

Operation  is  indicated  when  a  definite  circumscribed  patch 
of  gangrene  is  present.  The  seriousness  of  the  general  condi- 
tion is  not  a  contra-indication — except  when  so  bad  that  death 
under  the  operation  may  take  place — since  this  holds  out  the 
sole  chance  for  recovery.  Puncture  and  injection  are  quite 
insufficient,  and  may  do  more  harm  than  good.  Pneumotomy 
is  the  only  chance,  and  the  mortality  of  the  operation  is  already 
on  the  decline. 

Ligature  of  the  Popliteal  Vein  for  Varicose   Veins. — 

(Chirurgica,  II  Policlinco)  Drawings  of  injected  specimens  il- 
lustrate the  paper  and  show  that  dilatation  begins  in  the  deep 
veins.  The  variations  of  most  importance  in  the  distribution  of 
the  popliteal  vein  are :  The  external  saphenous  may  be  so  large 
as  to  be.  mistaken  for  the  popliteal ;  the  popliteal  may  be  single 
below,  dividing  when  in  the  popliteal  space,  to  unite  again  be- 
fore entering  the  abductor;  the  external  saphenous  and  other 
veins  may  unite  to  form  a  large  trunk  passing  up  the  thigh. 

For  the  operation  the  patient  is  placed  on  the  side  to  be  oper- 
ated on,  the  limb  extended,  the  upper  limb  slightly  flexed. 
The  vein  is  exposed  in  the  upper  third  of  its  course,  above  the 
opening  of  the  articular  veins,  by  an  incision  ten  centimeters 
long;  the  internal  popliteal  nerve  is  drawn  aside.  A  double 
ligature  is  applied  to  the  vein.  The  external  saphenous  is  also 
tied  if  it  opens  near  the  point  of  ligature. 

In  January,  1902,  the  first  case  was  operated  on;  the  history 
is  g^ven  in  full  of  twenty-two  cases.  In  addition  four  other 
cases  are  mentioned,  one  aged  seventy-three,  one  operated  on 
by  Dr.  Garampazzi.  The  account  of  details  given  only  refers 
to  the  first  twenty-two  cases.    There  was  only  one  complica- 
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tion — ^namely,  hemorrhage,  on  the  eighth  day,  from  the  popli- 
teal artery,  which  was  then  ligatured  above  and  below  a  small 
opening ;  the  patient  was  one  month  in  hospital. 

The  ages  of  the  patients  varied  from  70,  68,  66  (two),  62, 
6ij  59>  to  as  young  as  17,  22,  24,  25,  27,  28.  In  four  cases  the 
internal  saphenous  had  been  previously  tied,  one  four  years 
before,  one  six  years ;  in  two  cases  dates  of  the  previous  opera- 
tions are  not  given.  In  eight  cases  there  was  no  ulceration  of 
the  skin. 

In  the  remaining  fourteen  cases  varicose  ulcers  existed ;  one 
of  "  vast "  size  had  existed  as  long  as  twenty  years.  Multiple 
ulcers  the  size  of  pennies  existed  fifteen  years  in  another 
case.  Other  ulcers  occupied  the  shin  and  internal  inferior 
third  of  the  leg;  one  measured  6  centimeters  by  5  centime- 
ters, with  an  irregular  outline ;  another  had  a  diameter  of  8 
centimeters,  or  the  size  of  a  five-shilling  piece.  After  opera- 
tion the  ulcers  healed  rapidly  under  xeroform  even  when  ad- 
herent to  the  tibia ;  the  surrounding  indurated  shin  was  dressed 
with  glycerine  and  boric  acid.  Surgical  interference  is  contra- 
indicated  in  syphilis,  in  organic  disease  of  heart,  lung,  or 
liver. 

[None  of  the  ulcers  appear  to  have  been  as  large  as  those 
frequently  seen  in  practice.  Considering  the  results  of  the 
usual  methods  of  ligaturing  the  veins  in  varicose  ulcers  of  the 
leg,  it  will  be  interesting  to  learn  if  other  surgeons  have  equally 
good  and  permanent  results.] — T.  P.  B. 

Massage  for  Phlebitis. — (Gazette  des  Eaux)  There  are 
three  varieties  of  effleurage. 

1.  Without  pressure  with  restrained  hand  powdered  talc  is 
used;  the  hand  gently  glides  over  the  skin.  This  is  used  for 
gouty,  rheumatic  phlebitis,  in  varicose  veins  with  circulatory 
trouble,  habitual  oedema  with  or  without  imflammatory  or 
trophic  ulcers. 

2.  Without  pressure  with  dead  hand  vaseline  is  used;  the 
hand  is  regularly  lightly  moved  over  the  skin.  It  is  used  for 
all  nervous  affections ;  it  is  also  suitable  for  arthritic  females 
at  the  menopause. 

3.  With  pressure  more  or  less  marked,  but  always  light.  It 
is  used  for  recent  phlebitis;  light  pressure  is  required  if  the 
phlebitis  is  recent  and  painful.  With  old  indolent  cases,  or  in 
atonic,  lymphatic  patients,  more  pressure  can  be  used. 

The  three  varieties  should  be  applied  from  below  upwards, 
when  both  hands  are  used;  one  should  not  be  removed  till 
the  palm  and  fingers  of  the  other  are  applied.  Each  sitting 
should  last  fifteen  to  twenty  minutes;  fifteen  to  twenty  are 
usually  sufficient 
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DIFFERENTIAL  DIAGNOSIS  OF  PELVIC 
AFFECTIONS. 

BY   DEWITT   G.   WILCOX,   M.    D. 

The  early  recognition  of  many  pelvic  affections  is  the  key 
to  their  care.  The  majority  of  us  who  have  reached  middle 
life,  can,  if  we  but  stop  to  think,  recall  the  many  cases  of  so- 
called  incurable  "  womb  troubles  "  which  rendered  the  unhappy 
victim  either  a  bed-ridden  invalid  or  a  constant  sufferer,  who 
was  dragging  out  a  miserable  existence.  To-day  the  woman  so 
afflicted  is  hard  to  find,  and  when  found,  the  reason  for  her 
suffering  is  quite  frequently  due  to  her  refusal  to  undergo  any 
radical  treatment.  I  do  not  wish  to  be  understood  as  saying 
that  women  do  not  suffer  from  such  affections.  Perhaps  quite 
as  many,  if  not  more,  are  the  victims  of  pelvic  disorders ;  but 
our  present  methods  of  diagnosis,  with  our  radical  and  effective 
treatment,  should  reduce  the  suffering  and  the  prolonged  in- 
validism to  the  very  minimum. 

When  a  married  woman  presents  herself  to  a  physician  com- 
plaining of  a  pelvic  discomfort,  the  first  and  paramount  duty 
of  that  physician  is  to  make  a  thorough  bimanual  examination 
of  that  woman.     To  do  anything  less  is  a  failure  to  do  one's 
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duty  and  renders  the  physician  guilty  of  neglect  or  incompe- 
tency. 

As  illogical  and  negligent  would  it  be  for  a  physician  to  fail 
or  refuse  to  examine  a  broken  arm,  which  he  had  undertaken  to 
treat.  Not  but  that  internal  medicine  may  be  required  and  is 
thoroughly  applicable  to  every  case  of  pelvic  disease  and  is  a 
highly  valuable  adjuvant  in  the  treatment,  but  the  administra- 
tion of  the  internal  remedy  alone,  without  the  examination, 
does  not  g^ve  the  physician  any  adequate  idea  of  the  nature  of 
the  disease  presented  and  he  is  not  in  a  position,  either  to  treat 
the  patient  intelligently  or  to  warn  her  in  the  manner  of  caring 
for  herself.  The  internal  remedy  is  a  valuable  adjuvant  in 
the  treatment  of  a  broken  leg ;  it  allays  pain,  shock  and  trau- 
matism, but  it  is  the  splint  and  rest  which  insures  the  cure,  and 
without  which  there  would  be  non-union  no  matter  how  much 
internal  medicine  was  given. 

It  is  entirely  unnecessary  before  an  audience  of  this  character 
to  give  the  details  of  making  a  bimanual  examination,  further 
than  a  few  hints : 

1.  Have  the  clothing  perfectly  loose  at  the  waist  as  well  as 
free  over  the  abdomen ;  this  prevents  crowding  of  the  abdom- 
inal contents  into  the  pelvis  and  affords  a  more  perfectly  re- 
laxed abdominal  wall. 

2.  Have  the  legs  flexed  upon  the  abdomen,  or  at  least  well 
drawn  up  for  the  purpose  of  further  relaxing  the  abdominal 
wall. 

3.  Have  both  the  bladder  and  rectum  empty ;  many  an  error 
in  diagnosis  has  been  made  when  those  organs  were  distended, 
which  could  not  have  been  made  had  they  been  evacuated. 

4.  When  it  is  possible  to  do  so,  insert  two  fingers  instead  of 
one  into  the  vagina.  If  it  is  not  your  custom  to  do  so,  you 
will  be  surprised  with  what  increased  facility  you  can  determine 
the  condition  of  the  pelvic  organs.  With  the  index  finger  on 
one  side  of  the  cervix,  the  second  finger  on  the  other  side  and 
the  other  hand  on  the  outside  of  the  abdomen,  you  can  generally 
determine  the  exact  condition  and  position  of  the  uterus.  In 
fact,  by  pressing  upward  with  the  fingers  in  the  vagina  and 
downward  with  the  hand  over  the  abdomen,  you  hold  the  uterus 
between  your  two  hands,  with  but  the  thickness  of  the  abdom- 
inal vrall  intervening.  Of  course,  there  are  many  elements 
which  tend  to  greatly  interfere  with  the  facility  of  this  method ; 
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usually  thick  abdominal  walls,  a  great  fatty  omentum,  very  rigid 
muscles,  as  is  the  case  with  young  women  who  have  never  borne 
children,  or  an  abnormal  sensitiveness  which  precludes  much 
pressure.  In  such  cases  the  only  satisfactory  method  is  to  place 
the  patient  under  an  anesthetic. 

Let  us  see  what  conchision  may  be  reached  simply  by  lifting 
up  the  uterus  with  the  two  fingers  in  the  vagina : 

1.  We  can  determine  the  mobility  of  the  uterus.  If  the  ut- 
erus is  easily  lifted  up,  the  pelvic  floor  elastic  and  non-sensi- 
tive, we  can  reasonably  conclude  that  the  patient  has  not  now 
nor  has  she  ever  had  any  great  amount  of  pelvic  inflammation ; 
for  one  of  the  well-nigh  infallible  signs  of  pelvic  peritonitis, 
either  recent  or  remote,  is  a  fixed  uterus  and  a  non-elastic  floor. 

2.  We  can  determine  quite  positively  the  exact  position  of 
the  uterus,  whether  ante-  or  retro-verted,  or  flexed,  and  if 
retro-displaced,  whether  it  is  held  there  by  adhesions  or  readily 
replaced. 

Next  comes  the  condition  of  ovaries  and  tubes.  One  of  the 
best  evidences  that  the  tubes  and  ovaries  are  normal,  is  an  in- 
ability to  find  them  under  favorable  conditions.  Given  a  thin 
and  relaxed  abdominal  wall  and  an  elastic  pelvic  floor,  together 
with  an  inability  to  find  the  tubes  and  ovaries  by  a  careful  bi- 
manual examination,  and  we  can  reasonably  conclude  they  are 
not  in  any  manner  affected,  for  the  reason  that  those  organs, 
normally,  are  so  small  and  so  readily  movable  that  it  is  diflicult 
to  catch  them  between  the  fingers  of  the  hands  even  under 
favorable  conditions. 

On  the  contrary,  if  a  tube  be  inflamed,  adherent  and  enlarged, 
it  is  scarcely  possible  to  overlook  it,  even  by  a  careless  examina- 
tion. With  a  finger  either  side  of  the  cervix,  under  the  uterus, 
there  will  be  instantly  recognized  on  the  side  of  the  oflfending 
tube  a  boggy,  full  feeling,  rendering  the  pelvic  floor  at  that 
point,  inelastic  and  usually  extremely  sensitive.  Moreover, 
Ae  uterus  is  fixed  on  that  side.  It  is  not  a  very  difficult  matter 
to  distinguish  the  difference  between  an  enlarged  tube  and  an 
ovary.  The  former  is  close  to  the  uterus,  is  likely  to  be  saus- 
age shape,  immovable,  fixed  and  not  infrequently  can  be 
traced  to  its  juncture  with  the  uterus  at  the  fornix.  The  ovary 
is  likely  to  be  a  little  higher  in  the  pelvis,  is  more  oval  in 
shape,  and  not  so  immovably  fixed. 

Let  us  see  now  how  we  would  interpret  certain  S3miptoms : 
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A  woman  presents  herself  at  our  office  and  complains  of  pelvic 
pain.  We  obtain  her  history  and  find  she  is  married,  possibly 
has  borne  children ;  is  young,  menstruates  with  more  or  less  reg- 
ularity, but  has  not  been  well  since  a  certain  attack,  which  she 
had  shortly  after  her  marriage.  Upon  close  questioning,  we 
learn  that  this  attack  began  with  a  profuse  uterine  discharge, 
painful  micturition,  and  later  a  severe  pelvic  pain  which  sent  her 
to  bed ;  her  entire  abdomen  became  sore  and  sensitive ;  she  had 
fever,  possibly  chills,  pain  both  at  defecation  and  urination.  In 
all  probability  her  trouble  was  diagnosed  as  inflammation  of 
the  bowels;  she  was  just  getting  better  when  her  menstrual 
period  came  on,  which  caused  an  aggravation  of  the  trouble, 
and  sent  her  back  to  bed. 

While  that  may  have  been  ten  years  ago,  yet  she  generally 
has  a  slight  return  of  the  old  trouble  at  each  menstrual  period, 
especially  if  she  takes  a  little  cold.  She  may  have  had  children 
prior  to  this  attack  but  has  had  none  since.  An  examination 
shows  a  fixed  uterus  with  a  boggy  mass  on  each  side  of  it.  This 
is  sensitive,  sausage  shaped  and  hugs  close  to  the  uterus.  She 
suffers  more  or  less  constant  pain  and  her  generally  impaired 
health  shows  its  effect.  As  the  diagnosis  of  such  cases  has 
been  verified  by  thousands  of  abdominal  sections,  there  can  be 
little  doubt  as  to  the  nature  of  the  trouble.  It  is  gonorrheal 
salpingitis  which  caused  primarily  a  severe  pelvic  peritonitis, 
resulting  in  dense  adhesions  of  the  tubes  to  the  surrounding 
viscera,  thereby  causing  constant  pain,  greatly  aggravated  at 
each  menstrual  period.  She  has  been  rendered  sterile  by  the 
occluded  tubes  which  not  infrequently  contain  pus,  which  dis- 
charge into  the  uterus,  or  occasionally  break  through  into  the 
rectum  and  finds  exit  through  that  channel.  Hot  douches,  rest 
in  bed,  open  bowels  and  the  indicated  remedy  will  do  much 
to  improve  these  cases  but  they  can  only  be  entirely  relieved  of 
their  sufferings  and  regain  their  strength,  by  an  entire  removal 
of  the  damaged  and  pus  producing  tubes. 

Again  the  physician  is  consulted  by  a  married  woman,  who 
has  missed  one  or  two  menstrual  periods.  If  she  has  been 
pregnant  before,  she  will  tellhim  that  she  does  not  feel  the 
same  as  she  did  then.  She  has  more  discomfort  in  the  pelvis, 
she  does  not  feel  right;  she  is  in  some  doubt  whether  she  is 
pregnant,  yet  her  previous  regularity  induces  her  to  believe 
something  is  wrong  because  she  has  missed  two  periods.  While 
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she  has  not  menstruated  naturally  for  two  months,  yet  she  oc- 
casionally has  a  little  dribbling  flow,  just  enough  to  stain  a 
napkin.  If  he  is  a  wise  physician  he  will  not  let  her  out  of  his 
office  until  he  has  examined  her  most  thoroughly ;  but  if  he  is 
a  little  indifferent  to  the  significance  of  such  signs,  he  will  dis- 
miss her  with  a  little  medicine  and  trust  to  kind  nature  to  do 
the  rest.  But  kind  nature  has  more  than  she  can  handle  un- 
aided and  she  has  already  run  up  signals  of  distress,  but  the 
easy-going  physician  has  failed  to  interpret  her  signals.  A  few 
days  elapse  and  the  physician  is  sent  for  hurriedly,  his  patient  is 
suffering  excruciating  pain  in  the  right  ovarian  region,  which 
comes  on  at  frequent  intervals  with  more  or  less  regularity 
and  increasing  intensity.  She  has  a  slight  uterine  flow  and 
some  bearing-down  pains.  If  his  easy-going  indifference  is 
still  present,  he  will  regard  it  as  a  miscarriage  and  tell  her  she 
must  expect  a  little  pain  until  the  uterus  empties  itself.  But  if 
his  caution  has  returned  he  will  immediately  make  a  thorough 
bimanual  examination  and  discover  to  his  surprise,  that  in- 
stead of  the  uterus  being  as  large  as  a  two-months'  pregnancy 
would  indicate,  it  is  scarcely  larger  than  normal,  but  to  the  right 
of  that  organ  is  an  exquisitely  s'ensitive  throbbing  lump,  about 
the  size  of  a  walnut.  He  finds  from  the  os  a  membrane  pro- 
truding, which  he  carefully  removes  and  examines.  It  is  some- 
what tent-shaped  and  can  be  pulled  over  the  finger  like  a  cot, 
but  it  is  entirely  different  from  a  placenta. 

He  cannot  now  fail  to  recognize  the  danger  signals,  and  fort- 
unate for  the  woman  if  he  has  recognized  them  sufficiently 
early  to  save  her  life.  She  has  a  right  tubal  pregnancy,  which 
is  upon  the  verge  of  rupture.  Here,  too,  the  salvation  rests 
only  in  an  immediate  abdominal  section. 

The  recognition  of  all  malpositions  of  the  uterus  are  so  easy, 
that  I  scarce  need  to  dwell  upon  the  method  to  be  pursued  to 
determine  the  condition,  but  it  must  not  be  forggtten  that  many 
of  the  so-called  malpositions  are  really. due  to  abnohmalities 
of  the  tubes  and  ovaries,  or  to  foreign  growths. 

To  attempt  to  replace  an  apparently  retroverted  fundus, 
which  has  become  retroverted  or  fixed  because  of  an  old-time 
salpingitis,  resulting  in  contracted  ligaments  and  thickened 
tubes,  would  be  to  produce  almot  irreparable  damage.  The 
attempt  to  replace  such  a  fundus,  either  by  tampons,  pessaries 
or  the  fingers,  would  cause  breaks  and  tears  in  the  friable  tube 
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walls,  a  fresh  infection  of  the  pelvis  and  a  resulting  pelvic 
peritonitis.  Such  results  are  of  frequent  occurrence,  as  nearly 
every  surgeon  can  testify.  Any  uterus  which  can  be  replaced 
easily,  without  great  pain  to  the  patient,  may  be  regarded  as  a 
safe  uterus  to  treat  by  such  methods  as  are  thought  best. 

When  it  is  not  wise  or  possible  to  operate  such  cases  and  fix 
the  uterus  where  it  belongs,  either  by  ventral  suspension  or  the 
Alexander  method,  then  tamponade,  pessary  or  other  uterine 
supports  may  be  used  as  a  temporary  measure  of  relief. 

In  procidentia,  prolapse  and  inversion  of  the  uterus,  the 
patient  should,  of  course,  stand  on  her  feet  while  the  examina- 
tion is  being  made.  There  is  only  one  method  of  curing  per- 
manently and  satisfactorily  procidentia  or  a  badly  prolapsed 
uterus,  and  that  is  by  ventral  suspension  or  fixation,  at  the  same 
time  repairing  a  ruptured  or  relaxed  perineum. 

The  removal  of  the  uterus  for  a  procidentia  is  a  great  mis- 
take, as  it  will  not  cure  the  prolapsed  pelvic  floor,  which  per- 
sists just  the  same  after  the  uterus  is  out,  thereby  causing  a 
prolapse  of  both  the  bladder  and  the  rectum;  and  the  latter 
state  is  worse  than  the  former. 

Again,  a  patient  presents  herself  to  the  physician;  she  has 
passed  the  menopause  some  months,  or  possibly  a  few  years, 
prior.  She  has  noticed  a  little  bloody  flow  from  the  vagina. 
She  feels  perfectly  well  and  is  surprised  that  she  should  again 
be  unwell  when  she  thought  she  had  finished  menstruating.  If 
her  physician  belongs  to  the  careful  class,  he  will  insist  upon 
a  vaginal  examination,  however  much  she  may  protest  that  it 
does  not  amount  to  anything  and  that  many  of  her  friends 
have  been  similarly  aflfected  after  they  had  ceased  menstruating 
many  months.  But  he  insists,  and  in  pressing  his  fingers 
against  the  cervix,  finds  a  soft  boggy  spot  which  is  sensitive 
to  pressure  and  which  seems  scooped  out,  as  though  gouged  by 
an  instrument.  He  inserts  the  speculum,  turns  on  a  strong 
light,  wipes  away  the  blood  and  finds  that  the  bleeding  does  not 
come  from  the  os  at  all.  but  rather  from  the  little  ulcerated  spot 
which  he  felt  with  his  finger.  This  is  situated  on  the  cervix, 
close  to  the  os,  and  looks  like  a  small  varicose  ulcer  or  a  recent 
vaccination  pustule  which  has  just  begun  to  work.  His  ex- 
perience and  the  authorities  tell  him  that  there  are  but 
two  conditions  which  will  produce  such  an  ulcer ;  one  is  syphilis^ 
the  other  is  cancer.    As  the  elimination  of  one  is  not  difficulty 
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his  course  is  simple  and  imperative.  Remove  the  cancerous 
organs  without  one  day's  unnecessary  delay  and  thereby  pro- 
long the  life  of  the  patient  many  years  or  an  indefinite  period. 

The  failure  to  have  examined  that  patient  upon  the  first  call 
would  have  been  an  inexcusable  crime;  and  yet,  how  many 
physicians  are  inclined  to  look  lightly  upon  the  significance  of 
a  post  cliamacteric  fiow.  In  conditions  of  advanced  carcinoma 
of  the  cervix,  the  indurated  friable  mass  is  so  easily  recog- 
nized, that  it  is  scarcely  possible  to  mistake  it  for  anything 
else.  The  mass  bleeds  easily  and  imparts  to  the  fingers  very 
much  the  same  feeling  as  that  of  partially  baked  clay;  but  it 
is  in  the  very  incipient  ulcer  where  the  physician  is  likely  to 
be  misled,  because  of  the  seeming  insignificance  of  the  lesion. 

Again  we  have  a  patient  at  the  office ;  and  you  will  notice  that 
I  have  introduced  all  of  my  imaginary  patients  first  at  the 
physician's  office,  primarily  because  nearly  all  of  those  pelvic 
affections  begin  so  mildly  as  to  allow  the  patients  to  be  upon 
their  feet  and  to  really  cause  them  but  little  discomfort,  thereby 
not  infrequently  deceiving  the  physician.  This  time  the  patient 
is  approaching  the  climacteric,  but  instead  of  a  gradual  cessation 
o  fthe  flow,  there  has  been  a  steady  increase,  both  in  frequency 
and  quantity.  From  a  flow  lasting  for  three  or  four  days,  it 
has  been  lengthened  to  seven,  ten  or  fourteen  days  and  at  times 
there  is  scarcely  three  days  intermission  between  periods.  I  do 
not  think  I  misstate  the  facts  when  I  say  that  nine-tenths  of  the 
busy  general  practitioners,  when  thus  consulted  will  not  do 
more  than  ascertain  the  age  of  the  patient,  satisfy  themselves 
that  it  is  an  evidence  of  the  menopause,  prescribe  an  internal 
medicine  and  send  her  home.  The  real  facts,  as  borne  out  by 
close  observation,  are  that  nine- tenths  of  the  cases  just  like  the 
above  are  suffering  either  from  uterine  polypus,  uterine  fibroid, 
a  membranous  endometritis,  uterine  adenoids  or  some  malig- 
nant growth  of  the  uterus. 

It  is  unquestionably  true  that  but  few  if  any  normal  women 
flow  more  in  quantity  or  at  more  frequent  intervals  as  they 
approach  the  menopause,  than  did  they  during  their  natural 
menstrual  life.  She  may,  during  the  menopause,  go  for  two, 
three  or  four  months  without  a  flow  and  then  flow  rather  more 
profusely  than  was  her  wont;  but  she  will  not  do  so  with  in- 
creasing quantity  each  month  unless  there  is  an  abnormality. 

In  this  connection  there  are,  I  believe,  two  points  upon  which 
our  women  should  be  instructed : 

I.  So  lode  upon  a  post-climacteric  flow  or  even  a  slight 
show  of  blood  as  a  danger  signal  and  seek  early  council. 
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2.  To  disabuse  their  minds  of  the  belief  that  a  woman  in 
passing  through  the  change  of  life  is  likely  to  flow  more  pro- 
fusely and  more  frequently  than  she  has  heretofore,  and  when 
5he  does  so  flow  to  seek  medical  advice. 

Lest  I  overstep  the  limit  of  time,  I  must  refrain  from  taking 
up  that  exceedingly  interesting  phase  of  pelvic  diagnosis,  the 
distinction  of  pregnancy  from  certain  uterine  growths.  This 
is  a  subject  so  replete  with  interesting,  amusing  and  embarrass- 
ing situations  that  a  whole  chapter  could  be  written  thereon.  A 
few  salient  features,  distinguishing  one  from  the  other  can  be 
briefly  given : 

1.  Never  take  it  for  granted  that  a  woman  is  pregnant  be- 
cause she  tells  you  she  is ;  or  on  the  contrary,  don't  be  too  ready 
to  agree  with  her  when  she  tells  you  she  is  not,  if  there  are  any 
suspicious  signs  that  she  is  so.  I  do  not  mean  to  say  that  it 
is  necessary  to  examine  every  woman  who  comes  to  you  and 
tells  you  she  is  pregnant,  but  some  time,  between  the  third  and 
sixth  month,  a  careful  examination  should  be  made  and  the 
conditions  determined  as  nearly  as  possible. 

2.  A  carefully  obtained  history  of  the  case  will  be  of  great 
value.  A  uterine  fibroid  or  an  ovarian  cyst  will  not  develop 
just  the  same  as  a  pregnant  uterus. 

3.  The  bimanual  method  of  examination  will  most  generally 
enable  the  physician  to  distinguish  between  an  empty  uterus 
and  an  ovarian  cyst. 

4.  A  pregnant  uterus  is,  in  the  large  majority  of  instances, 
much  softer  and  more  pliable  than  a  fibroid.  A  fibroid  uterus 
or  an  ovarian  cyst  will  generally  push  the  uterus  down  well 
into  the  pelvis,  so  that  ballottement  cannot  be  obtained.  A 
cyst  or  a  fibroid  will  not  ordinarily  cause  the  cervix  to  look 
purple  in  color  as  does  pregnancy. 

As  the  pregnancy  advances  the  outlines  of  the  fetus  can  be 
distinguished  unless  the  abdominal  wall  is  too  fat  to  distinguish 
anything  beneath  it.  As  to  movements  and  fetal  heart  beats, 
those  are  frequently  so  indefinite  as  to  render  them  unreliable 
signs  to  depend  upon.  But  notwithstanding  the  utmost  care 
and  skill  employed  in  endeavoring  to  distinguish  between  preg- 
nancy and  pelvic  growths,  the  best  men  are  not  infrequently 
deceived,  even  to  the  extent  of  opening  the  abdomen  under  the 
impression  that  they  would  find  a  fibroid,  only  to  discover  a 
normal  pregnancy. 

I  am  aware  I  have  but  hastily  given  you  the  essentials  of 
diagnosis  in  some  of  the  more  prominent  pelvic  diseases.  There 
are  many  aflfections,  however,  which  for  want  of  time  I  have 
not  touched  upon  at  all.  But  I  should  like  to  emphasize  again 
my  former  statement.  Do  not  undertake  to  treat  any  pelvic 
disorder  in  a  married  woman  without  making  a  painstaking 
bimanual  examination. 
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DYSMENORRHEA. 

BY    C.    E.    SAWYER,  M.    D. 

Normal  menstruation  is  a  natural  physiological  function, 
wholly  free  from  any  discomfort.  The  menses  should  arrive 
and  depart  at  regularly  stated  periods  without  pain  or  distress 
and  woman  should  be  as  unconscious,  except  for  physical  mani- 
festations, of  the  menstrual  cycle  as  she  is  of  the  secretion  of 
urine,  the  digestion  of  food  or  the  automatic  operation  of  the 
heart,  and  any  departure  from  this  natural  condition,  so  far 
as  dysmenorrhea  is  concerned,  depends  upon  one  of  two  states 
of  the  human  economy.  First,  some  real  organic  change  within 
the  generative  system  itself,  or  second,  upon  some  general  con- 
stitutional incompetency.  Either  of  these  causes  may  operate 
singly  or  combinedly,  and  for  this  reason  it  becomes  vastly  im- 
portant that  we  look  with  the  greatest  care  into  the  causes  of 
dysmenorrhea  when  considering  the  matter  of  treatment. 

By  so  doing  we  learn  that  the  possibilities  in  the  treatment 
of  dysmenorrhea  oftentimes  go  beyond  the  mere  fact  of  local 
disorder — it  has  to  do  with  disturbed  physiological  function 
which  neither  begins  nor  ends  with  the  generative  system,  but 
affects  as  well  the  whole  human  economy. 

Dysmenorrhea  is  in  the  majority  of  instances  a  disturbance 
of  the  general  nervous  system  and  to  be  treated  successfully 
must  be  regarded  as  such.  Therefore  the  old  classification, 
obstructive,  congenital,  neuralgic,  membranous,  etc.,  do  not 
signify  much,  they  have  to  do  rather  with  manifestations  than 
conditions,  they  are  effects,  not  causes,  symptoms  not  disease. 

This  being  true,  it  is  necessary  that  the  line  of  treatment 
adopted  should  be  broader  than  this  classification  contemplates. 
On  this  assumption  it  is  necessary  to  go  farther  and  deeper 
than  simple  retrenchment  against  the  occurrence  of  pain  and 
suffering  during  the  cycle.  To  ferret  out  the  causes  and  really 
cure  dysmenorrhea,  we  must  go  into  the  family  history,  personal 
idiosyncrasies,  individual  habits  and  surroundings  and  lead  up 
step  by  step  to  the  present  disturbance.  Want  of  care  in 
investigation  of  causes  will  leave  many  a  case  to  continue  but 
temporarily  relieved,  if  relieved  at  all,  when  it  should  be  cured 
and  cured  permanently. 

To  simplify  the  subject  I  shall  in  my  discussion  regard  dys- 
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menorrhea  as  due  either  to  local  organic  change  in  some  of  the 
organs  of  the  generative  system,  or  as  the  result  of  some  gen- 
eral constitutional  disorder.  Among  the  former  we  may  have 
sclerosis  of  the  ovaries,  inflammation  of  the  tubes,  displace- 
ment of  the  uterus,  fibrous  growths  or  stenosis  of  the  cervical 
canal.  Fortunately  these  are  all  conditions  which  may  be  read- 
ily diagnosed  by  careful  physical  examinations  and  no  doctor, 
however  good  his  guessing  propensities  or  however  great  his 
intuitive  foresight,  should  ever  fail  in  any  case  of  dysmenor- 
rhea to  make  a  careful  examination,  and  if  any  of  the  above 
named  physical  conditions  do  exist,  ordinarily  nothing  but  sur- 
gical interference  will  suffice  and  no  method  short  of  radical 
surgical  means  will  cure.  There  are  remedies  which  may  even 
in  these  cases  mitigate  the  suffering,  there  are  means  which  may 
relieve  the  trouble  temporarily,  but  so  far  as  cure  is  concerned 
they  are  only  makeshifts  and  should  be  so  labeled. 

If  it  is  a  sclerosed  ovary  that  is  causing  the  trouble,  take  it 
out,  it  is  already  worse  than  dead  and  consequently  worse  than 
useless.  If  it  is  an  inflamed  and  thickened  tube  which  will  not 
yield  to  carefully  indicated  treatment,  after  a  reasonable  time, 
remove  it,  it  is  only  a  menace  to  life  and  should  be  eradicated. 
If  it  is  a  fibroid  growth,  much  may  oftentimes  be  accomplished 
by  ^internal  medication  and  the  local  applications  of  electric 
means.  In  this  connection  as  a  medicinal  remedy,  I  would  call 
your  attention  to  the  iodide  of  lime  given  in  five  grain  doses 
three  times  a  day.  Within  the  past  year  I  have  treated  suc- 
cessfully three  cases  of  dysmenorrhea  due  to  fibroid  growths 
to  complete  recovery  by  the  combined  use  of  the  violet  ray 
applied  externally  and  the  iodide  of  lime  given  internally.  In 
each  of  these  cases  the  distress  at  each  menstrual  period  was  so 
agonizing  as  to  put  the  patients  in  bed  for  at  least  two  days  out 
of  twenty-eight. 

In  cases  where  medicinal  and  other  means  are  not  sufficient, 
there  should  be  no  hesitancy  in  surgical  procedure;  enuclea- 
tion of  the  tumor  is  usually  easily  accomplished,  this  too,  with- 
out compromising  anv  of  the  organs.  This  is  a  field  in  which 
gynecological  surgery  has  won  many  laurels  because  it  saves 
rather  than  destroys.  In  the  event  of  malposition  being  the 
cause  of  dysmenorrhea,  the  needs  are  self-evident,  nothing  but 
overcoming  this  will  be  sufficient  to  the  end  and  whatever 
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operation  or  treatment  accomplishes  this  best,  will  be  most 
serviceable. 

If  a  patient  has  real  stenosis  of  the  uterine  canal,  there  is 
but  one  sensible  thing  to  do,  that  is  to  anesthetize  her  and 
dilate  the  canal  freely,  fully,  thoroughly,  only  desisting  when 
all  resistance  has  been  overcome.  Temporizing  in  this  matter 
is  worse  than  useless.  I  would  remind  you  that  a  small  sound 
passed  within  the  uterus  is  always  accompanied  with  more  or 
less  danger,  while  complete  dilatation  is  absolutely  harmless. 
Stenosis  is  generally  regarded  as  a  very  common  cause  of  pain- 
ful menstruation,  but  my  own  observation  disproves  this.  If 
all  things  else  are  equal,  if  the  constitutional  forces  are  acting 
properly,  the  normal  menstrual  discharge  requires  but  a  small 
opening  for  its  outlet  and  a  pinhole  os  does  not  by  any  means 
always  indicate  obstruction  to  flow  and  consequent  pain.  Such 
physical  appearances  are  misleading  and  it  is  in  this  particular 
class  of  cases  that  extreme  care  in  diagnosis  is  necessary  and 
without  this  care  the  gynecologist's  reputation  may  be  com- 
promised, for  if  he  promises  cure  by  dilatation  alone,  his  prom- 
ise may  never  be  realized. 

This  is  one  of  the  cases  in  which  there  is  some  general  con- 
stitutional deficiency  and  this  brings  us  to  the  consideration  of 
the  second  class  of  cases,  viz. :  the  one  in  which  general  consti- 
tutional forces  are  at  fault  and  for  which  the  treatment  to  be 
employed  must  be  general,  more  persistent,  less  heroic  and 
more  continuous  than  in  cases  where  surgical  interference  is 
indicated. 

To  illustrate  the  class  of  cases  to  which  I  now  refer  I 
would  remind  you  of  the  numerous  cases  of  young  women  who 
come  to  every  gynecologist  for  relief  from  this  affliction,  the 
history  of  many  of  which  is  imperfect  and  the  cause  vague. 
Local  examination  reveals  no  specific  cause.  The  uterus  may 
be  normal  in  position,  size,  shape  and  form,  the  cervical  canal 
reasonably  patulous,  the  tubes  and  ovaries  practically  normal 
and  yet  the  pain  at  the  menstrual  period  extremely  distressing. 
This  is  what  I  denominate  the  trying  case  of  dysmenorrhea. 
Trying  because  of  a  lack  of  significant  sjrmptoms,  trying  be- 
cause the  patient  is  not  always  agreeable  to  the  persistency  of 
effort  in  its  overcoming,  trying  because  it  is  difiicult  to  impress 
the  patient,  and  those  related,  with  the  importance  of  the  cor- 
rection of  habits  of  life  and  modes  of  living.     In  the  majority 
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of  this  class  of  cases  we  find  two  prevailing  conditions,  one 
a  highly  organized  over  sensitive  nervous  system,  the  other  a 
marked  disposition  to  rapid  congealing  of  the  blood  and  of 
congestion  of  all  tissues.  As  a  result  of  these  shortcomings,  it 
will  be  found  that  there  is  an  imperfect  condition  of  elimination 
going  on  within  the  body  at  all  times.  Examination  of  the 
urine  will  show  high  specific  gravity,  scanty  flow  with  deposits 
of  urates  and  phosphates  in  abundance.  As  a  result  of  this 
there  is  going  on  within  the  system  a  condition  of  auto-intoxi- 
cation and  all  infection  no  matter  what  its  source,  disturbs  the 
nervous  system  pre-eminently. 

With  this  condition  existing  constantly,  with  the  eliminative 
forces  loaded  to  their  capacity,  the  menstrual  cycle  brings  not 
only  extra  duty  to  the  nervous  mechanism,  but  likewise  extra 
responsibility  to  the  eliminative  forces  and  without  help  to  carry 
on  these  extra  demands,  pain  is  a  consequence,  a  consequence 
too,  which  can  only  be  overcome  by  constitutional  forces  opera- 
ting in  a  proper  direction.  These  are  the  cases  which  have  to 
be  studied  from  a  general  standpoint.  They  are  the  ones  in 
which  matters  of  diet,  general  habits  of  life  and  modes  of  living 
have  to  be  taken  into  consideration.  They  need  to  be  taught 
the  importance  of  general  physical  improvement,  they  must  be 
instructed  in  matters  of  diet,  they  must  be  led  to  know  that 
sweets,  that  stimulants,  that  highly  seasoned  foods  and  that  a 
nitrogenous  diet  is  hurtful  and  consequently  they  must  be 
restricted  in  these  particulars.  These  cases  need  plenty  of 
outdoor  exercise.  They  should  be  taught  to  breathe  deeply, 
to  be  regular  in  their  habits  of  bowel  and  bladder  movement, 
to  live  as  much  as  possible  in  the  open  air.  These  are  the  cases 
that  should  be  restricted  in  social  demands,  in  mental  require- 
ments and  physical  waste ;  unless  these  conditions  are  taken  into 
account,  the  indicated  remedy  will  be  ineffectual  and  the  results 
unfavorable. 

A  young  woman  presenting  these  constitutional  conditions 
should  be  instructed  explicitly  in  her  mode  of  living.  She 
should  be  told  of  the  necessity  of  keeping  all  of  the  eliminative 
organs  active,  the  body  should  be  bathed  frequently  and  rubbed 
briskly  with  a  flesh  brush.  She  should  drink  freely  of  pure 
water  and  take  plenty  of  outdoor  exercise.  In  other  words, 
anything  and  everything  that  will  bring  about  the  most  perfect 
condition  of  elimination  and  assimilation  must  be  employed. 

I  have  purposely  omitted  drugs  and  their  use  because  I  take 
it  that  every  physician  knows  when  these  are  indicated  and  how 
to  prescribe  them,  but  I  do  know  that  every  physician  does  not 
realize  the  importance  of  thoroughness  in  examination,  care  in 
diagnosis  and  the  necessity  of  urging  surgery  when  indicated, 
and  the  correction  of  faulty  habits  of  living,  and  it  is  to  em- 
phasize these  particular  points.that  I  find  excuse  for  this  paper. 
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THE   OBLIGATION   OF  THE  PHYSICIAN   IN   THE 
CARE  OF  OBSTETRIC  CASES.* 

BY  B.  FRANK  BETTS,  M.  D. 

In  a  paper  recently  published  in  a  prominent  New  York  Med- 
ical Journal  entitled  "  Causes,  Consequences,  and  Care  of  In- 
juries to  the  Parturient  Canal,"  the  following  statement  is  made. 
"  It  is  no  exaggeration  to  claim  that  a  large  portion  of  the  work 
of  the  operating  g>'neocologist  is  but  a  consequence  of,  or  a 
sequel  to  the  inefficiency  of  the  general  practitioner  in  his  ob- 
stetric work."  Similar  statements  appearing  in  other  journals 
have  induced  me  to  inquire  into  this  subject  which  calls  in 
question  the  professional  ability  and  social  standing  of  a  large 
portion  of  the  medical  fraternity,  and  as  a  gynecologist  of  ex- 
perience I  believe  that  these  statements  are  not  warranted  by 
facts  as  we  find  them. 

It  is  not  uncommon  for  g>'necologists  to  be  obliged  to  listen 
to  the  recital  of  accusations  made  by  patients  who  have  been 
led  to  believe  that  their  ills  have  resulted  from  the  neglect  or 
insufficient  skill  of  physicians  who  were  in  attendance  at  the 
time  of  parturition,  when  they  are  aware  of  the  fact  that  many 
accidents  which.occur  at  this  time  are  unavoidable. 

Therefore  there  is  need  for  a  better  understanding  of  this 
subject,  and  from  a  sociological  standpoint,  the  question  is 
worthy  of  our  serious  consideration  for  the  obstetric  art  has 
kept  pace  with  other  departments  of  medical  practice  in  a  great 
deal  that  counts  for  the  relief  of  suflfering  and  saving  of  human 
life  and  our  profession  does  not  intentionally  ignore  its  obliga- 
tions to  women  in  one  of  the  most  important  epochs  in  the  his- 
tor>'  of  the  human  race.  When  the  welfare  of  half  of  the  com- 
munity is  intrusted  to  its  care, — whilst  in  the  performance  of  the 
highest  and  noblest  social  function — that  of  giving  birth  to 
offspring,  we  cannot  believe  that  it  fails  to  appreciate  the  burden 
of  the  responsibility  assumed.  It  is  not  the  profession,  but 
rather  the  laity  that  is  responsible  for  much  suffering  following 
childbirth. 

Parturition  has  been  looked  upon  as  a  purely  physiological 
process  and  the  necessity  for  skilled  attendance  at  this  time 
is  not  fully  appreciated  by  the  public  in  general.     In  many 

♦  Read  at  the  annual  meeting  of  the  Homeopathic  Medical  Society  of  Penn- 
sylvania. 
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districts  physicians  are  debarred  from  giving  their  cases  the 
attendance  necessary  because  they  are  not  consulted  in  time, 
or  because  they  are  required  to  relinquish  their  attendance 
-early,  to  save  expense  to  the  family.  For  the  skill  required, 
the  time  consumed,  and  the  tax  upon  the  physical  resources  of 
the  profession,  this  part  of  medical  practice  is  most  unremunera- 
tive  and  the  common  mind  will  not  appreciate  the  fact  until  the 
profession  places  a  just  estimate  upon  the  value  of  the  service 
rendered.  At  present  practitioners  are  assuming  obligations 
which  they  are  debarred  from  fulfilling,  by  reason  of  social 
customs  which  it  is  our  duty  to  modify  by  persistent  educational 
methods. 

The  first  step  in  this  direction  will  be  taken  when  we  clearly 
define  the  nature  of  the  service  required  of  the  physician  in 
the  care  of  an  obstetric  case. 

It  covers  three  distinct  periods — 

First — The  period  of  gestation  : 

Second — Parturition : 

Third — The  lying-in  period ;  as  it  is  usually  termed. 

In  all  our  modern  text-books  on  obstetrics,  the  necessity  for 
professional  supervision  of  cases  of  gestation  is  recognized 
and  especially  in  homeopathic  practice  do  we  find  many  argu- 
ments advanced  which  should  induce  patients  to  consult  their 
physicians  during  this  period,  not  only  to  secure  their  own  com- 
fort but  the  welfare  of  offspring  also.  In  all  cases  the  physi- 
cian labors  under  many  disadvantages  when  he  knows  nothing 
of  the  patient's  family  history,  or  her  own  inherent  physical 
defects  before  parturition,  and  many  physicians  refuse  to  at- 
tend cases  that  have  not  consulted  them  upon  these  subjects 
before  this  time.  The  necessity  for  a  careful  measurement  of 
the  pelves  of  primagravida  and  when  necessary  a  premature 
delivery,  are  facts  well  recognized  by  the  profession  and  if  the 
patient  cannot  assume  the  expense  of  such  measurements  and 
advice  the  services  of  our  charitable  institutions  should  be  in- 
'voked. 

The  detection  of  malpositions  of  the  fetus  near  the  onset  of 
labor  is  important,  and  the  professional  care  of  the  patient's 
health  previous  to  this  period  has  much  to  recommend  it,  es- 
pecially in  the  application  of  tests  for  puerperal  albuminuria, 
which  we  all  recognize  as  a  danger  signal  preceding  eclamp- 
sia. 
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During  parturition  the  physician  assumes  very  important  ob- 
ligations, as  all  will  admit.  In  the  matter  of  securing  surgical 
antisepsis  at  this  period  I  need  say  nothing,  as  this  fact  is  so 
generally  conceded.  Yet  to  be  available  for  good  this  boon 
must  be  secured  at  the  very  onset  of  labor  and  the  physician  can- 
not be  held  responsible  for  defects  if  they  occur  in  his  absence. 

The  skill  of  the  profession  has  diminished  the  perils  of  child- 
birth in  almost  a  miraculous  manner,  yet  it  is  important  that 
this  skill — ^to  be  efficient — ^should  be  ever  vigilant.  The  close  of 
the  second  stage  of  labor  is  attended  with  the  greatest  danger 
to  the  integrity  of  the  parturient  canal,  especially  at  the  perineal 
outlet,  and  the  physician's  skill  is  then  taxed  to  the  uttermost. 

But  the  record  the  profession  has  made  within  the  past  thirty 
years  is  most  creditable  in  this  report.  The  eminent  Matthews 
Duncan  stated  long  ago,  that  in  sixty  per  cent,  of  obstetric  cases 
an  extended  tear  of  the  perineum  would  occur,  especially  in 
primipgtra.  At  4iie  present  tone  the  percentage  can  be  reduced 
to  thirty  per  cent.,  as  cited  by  eminent  authorities  in  Reed's 
Text-book  of  Gynecology,  page  257.  In  the  obstetric  clinic  at 
Halle,  Germany,  every  known  method  of  perineal  protection  has 
reduced  the  percentage  to  21.1. 

Lateral  incision  of  the  vulva  does  much  to  guard  against  a 
serious  rupture  of  this  kind  and  as  no  harm  arises  from  it,  if 
a  clean  instrument  is  used  and  the  parts  are  cleaned  before  the 
incisions  are  made,  it  is  frequently  resorted  to.  But  when  the 
vulva  is  misplaced  upward  at  the  outer  extremity  of  the  vagina, 
as  when  the  fourchette  is  close  up  to  the  lower  border  of  the 
symphysis,  extensive  tears  are  inevitable,  if  the  child  is  large 
and  the  parts  are  rigid.  When  the  distance  between  the  anus 
and  fourchette  measures  an  inch  and  a  half  or  two  inches,  in- 
stead of  being  barely  an  inch  in  extent,  which  is  normal,  it  is 
liable  to  be  torn  by  the  direct  pressure  of  the  presenting  part, 
and  when  such  a  rupture  has  started  the  delivery  of  the  after- 
coming  parts,  such  as  the  shoulders,  or  breech,  may  increase  the 
laceration,  and  the  physician  should  not  be  blamed  for  the  ex- 
tensive rupture  produced.  If  instruments  are  required  in  cases 
of  retarded  labor  due  to  small  vulvar  opening  and  rigid  peri- 
enum,  some  rupture  is  often  inevitable.  Irreducible  occipital 
posterior  positions  which  the  physician  reaches  late,  often  re- 
quire the  application  of  forceps  and  a  tear  results.  In  some 
cases  the  vitality  of  the  tissues  has  been  seriously  impaired  and 
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the  physician  cannot  be  held  responsible  for  rupture  that  ensues 
or  the  possible  failure  in  his  efforts  to  secure  good  union  by 
immediate  operation  afterward. 

Very  strong  uterine  action,  or  voluntary  muscular  efforts 
upon  the  part  of  the  patient,  will  result  in  rupture  in  many  in- 
stances, especially  when  the  structures  of  the  perineum  are  very 
rigid  from,  age  or  too  friable  from  general  inanition. 

There  is  a  concealed  laceration  of  the  fibus  of  the  muscles 
constituting  the  floor  of  the  pelvis  or  an  attenuation  of  the  fibers 
of  some  or  all  of  these  muscles  which  frequently  occurs  and 
constitutes  one  of  the  most  complicated  accidents  incident  to 
childbirth.  When  these  muscles  lose  their  tone,  are  small  and 
atonic  or  when  their  nerve  supply  is  impaired,  we  have  a  con- 
dition subsequently  developed  which  up  to  the  present  time  has 
been  generally  overlooked.  It  is  the  cause  of  great  discomfort 
and  often  accompanies  prolapsus  uteri  at  a  later  period  of  life. 
The  condition  may  be  called  prolapsus  of  the  pelvic  floor,  for 
a  line  drawn  from  one  tube  ischi  to  the  other  will  be  defected  by 
the  bulging  of  the  pelvic  floor  and  in  sitting,  this  part  of  the 
body  receives  the  impact  first,  instead  of  the  ischial  tuberosities. 
The  ordinary  repair  of  a  lacerated  perineum  closes  the  vulvo- 
vaginal orifice,  but  in  many  instances  the  prolapsed  condition 
of  the  pelvic  floor  remains  the  same  and  no  adequate  means 
have  yet  been  devised  for  effectual  relief.  Whilst  the  extreme 
degree  of  prolapsus  of  the  pelvic  floor  mentioned  above,  may 
not  be  met  with  until  near  the  close  of  the  child-bearing  period 
the  influences  producing  this  defect,  frequently  originate  in 
some  protracted  or  complicated  delivery,  and  the  physician  is 
not  responsible  for  the  condition  that  follows. 

Whilst  the  early  application  of  the  forcei>s  or  their  injudi- 
cious use  may  lead  to  laceration  of  the  cervix  and  even  the  va- 
ginal walls,  the  conical  cervix,  due  to  hyperplastic  inflamma- 
tion before  conception,  will  most  always  be  extensively  torn  at 
parturition,  and  in  cases  in  which  there  has  been  an  irreducible 
anteflexion  of  the  cervix  from  lack  of  development  in  the  an- 
terior vaginal  wall,  lacerations  are  most  liable  to  occur  and 
under  such  circumstances  the  physician  is  not  responsible  for 
the  accident. 

When  a  very  extensive  injury  to  the  vaginal  passage  has  oc- 
curred, the  physician  in  general  practice  cannot  be  expected 
to  secure  for  the  patient  the  best  results  by  operative  treatment^ 
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unless  he  is  assisted  by  a  specialist  equipped  with  all  the  surgi- 
cal appliances  necessary.  Yet  in  the  absence  of  the  latter  much 
better  results  will  be  obtained  if  the  parts  to  be  brought  together 
are  thoroughly  exposed  to  view,  whilst  they  are  being  cleansed 
and  the  sutures  are  being  applied.  The  patient  should  lie 
across  the  bed  and  when  solutions  and  all  the  necessary  ap- 
pliances are  in  readiness,  the  vulvar  orifice  should  be  thoroughly 
separated  by  my  obstetric  vaginal  speculum,  a  modification  of 
Sims  speculum,  which  is  so  constructed  as  to  be  self-retaining. 

With  a  wad  of  sterile  gauze,  the  upper  portion  of  the  vaginal 
passage  about  the  cervix,  is  plugged,  to  prevent  discharges 
from  coming  down,  and  a  curved  needle,  threaded  with  catgut, 
is  passed  underneath  the  upper  edges  of  the  tear  first  and  in 
successive  steps  the  rents  are  closed  from  above  downward 
toward  the  perineum  by  approximating  the  torn  mucus  edges  of 
the  vaginal  canal,  whilst  the  perineal  laceration  is  the  last  to 
claim  attention.  In  some  cases  two  tiers  of  vaginal  sutures 
will  be  required  to  accurately  approximate  the  severed  fibers 
of  the  muscular  pelvic  floor,  the  innermost  tier  remaining 
buried,  of  course. 

In  this  manner  all  injuries  to  the  parturient  canal  below  the 
cervix  are  repaired  as  soon  after  the  completion  of  the  third 
stage  of  labor,  as  the  patient's  condition  will  permit. 

Without  excusing  any  neglect  upon  the  part  of  physicians, 
it  must  be  recognized  that  it  is  not  always  possible  to  prevent 
injury  to  the  parturient  canal  during  the  passage  of  a  large 
child  through  a  small  vulvar  orifice,  and  neither  is  it  always 
possible  to  secure  union  after  operative  treatment,  performed  in 
the  most  skillful  manner,  if  the  patient's  general  condition  of 
health  is  bad. 

During  the  LyingAn-period  the  physician's  attention  is  again 
required  until  the  patient  can  be  pronounced  well,  or  so  far  re- 
covered as  to  make  it  unnecessary  for  him  to  continue  his  pror 
fessional  attendance. 

Nothing  is  more  desirable  in  the  education  of  the  laity  upon 
this  subject,  than  the  recognition  of  the  fact  that  there  can  be 
no  time  limit  fixed,  for  the  lying-in-period  suited  to  all  cases. 
As  in  other  instances  in  which  patients  are  confined  to  their 
apartments  from  sickness  or  disability,  the  physician  should 
satisfy  himself  of  the  recovery  of  the  case  and  the  physical 
ability  of  the  patient  to  assume  the  arduous  duties  pertaining 
to  motherhood,  before  he  voluntarily  relinquishes  his  care  and 
attention. 
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BY  H.  P.  SKILES,  M.  D., 
Surgeon  at  Garfield  Park  Sanitarium. 

An  alarming'  question  is  what  shall  be  done  with  the  ever 
incr^sing  number  of  mentally  diseased.  The  great  problem  is 
to  determine  what  can  be  done  to  prevent  the  increase  of  in- 
sanity. Must  we  wait  until  the  patient  has  lost  entire  control 
before  any  remedy  is  applied?  The  time  will  come  when  it 
will  be  the  duty  of  the  state  to  see  to  the  mental  condition  of  its 
people  before  it  is  irretrievably  lost.  The  relation  of  the  body 
functions  to  the  mental  apparatus  is  one  of  the  primary  ideas 
in  the  correction  of  all  aberration.  Likewise  the  dependence 
of  normal  thought  upon  normal  function  must  ever  be  kept  in 
mind.  The  common  saying  that  "he  is  physicially  well  but 
mentally  unbalanced  "  is  not  the  truth.  While  the  character  of 
the  delusion  does  not  always  indicate  the  physical  lesion,  or  lo^ 
cate  the  disease,  yet  it  will  often  aid  to  our  correct  diagnosis. 
The  saying  "Canst  thou  not  minister  to  a  mind  diseased?" 
comes  to  every  physician.  One  whi  treats  mental  cases  must 
understand  how  to  treat  physical  ailments,  for  from  a  diseased 
portion  of  any  part  of  the  anatomy  may  come  that  which  may 
cause  delusions,  mania,  stupor,  melancholia  or  death. 

It  is  not  always  that  the  judgment  of  the  insane  is  wrong, 
as  it  is  that  the  senses  are  wrong. 

As  Locke  says,  an  insane  person  draws  a  just  inference  fiom 
false  principles.  When  we  can  arrive  at  the  conclusion  that  the 
different  forms  of  mental  diseases  are  not  mental,  per  se^  but 
the  result  of  physical  malady,  then  we  believe  that  the  time  will 
have  come  when  a  large  percentage  of  the  now  so-called  in- 
curable cases  will  be  cured. 

I  would  not  be  a  materialist,  yet  if  we  are  to  treat  the  menial 
cases,  we  must  have  for  a  basis  honest  and  thorough  physical 
treatment,  using  all  the  appliances  of  medicine  and  surgery^ 
and  all  of  their  aids. 

Physical  examination  must  be  as  thorough  as  possible, 
using  all  the  ordinary  means,  and  when  these  are  exhausted, 
under  an  anesthetic,  complete  the  examination. 

Sometimes  it  will  take  weeks  before  we  can  make  a  thorough 
diagnosis  of  the  case,  for  we  have  little  to  help  us  except  the 
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objective  symptoms,  because  the  patient's  perceptions  are  wrong 
as  his  conclusions  are  wrong. 

We  must  recognize  that  they  are  sick  and  that  absolute  quiet 
is  an  absolute  necessity.  We  find  that  they  improve  more 
readily  if  they  are  quiet,  even  if  forced. 

Protection  from  friends  is  one  of  the  greatest  requirements. 
Invariably  does  a  visit  or  call  from  a  friend  upset  the  mental 
patient.  Correspondence  is  one  of  the  hardest  things  to  control, 
and  yet  one  of  the  greatest  importance.  Few  people  have 
tact  enough  to  visit  a  nervous  patient,  much  less  a  mental  one. 
A  half  hour's  visit  will  often  disturb  a  patient  so  that  it  will 
take  hours,  and  sometimes  days  to  regain  what  he  has  lost 
by  the  visit. 

It  is  not  strange  that  people  should  wish  to  see  their  friends. 
The  anxiety  of  the  relatives  requires  more  time  and  patience 
to  control  on  the  part  of  the  physician  than  it  does  to  treat  the 
patient.  Again  and  again  they  have  to  be  instructed  in  regard 
to  the  patient's  recovery. 

If  there  is  surgical  work  to  be  done,  it  is  our  judgment  that 
it  should  not  be  done,  if  it  can  be  postponed,  during  the  acute 
stage.  Yet  this  only  a  matter  of  judgment.  Sometimes 
the  surgical  work  can  be  done  on  some  after  a  few  days  of  per- 
fect rest.  On  other  patients  it  does  not  seem  best  until  several 
weeks  have  elapsed.  As  in  ordinary  surgical  cases,  we  must 
measure  the  patient's  recuperative  force. 

Case  L  Mrs.  H.,  age  44,  mother  of  four  children,  was 
admitted  to  Garfield  Park  Sanitarium  in  1893.  She  had  been 
in  Kankakee  for  one  year,  was  taken  out  about  two  months 
prior,  and  had  been  operated  on  for  hysterectomy  and  the  Amer- 
ican operation  for  hemorrhoids  with  marked  improvement.  »  In 
fact,  so  much  so,  that  her  family  insisted  on  taking  her  home, 
which  they  did  contrary  to  their  physician's  advice. 

In  a  few  days  she  became  violent  and  was  brought  to  me. 
At  this  time  she  became  very  stubborn  and  quiet,  except  for 
almost  constant  moaning.  It  took  three  nurses  to  give  her  a 
bath,  and  with  difficulty  was  she  fed  enough  to  keep  her  alive. 
Under  chloroform  I  found  no  uterus,  and  that  there  was  a  raw 
surface  about  half  an  inch  wide  at  the  lower  end  and  the  entire 
circumference  of  the  rectum. 

This  was  treated  about  once  every  week  under  chloroform, 
by  dilation  and  cautery,  for  about  nine  months;  and  then  for 
three  months  by  forced  feeding  and  the  administration  of  kali 
phos.  and  arsenicum  alb.     She  was  discharged  as  cured,  except 
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that  during  the  twelve  months  I  advised  she  had  as  far  I  had 
heard,  never  spoken  a  word. 

At  the  end  of  twelve  months  I  advised  the  husband  to  take 
her  home,  telling  him  that  I  believed  that  she  would  talk  within 
a  few  weeks.  He  reported  at  the  end  of  two  months  that  she 
was  all  right  and  able  to  look  after  her  house  as  well  as  ever. 

One  day  during  the  winter  of  1902-3,  a  lady,  well  dressed, 
bright  and  vivacious,  came  into  my  office,  and  I  greeted  her 
with  the  if  I  had  ever  met  her  before.  She  replied  "  Yes."  I 
asked  her  where,  she  said  at  the  sanitarium.  I  asked  her  how 
long  she  had  been  in  the  sanitarium,  she  said  twelve  months. 
Whose  patient  had  she  been  ?  She  said  "  I  was  yours."  I  was 
-completely  nonplussed,  and  said,  "  What  is  your  name  ?  "  She 
replied,  "  Mrs.  H."  I  said  "  I  remember  all  about  you,  but  I 
would  never  have  known  you."  I  had  never  seen  her  dressed 
or  heard  her  speak  a  word. 

She  said,  "  I  came  to  thank  you  for  the  kindness  to  me,  for 
your  encouragement,  and  the  encouragement  of  any  other  poor 
people  who  may  suffer  as  I  did.  I  don't  know  what  made  me 
act  as  I  did,  but  I  remember  all  about  it." 

Case.  II.  Mrs. — ,  44  years  old,  mother  of  eight  children,  was 
l)rought  to  the  santarium  on  the  afternoon  of  December  10, 
1898,  referred  by  Dr.  Printy.  I  was  telephoned  that  she  was 
very  noisy,  and  that  I  must  see  her  at  once. 

As  soon  as  possible  she  was  anesthetized,  and  I  found  that 
she  had  a  lacerated  cervix,  an  incompletely  lacerated  perineimi, 
retroflexion  of  the  uterus  and  hemorrhoids. 

I  straightened  the  uterus,  which  was  subinvoluted,  and  meas- 
ured over  four  inches  in  depth. 

She  had  been,  according  to  the  history,  for  some  time  un- 
usually excited  sexually ;  had  passed  through  some  severe  fam- 
ily troubles,  but  at  this  time  was  violent  with  nymphomania. 

At  times  she  was  very  obscene. 

The  nurses  required  a  great  deal  of  encouragement,  as  they 
would  get  tired  and  almost  out  of  patience  with  her  obscenity. 
I  assured  them  that  it  was  her  physical  condition  that  produced 
the  mental  and  that  as  soon  as  she  would  recover  physically 
she  would  soon  become  well  mentally,  and  that  I  had  no  doubt 
that  they  would  see  an  entirely  different  person. 

I  operated  for  hemorrhoids,  cutting  each  one  off  separately 
and  sewing  the  edges  together  with  fme  catgut  She  was  kept 
in  bed  and  fed  with  what  she  would  take  of  nourishing  mixed 
diet,  and  after  a  few  weeks  the  cervix  was  repaired. 

At  the  end  of  three  months  I  was  delighted  to  report  to  the 
husband  her  improvement,  but  that  she  was  not  strong,  and 
that  I  would  like  to  have  him  come  and  see  her,  but  he  must 
not  see  her  more  than  half  an  hour.  He  came,  but  my  request 
was  disregarded,  and  at  the  end  of  one  whole  day's  visit,  she 
was  frantic,  and  it  took  three  nurses  to  care  for  her. 
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After  another  week's  quiet  I  was  enabled  to  operate  for  perin- 
t)rraphy.  She  was  kept  quiet  as  possible  for  three  weeks,  show- 
ing improvement  from  week  to  week,  so  that  at  the  end  of  four 
months  we  were  enabled  to  move  her  from  the  nervous  depart- 
ment by  having  a  nurse  with  her  constantly. 

She  made  more  rapid  progress  from  this  time,  and  about 
a  week  later  I  wrote  her  hustend  that  she  was  doing  well,  but 
to  be  \&ry  careful  and  not  surprise  her  with  any  news,  good 
or  bad. 

To  my  chagrin,  the  next  morning  she  received  a  telegram 
which  excited  her  very  much.  It  was  a  morning  greeting  from 
her  husband.  The  excitement  lasted  only  a  few  hours,  and  she 
continued  to  improve  and  became  as  lovely  and  as  modest  a  lady 
as  you  would  need  see.  At  the  end  of  six  months  she  went 
home  and  has  been  able  to  take  charge  of  her  own  affairs  ever 
since. 

Case  III.  Miss  Blank,  37  years  of  age,  was  brought  to  the 
sanitarium  by  her  physician  and  nurse  May  i,  1902.  Both 
showed  signs  of  the  night's  entertainment  with  the  patient,  as 
both  had  scratches  and  bruises  on  account  of  her  violence.  She 
was  placed  in  bed  and  restrained.  After  a  few  days  an 
anesthetic  examination  revealed  a  great  deal  of  irritation  in 
the  vagina,  and  also  a  proctitis  and  retroversion  of  the  uterus. 
Although  her  family  showed  culture  and  refinement,  yet  this 
patient  indicated  by  her  speech  that  she  had  neither,  as  her 
language  was  vile  in  the  extreme.  Boric  acid  douches  were 
used  every  day;  large  enemas  of  normal  salt  solution  every 
second  day,  and  once  in  two  days  the  uterus  was  replaced  and 
tampons  of  glycerine  and  belladonna  applied. 

She  was  placed  upon  a  full  diet  and  began  to  improve  but 
the  family  being  very  anxious  to  do  everything  to  hasten  her 
recovery,  called  a  council  of  physicians,  consisting  of  one  gyne- 
cologist to  verify  or  dispute  my  diagnosis;  two  nervous  spe- 
cialists to  approve  or  disapprove  of  the  treatment. 

The  g3mecologist  verified  my  diagnosis,  and  it  was  left  ta 
the  nervous  specialists  to  decide  if  the  conditions  existing  would 
need  to  be  relieved  in  order  to  cure  the  patient. 

They  voted  unanimously  in  the  negative,  but  declared  that  the 
forced  feeding  was  what  had  produced  the  improvement.  Sa 
my  hands  were  tied.  The  forced  feeding  was  continued,  and 
our  patient  gradually  but  surely  relapsed,  becoming  more  vio- 
lent. After  a  few  weeks  I  wished  them  to  call  another  council, 
which  consisted  of  one  physician  who  insisted  that  the  uterus 
should  be  replaced  and  the  former  treatment  was  again  installed 
and  our  patient  again  commenced  to  improve  and  at  the  end  of 
six  months  in  all  went  home  well,  as  a  lovely  and  modest  lady. 

Case  IV.  Miss  F — ,  a  young  lady,  19,  was  brought  to  the 
city  for  treatment  and  taken  to  Lakeside  Hospital,  by  her  home 
physician.     For  some  days  she  had  shown  signs  of  acute  mania. 
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and  on  the  way  to  the  city  they  became  more  pronounced,  and 
during  hed  one  night's  stay  at  the  Lakeside,  they  had  to  give 
her  large  doses  of  hypnotics  and  she  was  brought  to  the  Gar- 
field Park  Sanitarium  the  next  morning,  February  15,  1903, 
in  a  stupid  condition. 

This  girl's  case  showed  that  she  had  been  in  school  for  several 
years.  There  was  no  insanity  in  the  family.  She  was  the 
youngest  of  quite  a  large  family,  and  had  always  been  allowed 
to  have  her  own  way.  The  menses  were  very  scanty  and  had 
been  so  for  a  long  time. 

She  would  quote  a  great  deal  from  prominent  authors,  was 
very  loud  in  speech,  and  at  times  would  become  quite  obscene. 
At  the  end  of  the  second  week  she  was  placed  under  an  an- 
esthetic, the  cervix  dilated  and  the  endometrium  curetted.  In 
addition  the  clitoris  was  unhooded  and  the  rectum  dilated. 
Slight  improvement  followed.  Arsenicum  alb.,  hyos.  were  the 
mam  remedies  until  the  end  of  the  fourth  week,  when  albumin 
was  discovered  in  the  urine.  Remedies  were  changed  to  can- 
tharis,  and  when  she  was  very  violent  she  was  controlled  by 
hyoscine  hydrobromate.  She  was  put  on  liberal  diet,  with 
the  exception  of  meat.  She  improved  so  that  at  the  end  of  two 
and  a  half  months  we  were  able  to  remove  her  from  the  nervous 
department  and  place  her  in  a  room  with  the  ordinary  cases. 
At  the  end  of  three  months.  May  24,  1903,  she  was  discharged 
as  cured.    No  return  of  any  of  her  violent  symptoms  appeared. 

Case  V.  Mrs.  B — ,  35  years  old,  mother  of  four  children, 
had  been  on  a  nervous  tension,  with  her  household  duties,  the 
care  of  her  children  and  the  care  of  an  invalid  mother-in-law, 
as  well  as  a  large  amount  of  church  work. 

She  was  brought  to  the  sanitarium  November  10,  1903,  suf- 
fering from  religious  mania.  Could  not  be  quiet,  and  was  put 
into  bed  and  required  to  stay  there  for  two  weeks  and  fed  pro- 
fusely and  between  meals  until  she  was  quiet  and  slept  well. 
Examination  without  chloroform  revealed  hemorrhoids,  lacer- 
ated cervix  and  perineum.  The  cervix  was  repaired  and  the 
hemorrhoids  removed  and  at  the  end  of  three  weeks  she  was 
removed  from  the  nervous  department,  the  perineum  was  re- 
paired. 

Convalescence  continued.  This  patient  had  very  little  medi- 
cine after  she  had  gained  her  mental  balance ;  as  she  objected  to 
medicine,  and  as  long  as  she  was  quiet  and  improved,  I  prom- 
ised to  allow  her  to  have  her  way.  She  continued  to  improve 
in  thought  and  tone  until  January  7,  1904,  she  was  sent  to  her 
brother's  house  for  four  weeks,  and  then  returned  to  her  family, 
and  passed  through  a  severe  trial  on  account  of  the  death  of 
her  youngest  child,  but  without  any  signs  of  her  mental  trouble. 
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MEDICAL  GYNECOLOGY. 

BY  MILLIE  J.   CHAPMAN,  M.  D. 

In  medical  gynecology  as  in  chemical  medicine,  all  things 
that  contribute  to  good  nursing  and  hygiene  are  essential  and 
then  sometimes,  remedies  are  helpful.  At  times  it  is  difficult 
to  decide  whether  medicine  or  surgery  is  the  correct  treatment, 
then  it  is  well  to  test  remedies  first;  when  recovery  does  not 
follow,  the  system  will  better  resist  shock  and  other  trials  of 
the  use  of  the  knife.  Again  it  is  very  evident  that  mechanical 
means  will  at  once  remove  the  lesion,  but  circumstances  may 
render  such  measures  impracticable,  and  drugs  even  potentized 
ones  have  in  time  induced  health.  In  the  midst  of  enthusiasm 
over  the  establishment  of  an  institute  for  drug  provings,  which 
has  long  been  needed,  it  is  well  to  refer  to  the  accomplishments 
with  the  use  of  remedies  as  we  have  imperfectly  known  them. 
Occasionally  these  results  have  been  more  than  surprising,  as 
when  A — .  C — .  appeared  and  explained  that  when  coughing, 
a  substance  protruded  from  the  vagina.  Upon  examination 
this  proved  to  be  a  polypus  attached  high  in  the  cervix  of  the 
uterus.  She  was  sensitive  and  nervous,  and  insisted  upon  an 
anesthetic  during  removal,  and  that  a  prearranged  trip  must 
be  taken  prior  to  the  ordeal.  She  had  styes,  warts,  and  some 
other  symptoms  that  led  me  to  prescribe  staph.  6  x. 

Some  weeks  later,  she  reported  that  about  ten  days  after  her 
visit  to  me  a  slight  bloody  watery  discharge  occurred,  and  since 
there  has  been  no  evidence  of  the  growth,  and  there  has  been 
no  return  for  twenty-three  years.  There  had  been  post  nasal 
adenoma  from  an  early  age.  Tlie  mouth  breathing  and  snor- 
ing lessened  at  maturity,  but  there  had  been  symptoms  indicat- 
ing this  remedy  all  her  life.  Dilating,  torsion,  curetting  would 
have  removed  the  growth  but  would  not  have  changed  the  con- 
stitutional condition  which  permitted  its  development.  Since 
that  experience  I  have  used  the  same  remedy  with  equally 
favorable  results.  In  one  case  a  fungous  growth  on  the  gum 
led  me  to  see  other  indications  of  this  drug.  Have  had  some 
very  good  results  using  staph.  6  x  internally  and  staph, 
cerate  locally  in  cases  of  procidentia.  I  often  dilate  the  cervix 
for  the  benefit  it  may  have  upon  the  local  circulation  then  apply 
the  cerate  upon  wool  tampons.     When  there  has  been  laceration 
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with  formation  of  cicatricial  tissue,  have  used  the  graphites 
cerate  locally  until  the  firmness  disappeared,  then  changed  to 
staph,  which  seemed  to  contract  and  strengthen  the  tissues 
so  that  the  uterus  resumed  an  improved  position  satisfying  the 
patient  The  same  treatment  has  wrought  wonders  where  the 
g^landular  endometritis  was  attended  by  a  greenish,  gluey  leu- 
corrhea  and  excessive  flow  at  the  monthly  period.  Ustilago 
mad.  3  X  is  equally  important.  Kali  mur.  6  x  or  30  x  has  been 
very  efficient  in  similar  cases  where  the  discharge  resembled  pus. 
Where  the  inflammation  had  been  succeeded  by  induration  and 
a  feeling  of  depression  in  the  pelvis,  aur.  mur.  nat.  3  x  will 
astonish  those  not  familiar  with  its  use.  Fer.  iod.  3  x  in  acute 
endometritis  with  sensation  of  falling.  Sepia  30  x  has  served 
me  better  where  there  was  a  descent  or  retroversion  with  re- 
laxed tissues.  Phyto.  3  x,  or  6  x,  both  internally  and  locally 
where  the  position  of  the  uterus  was  not  greatly  changed  but 
the  induration  and  enlargement  was  marked.  Arctium  lappa 
2  X,  and  lilium  tig  3  x,  in  acute  cases  are  valuable. 

Fucus  vesc.  will  cure  goiter  of  young  women,  but  must  be 
continued  six,  nine,  or  twelve  months  before  the  cure  is  com- 
plete. 

Likewise  endocervicitis  or  endometritis  accompanied  by  those 
prostrating  headaches  can  be  cured  by  the  use  of  aeon.  2 
X  bell.  3  X  bry.  3  x-30,  but  the  case  must  be  under  contin- 
ued observation  with  well  selected  remedy  and  good  care.  Some 
patients  change  location  so  frequently  that  the  results  of  any 
treatment  is  uncertain ;  however,  every  physician  has  some,  even 
the  poor,  will  never  forsake  him,  and  it  is  possible  to  know 
whether  your  efforts  are  attended  by  cures  or  palliation.  All 
substances  of  diet  which  irritate  the  digestive  tract  should  be 
excluded  from  the  menu,  all  articles  of  clothing  which  restrict 
or  destroy  normal  circulation  of  any  organ,  should  be  ex- 
changed for  garments  created  by  greater  intelligence  and  then 
extended  research  and  deep  thought  upon  the  provings  we  have 
or  the  more  scientific  ones  soon  to  be  had,  will  reveal  signals, 
beacon  lights,  indications  that  will  enable  us  to  apply  the  law 
of  similia  so  wisely,  that  each  year  a  growing  number  of  women 
will  be  made  comfortable. 
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BLOOD  PRESSURE  MANIFESTATIONS  IN  ANES- 
THESIA. 

BY  J.  W.  HASSLER,  A.  M.,  M.  D. 

The  investigations  of  blood  pressure  in  surgery,  in  the  past 
and  at  the  present  time  are  of  the  utmost  importance  to  the 
anesthetist.  Though  we  are  aware  that  it  is  of  less  diagnostic 
value,  prior  to  the  giving  of  the  anesthetic,  and  of  great  value 
in  the  narcotic  state  and  in  the  after-treatment  for  shock  and 
collapse,  if  the  determinations  are  made  with  a  sphygomometer. 
The  failure  of  making  correct  deductions  with  the  sphygmo- 
mometer  in  the  conscious  state  are  manifold.  In  the  first  place 
we  have  no  definite  normal  standard  of  blood  pressure,  each 
individual  being  a  law  unto  himself,  also  each  individual  will 
show  variations,  which  will  not  allow  of  correct  determinations. 
The  instruments  for  making  these  determinations  are  accurate 
only  relatively.  This  is  particularly  true  in  the  finding  of  dia- 
stolic pressure.  I  have  found  the  Riva  Rocci  sphygmomometer 
more  accurate,  though  I  believe  the  Gaertner  tonometer  is  a 
very  valuable  instrument  and  will  give  a  more  accurate  de- 
termination. We  are  able,  with  those  at  hand,  to  make  de- 
terminations of  infinite  value,  giving  us  a  clew  at  times,  of  con- 
ditions not  suspected  by  subjective  and  objective  examinations, 
made  in  the  usual  way.  In  experienced  hands  the  sphygmo- 
mometer is  more  accurate.  Not  taking  into  consideration  the 
individual  variations,  in  making  determinations,  in  the  con- 
scious state,  we  find  that  certain  influences  are  at  work  to  add 
to  the  inaccuracy;  they  are  psychic,  as  fear,  anxiety  and  self- 
consciousness  ;  physical,  as  exercise,  food  and  fatigue.  There- 
fore it  would  be  folly  to  attempt  a  diagnosis  and  prognosis  as 
to  what  variations  the  blood  pressure  might  assume  when  the 
patient  is  anethetized.  In  fact  as  folly,  as  the  usual  picture 
we  so  often  see,  of  someone  feeling  the  pulse  while  the  patient 
is  still  in  the  first  or  second  stage  of  anesthesia,  to  determine 
the  condition  of  the  patient  at  that  time.  Knowing  that  it  is 
impossible  to  make  correct  determinations  on  account  of  out- 
side influences,  grant  for  argument's  sake  that  it  is  possible, 
I  believe  our  present  methods  of  preparation  of  a  case  for  opera- 
tion, would  cause  the  patients  to  manifest  blood  pressure  varia- 
tions, which  cause  inaccuracies.     These  disturbing  elements 
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are  excessive  purg^ing,  causing  a  disturbed  alimentary  tract, 
sleepless  night,  and  a  highly  nervous  patient  in  the  morning. 
Making  anesthesia  a  difficult  procedure  on  account  of  this  dis- 
turbed mentality.  If  correct  determinations  could  be  made  in 
the  conscious  state,  it  would  be  of  inestimable  value  in  the  nar- 
cotic stage.  It  has  been  said  to  me,  that  we  are  able  to  de- 
termine, by  digital  examination  as  accurately  for  ordinary  us- 
age, to  a  certain  degree  this  is  true,  but  only  so  at  the  finger  tips 
of  one  who  has  made  repeated  examinations  in  hundreds,  yes, 
in  thousands  of  cases,  but  not  where  we  presume  an  untrained 
anesthetist  or  inexperienced  resident  are  making  the  determina- 
tions. Exemplified  by  the  deaths  from  anesthesia.  Why  should 
a  case  die  from  an  anesthetic?  When  such  deaths  do  occur,  it 
is  invariably  due  to  inexperience  or  overconfidence,  and  the  lat- 
ter usually  coexistent  with  the  former.  It  is  tantamount  that  we 
watch  for  changes  in  all  of  our  cases  whether  of  major  or  minor 
importance*  To  demonstrate  the  diagnostic  value  with  the 
spygmomometer,  I  report  two  cases  as  reported  from  Johns 
Hopkins  clinics,  typhoid,  with  a  typical  typhoid  curve,  which 
suddenly  rose  from  1 10  mm.  Hg.  to  143  mm.  Hg.  After  careful 
examination  no  other  symptoms  were  found.  Four  hours  later 
typical  s3rmptoms  of  perforation  appeared  and  at  operation  were 
found.  Another  typhoid,  sudden  onset  of  perforation  symp- 
toms, pain,  tenderness,  rigidity,  distention,  leucocytosis  and 
hypocratic  face,  but  showed  no  blood  pressure  changes.  Ex- 
ploration did  not  reveal  either  perforation  or  peritonitis.  The 
negative  evidence  in  this  case  was  quite  as  important  as  thepos- 
itive  evidence  in  the  first  case.  The  influence  of  narcosis  upon 
blood  pressure  is  apparent  by  a  fall,  varyingin  degrees  from  5 
mm.  to  120  mm.  Kapsammer  found  it  impossible  to  determine  a 
distinct  relation  between  the  blood  pressure  before  the  admin- 
istration of  an  anesthetic  and  the  difficulty  in  producing  nar- 
cosis, he  says,  a  case  was  just  as  hard  to  anesthetize  that  reg- 
istered 100  mm.  as  the  case  that  registered  180  mm.  During 
narcosis,  however,  the  oscillations  were  in  accordance  with  the 
course  of  the  same.  My  observations  vary  from  the  former 
statement,  finding  that  the  cases  that  registered  a  higher  blood 
pressure  are  usually  difficult  to  anesthetize,  because  in  most  in- 
stances they  were  due  to  some  psychic  influence,  causing  the 
patient's  subjective  mind  to  rebel,  after  his  objective  mind  was 
in  abeyance.    Another  fact,  these  patients  frequently  assume 
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a  deep  narcotic  state  suddenly,  showing  a  change  in  blood  pres- 
sure of  80  mm.  to  140  mm.,  which  under  other  conditions  and 
circumstances  might  be  extremely  dangerous  and  possibly  fatal. 
During  narcosis  certain  symptoms  aid  us  in  making  a  diagnosis 
of  our  patients.  These  symptoms  are  marked  and  reliable, 
frequently  observed  before  the  changes  in  blood  pressure  occur, 
and  when  they  do  occur  accurately  indicate  the  blood 
pressure.  These  symptoms  are ;  the  reflexes  as  manifested  by 
the  pupillary  area ;  the  eyeball,  when  it  becomes  dry  and  loses 
its  gloss,  caused  by  the  retarded  flow  of  the  lachrymal  fluid, 
this  condition  is  known  as  fish  eye;  the  mucus  surfaces  and 
at  muco-cutaneous  junctions,  blood  pressure  changes  are  mani- 
fested by  the  changes  in  color,  as,  excess  of  ether  or  asphyxia 
is  indicated  by  cyanosis,  excess  of  chloroform  or  shock  by  pallor 
collapse  by  a  blanched  appearance;  respiratory  failure  is  fre- 
quently manifested  before  blood  pressure  changes,  this  is  es- 
pecially so  in  chloroform  narcosis.  In  certain  diseases  the 
above  symptoms  indicate  impending  death  before  we  are  able 
to  notice  any  changes  in  blood  pressure.  Operations  upon 
different  parts  of  the  body  show  variations  according  to  the  part 
operated  upon.  This  is  of  prognostic  value  as  to  our  course  in 
treatment.  If  the  fall  is  what  we  might  anticipate  by  the  opera- 
tion and  the  area  operated  upon,  a  stimulant  then  administered 
might  be  harmful,  retarding  reaction  or  preventing  the  same. 
Under  the  conditions  then  we  must  be  able  to  decide  between 
drug  stimulation  and  the  simpler  means  of  peripheral  applica- 
tions of  heat  or  pressure.  H.  C.  Wood  says,  more  cases  have 
died  from  over-stimulation  than  from  anesthetics.  In  regard 
to  the  blood  pressure  changes  as  manifested  by  the  different 
parts  of  the  body  we  will  find  that  operations  upon  the  scalp  or 
skull  show  practically  no  change,  the  moment  the  skull  is 
entered  and  the  brain  pressed  upon  a  fall  in  blood  pressure  oc- 
curs, this  again  is  in  ratio  to  the  amount  of  pressure  put  upon 
the  brain  or  blood  lost.     Operations  upon  the  thorax  manifest  | 

very  little  change,  excepting  during  removal  of  a  breast  when 
the  axilla  is  entered  and  traction  is  made  upon  the  vessels  and 
nerves.  The  moment  we  enter  the  pleural  cavity  a  fall  is  regist- 
ered, again  depending  upon  the  amount  of  manipulation  or  the 
amount  of  fluid  evacuated.  Within  the  abdomen,  we  find  the 
fall  depends  upon  the  amount  of  traumatism  to  the  peritoneum  ^ 

and  handling  of  the  viscera,  also  that  part  of  the  abdominal  \ 

I 
\ 
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cavity  lying  in  the  subdiaphragmatic  zone.  We  do  have  at  times 
portion  of  the  peritoneal  cavity  more  freely  and  thoroughly, 
causing  less  shock,  in  comparison  to  that  part  of  the  peritoneal 
cavity  lying  in  the  subdiaphragmatic  zone.  We  do  have  at  times 
a  rise  in  blood  pressure  when  the  adnexa  are  manipulated, 
this  IS  usually  only  temporary  and  gives  way  to  a  fall.  Change 
of  posture  from  the  Trendelenburg  to  that  of  dorsal  will  always 
cause  a  fall  in  blood  pressure,  sometimes  to  an  alarming  degree, 
this  is  on  the  same  principle  of  allowing  large  quantities  of 
fluid  to  be  rapidly  evacuated,  causing  sudden  enemia  of  the 
brain.  Hernia  operations  are  attended  with  very  little,  if  any 
change  in  blood  pressure,  granting  that  no  adhesions  are  pre- 
sent, thereby  eliminating  manipulation.  Operations  upon  the 
kidneys  show  very  small  degree  in  depression,  unless  the  kidney 
is  removed  or  pulled  upon,  when  the  fall  is  very  marked.  This 
is  also  true  of  the  testicles,  as  long  as  traction  is  not  made 
upon  the  cord,  we  find  very  little  fall  in  blood  pressure.  In 
sphincter  ani  divulsion  we  have  a  very  high  rise  in  blood  pres- 
sure. I  find  this  only  true  when  the  reflexes  are  not  totally 
abolished,  if  abolished  no  efltect  is  noticed.  Traction  upon  or 
division  of  sensitive  nerves  of  fair  size,  will  at  times  show  a 
very  severe  fall  in  blood  pressure.  In  the  narcotic  stage  of  the 
different  anesthetics,  the  fall  is  dependent  upon  the  anesthetic 
administered,  chloroform,  more  than  ether,  ether  more  than 
nitrous  oxide  or  chloride  of  ethyl.  Operations  under  cocain 
have  been  proven  to  cause  less  alterations  in  blood  pressure 
than  when  performed  under  a  general  anesthetic,  this  included 
intra-abdominal  operations,  but  only  when  locally  applied,  that 
is  by  subjecting  the  nerve  trunks  supplying  the  area  operated 
upon  to  a  cocain  block.  In  subarachnoid  injection  for  spinal 
anesthesia,  I  know  of  no  observations  made  as  regards  blood 
pressure  with  the  sphygmomometer,  but  from  observations 
made  in  the  usual  way  of  cases,  would  say,  the  method  is  greatly 
inferior  to  a  general  anesthetic,  at  least  from  the  results  I  ob- 
tained. The  blood  pressure  alterations  were  alarming  at  times. 
Crile  says,  collapse  in  laryngeal  and  other  neck  operations  may 
be  avoided  by  the  proper  use  of  cocain.  Blood  pressure  altera- 
tions during  operations  I  believe  are  influenced  greatly  by  the 
method  of  beginning  and  continuing  the  administration  of  the 
anesthetic,  if  forced  causing  the  patient  to  become  extremely 
alarmed,  possibly  to  resist  forcibly,  thereby  causing  a  high  rise 
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in  blood  pressure,  the  reaction  or  fall,  upon  suddenly  entering 
the  stage  of  narcosis,  has  produced  alarming  symptoms.  The 
excessive  use  of  an  anesthetic  with  the  open  method  in  com- 
parison to  closed,  will  also  influence  blood  pressure,  more  of  the 
anesthetic  is  demanded  by  the  open  method.  The  psychic  in- 
fluences brought  to  bear  before  the  narcotic  stage  is  reached, 
should  influence  us  to  have  our  patients  reach  the  narcotic  stage 
as  rapidly  as  possible  without  forcing  the  anesthetic ;  with  ether 
this  can  be  accomplished  by  the  previous  use  of  nitrous  oxide, 
with  chloroform  by  the  admixture  of  oxygen  according  to 
Northrop's  method.  The  results  of  blood  pressure  is  a  very  im- 
portant subject,  and  still  more  important  is  the  proper  treat- 
ment when  severe  shock  or  collapse  do  occur,  but  they  are  too 
vast  to  be  touched  upon  in  this  paper.  Being  of  such  great 
importance,  it  should  demand  our  closest  study. 
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THE  FACTOR  OF  SAFETY  IN  SURGERY. 

BY   SIDNEY  F.   WILCOX,    M.   D. 

When  an  engineer  makes  his  plans  for  a  bridge,  or  some 
oUier  structure  requiring  a  capacity  for  bearing  weight  or 
strain,  he  always  works  into  his  calculation  what  is  known  as 
the  factor  of  safety.  By  this  is  understood  that  the  bridge 
or  structure  shall  be  capable  of  sustaining  a  far  greater  weight 
or  strain  than  is  likely  ever  to  be  imposed  upon  it.  This  factor 
is  variously  estimated,  according  to  requirements  or  conditions, 
from  three  to  ten.  It  would  be  obviously  wrong  to  think  of 
building  any  structure  which  would  carry  only  the  weight 
which  might  be  expected  to  pass  over  it,  and  therefore  this 
factor  of  safety  is  always  taken  into  account  in  engineering 
problems.  It  has  always  seemed  to  me  that  a  similar  calcula- 
tion should  be  made  in  all  surgical  operations. 

There  are  four  conditions  for  which  surgical  operations  are 
performed ;  first,  to  save  or  prolong  life. 

Under  this  head  may  be  put:  Cases  of  injury,  emergency 
cases,  such  as  strangulated  hernia,  intussusception,  or  intestinal 
obstruction,  appendicitis;  cases  of  cancer  or  other  incurable 
disease  of  organs,  or  any  pathological  condition  where  there 
is  no  possible  result  but  a  fatal  one  unless  an  operation  is  per- 
formed. 

Second,  to  relieve  pain. 

Third,  to  correct  deformities. 

Fourth,  for  cosmetic  purposes. 

Under  the  first  schedule,  the  factor  of  safety  would  neces- 
sarily be  lower,  and  the  risk  greater,  than  in  any  of  the  others, 
and  an  operation  is  always  justifiable  where  there  seems  to  be 
an  opportunity  for  a  cure.  Indeed,  in  some  conditions,  the 
surgeon  is  justified  in  taking  the  most  desperate  chances  in 
order  to  save  or  prolong  life.  No  great  surgeon  boasts  of  his 
low  rate  of  mortality.  His  motive  in  operating  is  a  higher  one 
than  producing  glittering  statistics,  and  in  calculating  the 
chances  in  a  desperate  case  he  puts  his  own  reputation  entirely 
one  side  in  his  effort  to  save  the  patient's  life.  Taking  a  risk 
to  accomplish  a  good  result  must  be  differentiated  from  reck- 
lessness.   Of  course,  the  probability  should,  as  far  as  possible, 
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be  for  recovery,  and  where  there  is  absolutely  no  hope  an 
operation  should  certainly  be  avoided. 

Second,  for  the  relief  of  pain,  the  factor  of  safety  should  be 
higher,  and  the  chances  should  always  be  strongly  in  the  favor 
of  recovery.  Suffering  and  pain  are  purely  relative  conditions 
or  sensations,  and  are  incident  to  human  life.  But  where  pain 
simply  exists  as  pain,  even  though  severe  without  danger  to 
life  or  reason,  the  risk  must  be  less  proportionately  than  in  a 
case  of  the  first  variety. 

The  third,  for  deformity,  is  much  on  the  same  level  as  the 
second.  Deformity  may  be  such  as  to  hinder  one  from  gaining 
a  livelihood.  It  may  prevent  the  enjoyment  of  healthy  and 
normal  pleasures  of  life,  or  it  may  be  the  cause  of  great  mental 
anguish  or  suffering,  making  life  miserable.  These  things 
are  to  be  taken  into  consideration  in  summing  up  the  case 
and  deciding  the  question  of  operation,  but  in  all  these  cases 
the  factor  of  safety  ought  to  be  very  high. 

Fourth,  for  cosmetic  purposes,  there  is  no  question  as  to  the 
surgeon's  duty  in  such  a  case.  Here  the  factor  of  safety 
should  be  so  high  that  danger  should  not  enter  into  considera- 
tion. In  other  words,  there  should,  as  nearly  as  possible,  be  no 
danger  at  all,  for  such  operations  are  done,  not  from  necessity, 
but  to  improve  the  appearance  or  pander  to  the  vanity  of  the 
patient. 

The  factor  of  safety  in  operative  surgery  should  be  brought 
to  play  as  thoroughly  in  the  preparation  as  during  the  opera- 
tion itself.  Often  one  is  confronted  with  the  question  as  to  the 
advisability  of  operating  at  the  home  of  the  patient.  I  think 
that  almost  all  surgeons  will  agree  that  operative  cases  do 
better  in  a  hospital  than  in  a  private  home.  One  time,  when 
I  was  giving  directions  for  the  preparation  of  a  room  in  a 
house  in  the  fashionable  section  of  Fifth  Avenue,  the  mother 
of  the  patient  seemed  to  think  that  such  extremely  careful 
preparations  could  hardly  be  necessary.  I  asked  her  if  she 
didn't  wish  her  daughter  to  have  an  equal  chance  with  a 
charity  patient  in  a  hospital.  That  put  the  matter  in  an  en- 
tirely different  light,  and  instead  of  having  the  room  scrubbed 
only  once,  she  had  it  done  three  times.  On  many  occasions 
the  surgeon  is  called  to  country  homes  and  requested  to  oper- 
ate in  the  houses,  where  no  adequate  preparation  has  been, 
or  can  be,  made  for  a  serious  operation.    The  operating  table 
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is  often  the  dining  room  table ;  the  methods  of  sterilization,  as 
we  understand  them  in  hospitals,  cannot  be  carried  out  prop- 
erly. In  many  cases  the  results  are  excellent,  but  I  have  al- 
ways felt  that  the  factor  of  safety  would  be  much  higher,  and 
the  prognosis  better,  if  the  patient  could  have  been  taken  to  a 
hospital.  Much  depends  upon  the  previous  examination  of  the 
case.  Exact  knowledge  of  the  condition  of  the  heart  and  kid- 
neys and  other  organs  is  necessary.  The  presence  of  albumi- 
nuria, glycosuria  or  acetonuria  should  decide  the  question  of 
operating  in  many  cases,  and  determine  the  character  and 
amount  of  the  anesthetic,  and  how  it  should  be  given. 

During  the  operation  many  things  are  to  be  thought  of,  as 
for  instance,  the  danger  of  using  chloroform  as  an  anesthetic 
where  the  room  is  lighted  or  heated  by  gas.  Rapidity  in  oper- 
ating, as  far  as  is  consistent  with  good  work,  should  always  be 
attempted,  because  the  greater  the  length  of  time  the  patient 
is  under  an  anesthetic,  and  the  longer  a  wound,  especially  if 
abdominal,  is  exposed,  the  lower  is  the  factor  of  safety.  After 
the  operation,  still  the  factor  of  safety  should  be  considered;^ 
There  is  so  much  done  in  surgery  that  is  spectacular.  The 
desire  to  get  a  patient  up  and  out  quickly,  and  to  gain  a  repu- 
tation thereby,  is  something  that  has  been  made  quite  promi- 
nent of  late.  Many  patients,  when  told  how  long  they  will  be 
obliged  to  stay  in  bed,  as  for  instance  after  an  operation  for 
appendicitis,  say :  "  Why,  Dr.  So  and  So  always  has  his 
patients  up  and  out  and  entirely  well  in  from  ten  days  to  two 
weeks  after  operation."  That  may  be  true,  and  while  it  is  well 
to  inform  the  patient  that  they  will  be  able  to  get  up  and  be  out 
in  the  same  length  of  time,  the  final  result  will  probably  be  a 
great  deal  better  if  they  will  consent  to  remain  in  bed  for 
another  week.  Time  and  again  I  have  known,  as  results  of 
these  brilliant  cures  and  quick  getting  up,  that  the  patients 
have  been  taken  ill  again,  and  they  have  been  slow  in  recover- 
ing their  strength,  and  at  the  end  of  six  weeks  or  two  months 
they  were  not  as  far  along  as  they  would  have  been  if  they  had 
stayed  in  bed  a  week  longer.  I  hold  that  if  anyone  can  afford 
to  go  through  a  serious  operation,  and  spare  the  time  for  it,  he 
can  well  afford  to  spend  an  extra  week  for  safety's  sake,  unless 
imperative  circumstances  rule  otherwise.  To  my  mind,  no  case 
should  be  allowed  to  get  out  of  bed  under  three  weeks  after 
an  operation  for  appendicitis,  or  any  other  abdominal  opera^ 
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tion;  four  weeks  should  be  the  lowest  limit  in  cases  of  large 
abdominal  wounds,  and  in  some  even  five  or  six  would  be 
better.  And  I  believe  that  it  would  be  better  in  all  cases  of 
abdominal  wounds,  no  matter  how  quickly  and  well  they  are 
healed,  that  they  should  be  kept  strapped  for  at  least  three 
months  after  the  operation. 

We  have  all  seen  cases  where  the  scar,  which  was  nothing 
but  a  line  on  the  skin  at  the  time  of  the  convalescence,  after  a 
year  or  two,  had  become  stretched  to  the  width  of  half  or  three- 
quarters  of  an  inch.  This  shows  that,  although  the  wounds 
were  healed,  the  tissues  were  not  firm  and  mature,  and  they 
were  easily  stretched  under  the  varying  conditions  of  abdomi- 
nal contraction  or  distention.  In  this  short  paper  I  have  simply 
attempted  to  present  for  consideration  some  few  of  the  points 
which  are  often  too  little  thought  of  in  considering  the  ques- 
tion of  surgical  operations. 

Operative  surgery  is  the  most  fascinating  work  in  the  world. 
Great  risks  offer  great  temptation  in  the  hope  of  brilliant 
success.  One  glorious  triumph  makes  one  hunger  for  a 
greater  one,  but  the  surgeon  must  not  only  be  a  skilled  tech- 
nician— ^a  cunning  worker  with  his  hands  and  brain — but  he 
must  be  a  fair  and  deliberate  judge,  and  must  always  weigh 
the  evidence  with  a  view  to  the  ultimate  result. 
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THE  AFTER-TREATMENT  OF  OPERATIVE  CASES 

AT  THE   HAHNEMANN  HOSPITAL, 

NEW   YORK   CITY. 

BY  DRS.  WHITNEY  AND  FOX,  OF  THE  HOUSE  STAFF. 

The  after-treatment  of  cases  at  the  Hahnemann  Hospital 
may  be  said  to  begin  before  the  patient  leaves  the  operating 
table.  It  commences  with  the  administration  of  ordinary  vine- 
gar by  inhalation  as  soon  as  the  anesthetic  is  stopped,  prefer- 
ably at  the  beginning  of  the  last  line  of  stitches,  so  that  the 
patient  inspires  the  fumes  for  five  to  ten  minutes  before  being 
moved  in  any  way.  It  is  discontinued  when  the  patient  is 
placed  in  bed.  We  understand  that  the  use  of  vinegar,  in 
some  manner,  is  no  new  thing,  and  only  mention  it  to  com- 
mend its  employment  according  to  the  method  above  described, 
because  we  have  found  a  marked  decrease  in  nausea  and  vom- 
iting since  commencing  its  use. 

Before  the  patient  comes  down  from  the  operating  room  the 
bed  receives  the  usual  preparation,  consisting  of  broad  rubber 
sheet,  covering  mattress,  over  this  a  linen  sheet,  then  a  draw- 
sheet  across  middle  of  bed,  sometimes  with  small  rubber  sheet 
beneath  it,  and  then  a  light  blanket,  on  which  the  patient  lies, 
the  ends  of  this  being  folded  over  patient,  and  being  removed 
when  latter  is  out  of  the  anesthetic;  the  pillow  is  pinned, 
upright,  to  head  of  bed  and  patient  lies  prone;  several  hot 
water  receptacles  are  placed  around  the  patient  and  outside  of 
blanket, — at  feet,  in  axilla  and  at  the  sides,  and  patient  is  then 
covered  with  upper  bedclothes.  During  first  six  hours,  in 
abdominal  cases  with  no  drainage,  the  foot  of  bed  is  elevated 
two  or  three  feet ;  with  drainage,  the  bed  is  kept  level  or  occa- 
sionally the  head  is  lifted  up.  A  nurse  is  given  charge  of  the 
case,  remaining  with  it  for  at  least  twelve  hours  after  opera- 
tion. Collections  of  mucus  are  wiped  out  of  mouth  and  hot 
water  in  dram  doses  is  given  until  nausea  and  vomiting  cease, 
when  cold  water  is  permitted,  or  some  surgeons  give  hot  or 
cold  water,  as  patient  desires,  in  any  quantity ;  saline  enemata 
have  been  found  useful,  one  pint  at  a  time,  not  oftener  than 
every  hour;  also  gauze  soaked  in  iced  water  and  rubbed  over 
lips  or  held  in  patient's  mouth. 
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If  the  nausea  is  persistent,  the  following  are  used — ^iced 
champagne  in  two  or  three  dram  doses ;  capsicum,  one  or  two 
drops  in  teaspoonf ul  of  hot  water  every  half  hour ;  nux  vom- 
ica, same  dosage;  mustard  plaster,  hot  water — or  ice  bag  to 
pit  of  stomach  for  three  or  five  minutes,  or  strong  coffee; 
lavage  has  also  been  employed,  using  normal  salt,  boric  acid 
or  bicarbonate  of  sodium  solution,  and  good  results  have  been 
obtained  from  indicated  remedies,  as  arsenic  and  ipecac. 

No  movement  of  bowels  is  considered  necessary  until  third 

to  fifth  day  after  operation  unless  there  are  tympanites,  marked 

abdominal  pain  or  rapid  pulse  with  headache. 

•  Patients  urinate  eight  or  ten  hours  after  operation,  either 

voluntarily  or  per  catheter,  and  every  eight  hours  thereafter. 

For  the  relief  of  pain  there  is  some  difference  of  usage, 
morphine,  hypodermically,  gr,  1-4,  or  1-8  and  repeat,  or  codeine 
gr.  1-4  by  the  mouth,  or  hypodermically,  or  potencies  of 
staphisagria,  hypericum  or  arnica,  being  variously  given,  the 
preparations  of  opium  being  usually  employed.  Gas  pains  are 
relieved  by  passing  rectal  tube,  giving  hot  soapsuds  enemata, 
with  or  without  a  dram  of  turpentine,  or  various  compound 
enemata  such  as 

Magnesia  sulphate 3  i  or  J  ii 

.  Glycerine |  ii 

Turpentine  oil 3  i 

Water  to  make 5  viii 

Milk  of  asafetida  3  i  can  be  substituted  for  the  turpentine  if 
there  is  marked  tympanites.  We  have  also  used  tablets  con- 
taining calomel  and  sodium  bicarbonate  in  varying  propor- 
tions, enough  being  given  at  short  intervals,  fifteen  or  thirty 
minutes,  to  make  a  grain  to  a  grain  and  a  half  of  calomel, 
commencing  in  afternoon  or  evening,  and  on  following  morn- 
ing, an  hour  or  two  before  breakfast  giving  Rubinat  clorack 
three  to  six  ounces,  Hunyadi  Janos,  the  same,  or  citrate  of 
magnesia  six  to  eight  ounces;  if  no  result  in  two  or  three 
hours,  we  then  administer  a  plain  soapsuds  enema  or  one  con- 
taining four  ounces  of  olive  oil.  Turpentine  stoupes  and 
abdominal  massage  have  been  resorted  to,  and  Pratt's  sig- 
moidal  rectal  tube  has  done  good  work  in  very  obstinate 
cases.  Whenever  possible  to  get  indications,  we  have  sought 
the  proper  remedy,  such  as  lycopodium,  carbo.  veg.,  China, 
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mag.  phos.  nux  mos.,  asafetida,  ignatia,  etc.,  and  have  found 
the  following  combination  of  service: 

Nux  moschata  0 gtts  v 

Carbo  veg.  3  x      ] 

Lycopodium  12  x  f **  ^^'  ^ 

An  alcohol  and  water  bath,  1-3  is  given  during  first  twenty- 
four  to  forty-eight  hours,  at  120°  F.,  beginning  at  head  and 
passing  downward,  exposing  only  the  part  being  bathed  at 
the  time,  the  bed  being  kept  dry  with  towels  or  rubber  sheets. 
A  daily  warm  bath  with  soap  and  water  is  thereafter  given 
and  bed  and  body  linen  changed  as  often  as  necessary.  From 
the  first  hour  after  return  from  operating  room  the  patient  is 
moved  from  side  to  side,  or,  later,  with  returning  strength,  is 
permitted  to  do  voluntarily. 

As  to  diet :  During  the  first  twenty-four  hours  only  water  is 
usually  given.  On  the  second  day  the  patient  receives  liquid 
diet  only,  such  as  kumyss  two  to  four  ounces,  tgg  albumen, 
wine  whey,  clam  juice,  oyster  soup,  strained  gruels,  broths, 
liquid  peptonoids,  two  or  three  ounces  every  two  hours,  and 
also  lemonade  or  orangeade  as  a  beverage.  On  the  third  day 
the  same  regimen  is  continued,  but  the  amount  of  nourishment 
is  doubled ;  during  the  fourth  to  fifth  days  semi-solid  diet  is 
commenced,  consisting  of  custards,  soft  boiled  eggs,  milk 
punch,  egg-nog,  milk  toast,  junket,  three  or  four  times  a  day, 
with  broths,  peptonized  milk  and  peptonoids,  half  an  ounce  to 
two  ounces,  or  kumyss,  one  to  three  ounces,  between;  on 
fifth  to  seventh  day,  if  there  are  ijo  contra-indications,  such  as 
continuing  temperature,  nausea,  or  other  complications,  light 
general  diet  is  given,  including  any  of  the  above-mentioned 
articles,  together  with  white  meats,  vegetables,  cereals,  dry 
toast,  fish,  raw  oysters,  apple  sauce,  rice  pudding,  jellies,  milk, 
tea,  coffee,  or  cocoa;  by  the  sixth  to  tenth  day,  full  general 
diet  is  reached.  The  foregoing  is  the  routine  in  abdominal 
operations ;  in  others,  a  full  diet  is  given  as  early  as  the  third 
or  fourth  day,  if  possible. 

If  patients  are  very  weak,  nutrient  enemata  are  given  every 

six  to  eight  hours,  each  one  being  preceded  by  a  saline  enema ; 

the  following  formulae  have  been  used: 

One  raw  egf; 

Peptonized  milk 5  ^i  or  J  iii 

Brandy Ji 

Salt grs.  x 


l$Q  Drs.  Whitney  and  Fox. 

Whites  of  two  raw  eggs 

Peptonized  milk 5  ^i  to  J  viii 

Salt grs.  X 

until  Strong  enough  to  be  fed. 

On  the  tenth  day  temporary  sutures  are  removed  and  all 
old  dressings  taken  off,  the  wound  either  receiving  no  further 
attention,  or  a  light  covering  of  sterile  gauze  may  be  applied 
for  a  few  days  after  dusting  with  some  drying  powder,  as 
aristol.  On  the  sixteenth  day  the  patient  may  be  propped  up 
in  bed  a  little,  in  a  day  or  two  afterward  can  sit  in  a  chair 
for  an  hour,  morning  and  afternoon,  and  thereafter  have 
increasing  freedom  of  movement  until  discharged,  about  the 
twenty-first  day. 

The  foregoing  has  particular  reference  to  clean  abdominal 
cases ;  following  other  operations,  such  as.  breast  amputations, 
the  time  of  confinement  to  the  recumbent  posture  and  the  bed 
is  much  less,  not  more  than  a  week  at  most. 

During  convalescence  patients  receive  for  bowel  regulation 
either  daily  or  every  other  day,  or  when  indicated,  some  of 
the  following:  Maltine  and  cascara,  two  drams;  tablets  con- 
taining 

Ext.  cascara  sagrada gr.  ii 

Podophyllum  resin gr.  1-8 

Ext.  belladonna  leaves gr.  i-i6 

hot  soapsuds  enemata,  the  two  former  being  given  at  night, 
and  the  last  mentioned,  in  the  morning,  as  routine.  This  is 
usually  efficient,  but  if  not,  some  compound  enema,  vide  supra 
under  gas  pains,  is  employed,  or  calomel  and  sodium  bicar- 
bonate tablets  at  night,  with  a  dram  of  Epsom  salts  in  the 
morning,  are  given. 

Surgically  unclean  cases :  In  these  the  same  general  routine 
as  to  food,  care  and  bowel  regulation  is  followed,  but  confine- 
ment to  bed  is  maintained  until  healing  has  progressed  suffi- 
ciently. In  the  treatment  of  these  cases  a  variety  of  solutions 
are  used,  electrozone  1-2  to  i-io  is  largely  employed  with  good 
results;  formalin  i-iooo  to  1-10,000  is  also  liked,  a  fresh 
preparation  being  made  at  the  time  of  the  dressing,  the  for- 
malin being  kept  in  glass  bottles  having  glass  droppers  fitted 
to  neck  of  bottle,  and  a  label  affixed  indicating  the  number  of 
drops  of  formalin  to  the  quart  of  solution  necessary  to  make 
any  dilution  from  i-iooo  to  1-10,000;  balsam  of  Peru  is  em- 
ployed as  a  tissue  stimulant  when  there  is  little  discharge; 
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succus  calendula  in  varying  proportions  is  sometimes  applied^ 
and  enzymol  has  been  tried  in  a  few  cases  with  uncertain 
result;  normal  saline  solution  has  been  preferred;  in  wounds 
having  little  discharge,  a  simple  gauze  and  cotton  dressing  has 
been  applied  from  day  to  day,  no  irrigation  at  all  being  used. 
Other  materials  which  have  occasionally  been  of  value  are 
Bovinine,  boracic  acid  solution, "  Red  wash,"  u  e.,  zinc  sulphate 
gr.  viii  to  x,  cinchona  comp.  tinct.  |  i  to  iii,  aqueous  solution 
of  Bovinine,  peroxide  of  hydrogen,  1-2  to  1-5,  followed  by 
normal  saline  solution,  and  aristol  or  iodoform  powders. 

For  purposes  of  drainage,  preference  is  given  to  rubber 
tubing,  if  there  is  a  very  free  discharge,  or  to  "  cigarette  " 
drains ;  in  other  cases  plain  or  iodoform  narrow  gauze  is  used, 
generally  cut  in  short  lengths  and  inserted  as  so  many  "  wicks." 

As  soon  as  a  wound  is  practically  clean  it  is  closely  strapped 
with  perhaps  a  small  gauze  drain  inserted  at  most  dependent 
point,  and  left  untouched  for  one  or  more  days,  when  the  pro- 
cedure is  repeated,  the  endeavor  being  to  coapt  the  sides  of 
the  incision  as  nearly  as  possible,  little  or  no  irrigation  being 
employed,  simply  a  careful  cleansing  with  sterile  cotton  and 
restrapping.  If  healing  is  sluggish,  recourse  is  had  to  silver 
nitrate  in  stick  form  or  a  two  to  ten  per  cent,  solution,  or  the 
use  of  the  curette. 

Among  possible  emergencies  are  shock  and  secondary  hem- 
orrhiige.  The  latter  is  met  with  the  usual  surgical  measures, 
preceded,  possibly,  by  the  hypodermic  administration  of  twenty 
drops  of  adrenalin  chloride.  Shock  is  combated  with  eleva- 
tion of  foot  of  bed,  heat,  venoiis  infusion  of  normal  saline  up 
to  a  quart,  containing  as  much  as  sixty  drops  of  adrenalin 
chlorin,  and  hot  enteroclyses  and  hypodermoclyses  of  the  same 
solution,  the  former  consisting  of  from  eight  to  sixteen  ounces 
and  repeated  every  hour  if  pulse  is  irregular  and  temperature 
subnormal ;  the  latter,  up  to  one  thousand  cubic  centimeters,  if 
possible,  not  more  than  twice  in  twenty-four  hours. 
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VESICO- VAGINAL  FISTULA  FOLLOWING  HYSTER- 
ECTOMY FOR  CARCINOMA  CERVICIS  UTERA. 

BY  JOHN  A.   SAMPSON,   M.   D., 
Instructor  in  Gynecology,  Jolins  Hopkins  University. 

The  relation  between  carcinoma  cervices  uteri  and  the  blad- 
der manifests  itself  clinically  in  the  following  ways: 

First,  the  bladder  wall  may  become  involved  in  the  anterior 
extension  of  the  disease  and  with  the  necrosis  of  the  cancerous 
tissue  a  vesico-vaginal  fistula  is  formed. 

Second,  in  the  frequency  of  accidental  injuries  to  the  bladder 
in  the  operative  treatment  of  this  condition,  there  having  been 
19  such  injuries  in  158  hysterectomies  for  carcinoma  cervicis 
uteri  in  this  hospital. 

Third,  in  the  frequency  of  cystitis  following  the  more  radical 
operations  for  this  disease,  suggesting  that  the  operation  must 
be  considered  as  an  accessory  etiological  factor  in  its  origin. 

In  removing  the  uterus  with  the  parametrium  on  each  side 
and  a  portion  of  the  vagina,  the  bladder  is  deprived  of  these 
natural  supports.  Blood-vessels  and  nerves  going  to  the  blad- 
der are  injured  or  destroyed,  as  well  as  similar  structures  within 
its  walls. 

From  a  study  of  the  anatomical  relation  between  the  two 
organs  it  can  be  easily  seen  that  the  growth  does  not  have  to 
extend  far  in  order  to  reach  the  bladder.  The  involvement  of 
the  bladder  by  the  growth  renders  the  separation  of  the  two 
organs  more  difficult,  and  the  surgeon  who  attempts  to  save 
the  bladder  which  is  adherent  to  a  cancerous  cervix,  and  at 
the  same  time  remove  the  growth,  usually  fails  in  both,  for 
the  growth  returns  and  the  bladder  wall  is  so  injured  in  sep- 
arating the  two  organs  that  either  a  vesico-vaginal  fistula  re- 
sults or  a  severe  cystitis  develops  because  the  injured  bladder 
is  unable  to  resist  infection. 

Cystitis  is  a  most  important  post-operative  complication  in 
these  cases  on  account  of  the  danger  of  ascending  renal  in- 
fection. The  lower  ends  of  the  ureters  are  very  near  the  cer- 
vix and  the  growth  does  not  have  to  extend  far  laterally  either 
by  direct  invasion  or  by  metastasis,  to  reach  or  extend  beyond 
the  ureters.     Clinical  experience  and  a  study  of  the  specimens 
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removed  by  the  more  radical  operations  show  that  the  tissue 
about  the  ureters  should  be  removed  in  every  instance.  There 
are  two  ways  of  accomplishing  this,  either  to  dissect  the  ureters 
free  or  else  to  excise  the  lower  3  to  4  cm.  of  the  ureters  with  the 
cervix  and  implant  the  renal  ends  of  the  ureters  in  the  bladder. 
If  the  ureters  are  dissected  free  or  reimplanted  in  the  bladder, 
their  function  is  temporarily  impaired  and  the  kidneys  are 
placed  in  a  condition  of  lowered  resistance  and  an  ascending 
infection  may  occur. 

Cystitis  has  occurred  in  12  out  of  16  cases  in  which  I  have 
followed  the  bladder  conditions  after  these  operations,  result- 
ing in  ascending  renal  infection  and  death  in  two  cases,  in  one 
of  which  the  ureters  had  been  resected  but  not  in  the  other. 

The  important  question  arises,  how  may  this  post-operative 
cystitis  be  avoided?  A  retention  catheter  was  tried  in  four 
cases,  but  cystitis  occurred  in  all  four  cases,  two  of  which  re- 
sulted in  ascending  renal  infection  and  death.  The  frequent 
catheterization  of  the  bladder  as  a  prophylactic  measure,  i.  e,, 
every  three  to  four  hours,  followed  by  bladder  irrigations  as 
has  been  tried  in  nine  cases,  but  in  all  but  one  case  cystitis  oc-^ 
curred,  as  shown  by  cystoscopic  examinations  and  taking  urine 
cultures.  While  this  procedure  undoubtedly  lessens  the  sever- 
ity of  the  cystitis  and  so  the  danger  of  kidney  infection,  never- 
theless, in  my  experience,  it  does  not  altogether  prevent  the 
cystitis.  What  shall  be  done  in  these  cases  ?  In  three  or  four 
cases  in  which  the  bladder  apparently  escaped,  an  accidental 
vesico-vaginal  fistula  was  present.  In  these  cases  there  were  no 
symptoms  suggesting  cystitis,  and  the  bladder  aside  from  the 
fistula  appeared  normal  on  cystoscopic  examination.  A  pa- 
tient may  have  a  very  marked  cystitis,  without  any  symptoms 
referable  to  it,  as  I  have  seen  in  some  of  these  cases,  where  one 
would  obtain  cultures  of  the  infective  organism  from  the  urine, 
pyuria  would  be  present,  and  on  cystoscopic  examination  the 
bladder  mucosa  would  be  "  beefy  red,"  covered  here  and  there 
with  a  patchy  white  membrane;  and  yet  the  patient  might  be 
free  from  pain  or  other  symptoms  which  could  be  referred  to 
the  cystitis. 

We  realize  that  the  formation  of  a  vesico-vaginal  fistula  is 
our  best  means  of  treating  severe  cystitis,  for  it  relieves  the 
intra-vesical  pressure  and  permits  the  bladder  to  rest.  We  are 
employing  an  old  surgical  principle  for  the  treatment  of  infec- 
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tion  in  any  part  of  the  body,  t.  e,,  incision  and  jree  drainage 
together  with  rest  of  the  part  diseased ;  and  apparently  that  is 
what  a  vesico-vaginal  fistula  with  free  drainage  does  for  these 
cases. 

The  excision  of  portions  of  the  bladder  adherent  to  the 
growth  improves  the  chances  of  a  cure  and  the  presence  of  a 
vesico-vaginal  fistula  apparently  lessens  the  severity  of  a  post- 
operative cystitis  and  the  dangers  of  an  ascending  renal  in- 
fection. 

It  seems  to  me  that  the  post-operative  care  of  the  bladder  in 
these  cases  should  be  frequent  catheterization,  i.  e.,  every 
3  to  4  hours,  depending  on  the  size  of  the  bladder  and  the 
amount  of  urine  excreted  in  that  time.  The  patients  should 
be  catheterized  with  a  two-way  catheter  and  the  bladder  is 
irrigated  with  200  c.  c.  of  sterile  salt  solution.  Urine  cultures 
should  be  taken  at  the  end  of  the  fourth  or  fifth  day  and  later 
every  week,  and  at  the  same  time  a  cystoscopic  examination 
should  be  made  with  the  patient  in  the  Sims  posture.  If  the 
cystitis  is  apparently  mild,  nothing  further  need  be  done,  but 
if  the  urine  becomes  very  cloudy  and  the  bladder  mucosa  looks 
raw  and  a  patchy  membrane  forms  on  the  surface,  then  I  think 
a  vesico-vaginal  opening  should  be  made  just  posterior  to  the 
internal  urethral  orifice,  and  this  can  be  accomplished  and 
afterwards  repaired  without  the  use  of  an  anesthetic. 

Following  these  operations  vesico-vaginal  fistulae  may  arise, 
some  of  which  may  be  accidental  and  others  intentional,  the 
former  being  made  either  at  the  time  of  the  operation  in  order 
to  make  a  wide  incision  of  the  primary  growth  and  the  attempt 
to  repair  of  the  bladder  being  unsuccessful,  or  no  attempt  may 
have  been  made  to  repair  it,  which  I  think  is  especially  desir- 
able if  the  ureters  have  been  resected  or  the  bladder  severely 
injured.  A  fistula  may  also  have  been  made  after  the  operation 
in  order  to  freely  drain  and  put  at  rest  an  inflamed  bladder. 
In  either  instance  we  are  dealing  with  a  vesico-vaginal  opening 
which  may  or  may  not  close  spontaneously. 

There  have  been  16  instances  of  vesico-vaginal  fistulae  fol- 
lowing 158  hysterectomies  for  carcinoma  cervicis  uteri,  of  which 
14  were  accidental.  Of  these  14  accidental  cases,  5  were 
recognized  at  the  time  of  the  operation  and  repaired,  but  the 
operation  was  unsuccessful.  In  4  of  the  5  cases  catgut  sutures 
were  used,  while  m  the  fifth  case  the  form  of  suture  material 
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was  not  stated  in  the  description  of  the  operation.  In  the 
other  9  cases  the  injury  was  not  discovered  until  after  the 
operation.  In  some  cases  the  leakage  of  urine  was  noticed 
immediately  after  the  operation,  while  in  others  it  did  not  ap- 
pear until  later  when  the  gauze  drains  were  started,  as  on 
the  third  or  fourth  day;  and  in  one  case  an  accumulation  of 
urine  occurred  which  was  not  recognized  until  it  was  opened 
on  the  ninth  day,  and  thus  a  vesico-vaginal  fistula  was  estab- 
lished. 

I  have  been  able  to  find  in  our  records  five  other  instances 
of  injury  to  the  bladder  during  hysterectomy  for  carcinoma  of 
the  cervix  of  the  uterus,  and  two  additional  instances  in  which 
the  bladder  was  injured,  but  the  operation  was  abandoned  be- 
cause the  growth  was  too  extensive.  In  two  cases,  the  pa- 
tients died  as  a  result  of  the  operation.  In  the  first  case  there 
was  a  leakage  of  urine  before  death,  the  patient  dying  on  the 
fourth  day ;  in  the  second  case  the  patient  died  within  twenty- 
four  hours.  In  both  of  the  above  cases  the  bladder  was  re- 
paired with  catgut  sutures.  In  two  of  the  other  three  cases  the 
opening  was  repaired  with  catgut  and  in  the  other  case  with 
fine  silk ;  and  in  all  three  cases  healing  occurred  without  leak- 
age. In  the  two  cases  in  which  the  bladder  was  accidentally 
opened,  but  the  operation  had  to  be  abandoned  on  account  of 
the  extent  of  the  growth,  the  opening  in  the  bladder  was  closed 
with  catgut  and  no  leakage  occurred.  In  a  few  instances  the 
bladder  has  been  intentionally  opened  during  hysterectomy  for 
carcinoma  cervicis  uteri,  either  to  determine  the  extent  of  the 
disease  or  to  catheterize  the  ureters.  These  incisions  have  been 
closed  either  with  catgut  or  fine  silk  and  in  some  cases  both 
forms  of  suture  material  were  used.  The  only  instances  of  ac- 
cidental injury  to  the  bladder,  in  hysterectomy  for  cancer  of  the 
cervix,  where  the  injury  has  resulted  in  a  vesico-vaginal  fistula, 
which  I  have  been  able  to  find  in  our  records,  are  the  first  four- 
teen cases  previously  referred  to  in  this  article.  A  study  of 
these  cases  teaches  us  that  the  bladder  is  apt  to  be  injured  in 
hysterectomy  for  cancer  of  the  uterus,  and  that  while  this  in- 
jury may  be  recognized  at  the  time  and  repaired,  a  vesico-va- 
ginal fistula  may  result,  as  occurred  in  5  out  of  8  cases.  On 
the  other  hand,  the  injury  may  not  be  recognized  until  after- 
wards, as  occurred  in  9  cases. 
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THE  IMMEDIATE  REPAIR  OF  INJURIES  TO  THE  BLADDER  DURING 
HYSTERECTOMY   FOR    CARCINOMA    CERVICIS    UTERI. 

The  bladder  has  a  good  blood  supply  and  usually  it  may  be 
incised  and  the  incision  closed,  and  if  care  is  taken  healing 
will  occur  without  leakage.  When  the  bladder  is  injured  in 
hysterectomy  for  carcinoma  cervicis  uteri  it  usually  indicates 
that  the  growth  has  involved  the  bladder  and  that  the  diffi- 
culty in  separating  the  two  is  responsible  for  the  torn  bladder. 
When  this  injury  is  repaired,  one  must  close  an  opening  in  a 
portion  of  the  bladder  wall  whose  outer  coats  have  been  torn 
or  partially  removed  and  where  the  blood  supply  has  been 
greatly  injured,  frequently  so  badly  that  healing  of  the  re- 
paired opening  fails  to  occur  and  a  fistula  takes  place,  as  oc- 
curred in  5  of  the  8  cases  previously  referred  to.  In  addition 
the  dangers  of  leaving  cancer  tissue  behind  are  great.  If  one 
wishes  to  repair  these  injuries  successfully,  it  will  be  necessary 
to  excise  the  portion  of  the  injured  bladder  wall  and  suture 
together  bladder  tissue  whose  blood  supply  is  good;  and  by 
so  doing  cancerous  tissue  will  be  removed  in  many  instances. 

We  realize  how  frequently  cystitis  occurs  in  these  cases  and 
that  the  lowered  resistance  of  the  bladder  must  in  great  measure 
be  responsible  for  it,  and  this  lowered  local  resistance  is  brought 
about  by  the  removal  of  the  natural  support  afforded  to  the 
bladder  by  the  cervix  and  vagina.  In  addition  the  blood  supplv 
of  the  base  of  the  bladder  is  injured  by  the  ligation  of  vessels 
supplying  vesical  arteries  and  by  the  injury  of  vessels  in  the 
outer  coats  of  the  bladder  and  nerves  are  also  destroyed.  If 
the  cervix  is  adherent  to  the  bladder,  then  the  injury  to  the 
bladder  may  be  very  great  and  after  the  operation  the  entire 
base  of  the  bladder  wall  will  be  very  thin  and  so  injured  that  it 
will  not  only  be  unable  to  resist  infection  but  its  function  will 
be  so  interfered  with  that  it  will  be  unable  to  contract.  We 
realize  that  patients  are  usually  unable  to  void  urine  imme- 
diately after  these  operations,  and  I  attribute  it  to  the  large 
area  of  the  bladder  wall  which  must  be  thrown  out  of  function 
by  the  operation,  and  not  entirely  to  the  destruction  of  nerves 
supplying  the  bladder ;  for  in  one  instance  where  I  resected  the 
entire  trigonum  and  made  a  new  one  by  bringing  the  fundus 
down  and  suturing  it  to  the  internal  urethral  orifice,  the  patient 
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was  able  to  void  urine  spontaneously  after  the  operation.  In 
this  case  the  area  of  bladder  wall  which  is  usually  injured  by 
the  operation  had  been  excised  and  healthy  bladder  tissue  had 
been  sutured  in  its  place.  It  hardly  seems  justifiable  to  excise 
the  entire  base  of  the  bladder  in  every  case  of  carcinoma  of  the 
cervix,  because  one  fears  the  operation  may  so  injure  the  base 
of  the  bladder  as  not  only  to  prevent  the  contractions  of  the 
bladder,  but  also,  owing  to  its  being  a  place  of  lowered  resist- 
ance and  becoming  infected,  to  cause  Cystitis  and  thus  expose 
the  individual  to  the  chance  of  an  ascending  renal  infection; 
for  in  many  instances  the  interference  with  the  function  of  the 
bladder  is  only  temporary  and  the  cystitis  is  very  mild.  Never- 
theless, in  those  cases  in  which  the  cervix  is  so  adherent  that 
the  separation  of  it  from  the  bladder  must  obviously  so  injure 
the  portion  of  the  bladder  adherent  to  the  cervix  as  both  to 
greatly  interfere  with  the  function  of  the  bladder  and  so  cut 
off  the  blood  supply  of  the  portion  of  the  bladder  as  to  favor 
the  occurrence  of  a  severe  cystitis,  then  it  is  best  to  excise  this 
portion  of  the  bladder ;  for  afterwards  a  healthy  bladder  tissue 
can  be  brought  together  and  the  function  of  the  bladder  will 
not  only  be  interfered  with  less  and  the  dangers  of  cystitis  mini- 
mized, but  also  there  will  be  a  wider  excision  of  the  primary 
growth  and  so  a  better  chance  for  a  permanent  cure. 

I  think  that  fine  black  silk  is  a  better  suture  material  than 
catgut,  and  if  care  is  taken  to  turn  the  bladder  mucosa  in  there 
is  very  little  danger  of  leakage,  and  one  may  expect  a  satis- 
factory closure  in  every  instance. 

The  post-operative  care  of  such  cases  has  already  been  re- 
ferried  to.  It  requires  frequent  catheterization,  t.  e,,  every  3  to 
4  hours,  depending  on  the  capacity  of  the  bladder  and  amount 
of  urine  excreted,  followed  by  bladder  irrigations  of  200  c.  c.  of 
sterile  salt  solution.  I  tried  a  retention  catheter  in  four  cases 
(in  only  one  of  which  the  bladder  had  been  injured  and  re- 
paired) and  a  severe  cystitis  occurred  in  all  four  cases,  resulting 
in  ascending  renal  infection  and  death  in  two  cases.  Against  a 
retention  catheter  it  may  be  said  that  it  may  fail  to  drain,  due 
either  to  its  having  become  occluded  or  being  pushed  too  far 
in  the  bladder,  in  which  latter  case  the  bladder  will  have  to 
be  filled  with  urine  before  the  fluid  can  reach  the  end  of  the 
catheter.  In  addition,  the  catheter  acts  as  a  foreign  body  in  the 
bladder. 
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In  some  cases,  it  is  best  not  to  close  the  opening  in  the  blad- 
der entirely  or  else  after  the  closure  of  the  area  of  the  bladder 
excised,  to  make  another  opening  through  the  trigonum,  where 
the  drainage  of  the  bladder  can  be  best  maintained,  and  also 
where  the  opening  is  more  easily  reached  should  it  be  necessary 
to  close  it  later.  The  presence  of  a  vesico-vaginal  fistula  seems 
to  me  to  be  especially  indicated  in  those  cases  where  there  has 
been  an  extensive  resection  of  portions  of  the  bladder  and  also 
where  the  ureters  have  been  resected  and  reimplanted  in  the 
bladder  in  order  that  the  intra-vesical  tension  may  be  relieved 
and  the  bladder  placed  at  rest. 

THE       CLOSURE       OF       VESICO-VAGINAL       FISTULiE       FOLLOWING 
HYSTERECTOMY  FOR  CARCINOMA  CERVICIS  UTERI. 

Two  forms  of  vesico-vaginal  fistulse  following  these  opera- 
tions must  be  considered: 

1.  Those  which  are  discovered  after  the  operation  or  which 
result  from  the  unsuccessful  repair  of  injuries  recognized  at 
the  time  of  the  operation.  In  these  cases  the  fistula  is  apt  to 
be  in  a  portion  of  the  bladder  wall  whose  blood  supply  has  been 
injured  and  outer  coafs  have  been  partially  destroyed. 

2.  Those  which  have  been  purposely  left  open  at  the  time  of 
the  operation  or  have  been  made  afterwards  to  relieve  cystitis, 
as  has  been  described.  These  fistulae  should  be  surrounded 
by  healthy  bladder  tissue. 

In  either  case  there  is  present  a  vesico-vaginal  fistula  which 
should  be  closed.  A  certain  number  of  post-operative  vesico- 
vaginal fistulae  will  close  spontaneously.  This  occurred  in  7 
of  the  16  cases,  3  closing  in  three  weeks,  2  in  three  months,  i  in 
six  months,  and  another  at  the  end  of  a  year.  On  the  other 
hand,  4  cases  persisted  until  the  death  of  the  individual  at  the 
end  of  seven  months,  ten  months,  one  year,  and  a  year  and  a 
half.  Three  cases  were  successfully  closed,  one  at  the  end  of 
one  month,  first  attempt,  another  at  the  end  of  two  months,  after 
three  attempts,  and  another  at  the  end  of  6  months,  after  four 
failures.  Of  the  other  two  cases  one  was  still  present  six  months 
after  the  operation,  and  another  is  still  open  two  months  after 
the  operation. 

It  is  evident  that  a  vesico-vaginal  fistula  after  it  has  served 
its  purpose  of  relieving  the  intra-vesical  pressure  and  resting 
the  bladder,  is  verj"^  undesirable,  especially  if  it  exists  for  a  long 
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period  of  time.  A  spontaneous  closure  of  the  fistula  is  the 
easiest  solution  of  the  difficulty,  but  one  does  not  care  to  wait 
six  months  or  a  year  to  have  this  accomplished,  and  many  will 
never  close  spontaneously.  It  seems  best  if  the  fistula  is  in  a 
position  where  it  will  close  spontaneously  that  it  should  be 
left  to  do  so;  on  the  other  hand,  a  fistula,  unless  very  small, 
situated  near  the  center  of  the  trigonum,  where  the  closure  of 
the  vaginal  walls  can  never  reach  it,  is  not  apt  to  close,  no  mat- 
ter how  long  one  waits. 

Certain  difficulties  present  themselves  in  the  closure  of  these 
fistula.  The  fistula  is  apt  to  be  situated  in  bladder  tissue  which 
has  been  so  injured  by  the  operation  that  its  blood  supply  is 
poor  and  healing  is  very  difficult,  and  the  attempt  to  close  such 
a  fistula  immediately  after  the  operation  is  apt  to  result  in 
failure.  In  one  case  two  attempts  to -close  the  fistula  failed;  in 
another,  the  first  two  attempts  failed,  while  the  third,  made  eight 
weeks  after  the  operation,  was  successful.  In  one  case  four 
attempts  made  after  the  operation  failed ;  on  the  other  hand, 
the  fistula  was  successfully  closed  six  months  later.  In  another 
instance  three  or  four  attempts  made  immediately  after  the 
operation  failed,  the  fistula  being  still  open  six  months  after- 
wards. In  one  case  the  fistula  was  closed  one  month  after 
making  it  (to  relieve  a  cystitis).  The  fistula  being  in  good 
bladder  tissue,  the  closure  was  easy  to  accomplish.  It  seems  to 
me  that  one  should  wait  at  least  two  months  after  the  operation 
before  attempting  to  close  a  vesico-vaginal  fistula,  for  two  rea- 
sons :  first,  the  fistula  may  close  spontaneously  and  the  operation 
may  be  unnecessary ;  and  second,  the  blood  supply  of  the  tissue 
will  have  time  to  be  restored  and  the  probability  of  a  success- 
ful operation  is  assured. 

DESCRIPTION   OF   OPERATION    FOR   THE    CLOSURE   OF   VESICO- 
VAGINAL FISTULi^. 

So  much  has  been  written  about  the  closure  of  vesico-vaginal 
fistube  that  it  seems  almost  useless  to  consider  the  subject  again. 
Vesico-vaginal  fistulae  vary  in  size,  situation  and  the  condition 
of  the  tissue  in  which  they  are  situated ;  whether  in  healthy  blad- 
der tissue,  or  very  thin  tissue,  or  dense  scar  tissue,  so  that  the 
operative  treatment  of  this  condition  must  be  determined  ac- 
cording to  the  demands  of  each  individual  case. 
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In  order  to  successfully  close  vesico-vaginal  fistulae  the  fol- 
lowing requirements  are  essential : 

1.  An  approximation  of  the  tissues  without  tension. 

2.  A  broad  area  of  denudation,  exposing  healthy  tissue  in 
such  a  manner  that  when  tlie  edges  of  the  opening  are  brought 
together,  the  bladder  mucosa  will  be  inverted. 

3.  Accurate  approximation  with  inversion  of  the  bladder 
mucosa. 

4.  Tying  the  ligatures  without  strangulation  of  the  tissue 
included  in  the  ligature. 

Failure  to  carefully  observe  any  one  of  the  above  require- 
ments is  very  apt  to  cause  the  operation  to  be  unsuccessful. 

Approximation  without  tension  is  most  essential  and  this 
should  be  the  first  step  in  the  operation.  Unless  this  is  accom- 
plished the  operation  wiH  surely  fail  and  the  fistula  may  be 
made  larger  instead  of  smaller  by  the  operation.  This  may 
sometimes  be  accomplished  by  freeing  the  bladder,  and  by  ten- 
sion sutures,  and  in  two  instances  of  post-puerperal  vesico- 
vaginal fistulae,  where  the  fistulae  involved  the  internal  urethral 
orifice,  I  partially  resected  the  urethra  and  drawing  up  the  freed 
urethra  reimplanted  it  into  the  opening  in  the  bladder  which 
had  been  made  smaller  in  order  to  fit  the  end  of  the  urethra. 
Some  cases  require  multiple  operations  to  cure  the  condition 
and  many  plastics  have  been  devised  to  fill  in  the  opening  in 
the  bladder  where  it  has  been  inpossible  to  bring  the  edges  of 
the  fistula  together. 

A  broad  area  of  denudation  is  also  most  essential,  and  this 
must  be  in  healthy  tissue  or  union  will  fail  to  occur  and  the 
sutures  will  cut  through.  In  denuding  the  edges  of  the  fistula, 
the  denuded  surface  should  slope  from  without  inward  so  that 
when  the  edges  of  the  fistula  are  approximated  the  vesical  sur- 
face of  the  fistula  will  meet  first  and  when  the  ligatures  are  tied 
the  bladder  mucosa  will  be  inverted. 

In  order  to  assure  an  accurate  approximation,  the  fistula 
should  be  converted  into  such  an  opening  that  the  approximated 
edges  will  accurately  fit  each  other.  In  order  to  do  this  it  may 
be  necessary  to  lengthen  the  fistula  so  that  the  two  sides  will 
meet  at  an  angle  and  not  in  the  form  of  a  rounded  border.  The 
sutures  should  be  placed  the  same  distance  apart  upon  the  two  I 

sides  and  should  go  down  to  but  not  through  the  vesical  mucosa,  ^ 

I 


Vesica-  Vaginal  Fistula  Following  Hysterectomy.      1 6 1 

so  that  when  tied  the  mucosa  will  be  inverted,  as  shown  in  Figs. 
I,  2  and  3. 

Last,  but  not  least,  the  sutures  should  be  tied  so  as  not  to 
strangulate  the  tissue  included  within  them.  All  other  require- 
ments may  be  fulfilled  but  this  and  if  the  sutures  are  tied  too 


Fig.  I. — Represents  the  fistula  with  denuded  edges  and  sutures  in  place.  - 

The  fistula  has  been  lengthened,  so  that  the  approximation  of  the  two  sides 
will  be  more  accurate. 

The  denudation  is  broad,  thus  giving  a  broad  area  of  apposition. 

The  sutures  should  be  about  .5  cm.  apart  and  extend  down  to  but  not  through 
the  bladder  mucosa,  and  when  brought  together  the  bladder  mucosa  will  be  in- 
verted.    (Sec  Figs.  Ill,  IV,  and  V.) 

tightly  the  tissue  will  be  killed  and  the  wound  break  down  and 
the  operation  fail. 

I  wish  to  describe  a  method  of  fastening  the  sutures,  which 
apparently  combines  the  advantages  of  a  "  splint "  with  that 
of  a  "  suture  "  and  approximates  the  edges  of  the  wound  with- 
out strangulation,  and  inverts  the  vesical  mucosa.  The  suture 
material  used  is  very  fine  silver  wire,  and  the  sutures  are  all 
passed  as  shown  in  Fig.  i,  beginning  3  to  4  mm.  back  of  the 
edge  of  the  denuded  area,  going  down  to  the  bladder  mucosa 
and  then  across  the  fistula,  and  entering  the  denuded  area  of 
the  opposite  side  just  beneath  the  bladder  mucosa,  and  coming 
out  in  the  vaginal  mucosa  at  a  point  corresponding  to  the  point 
of  entrance  of  the  needle  on  the  other  side.  The  sutures  are 
fastened  in  the  following  way :  Rubber  tubing  is  used  3-5  mm. 
in  diameter.  That  obtained  from  a  male  rubber  catheter  of 
that  diameter  has  about  the  right  consistency.  This  rubber 
tubing  is  cut  into  small  pieces  .5  to  i  cm.  in  length.  If  one 
wishes  a  "  splinting ''  suture  a  needle  is  placed  on  each  end 
of  the  wire  suture  and  the  needles  are  passed  through  a  longer 
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piece  of  rubber  tubing,  about  .6  cm.  apart.  The  rubber  tubing 
is  now  pushed  down  the  two  wires  and  each  wire  is  shotted, 
using  just  enough  pressure  on  the  tubing  to  slightly  dent  it 
(see  Fig.  3.).  As  can  be  seen,  this  suture  serves  as  a  splint; 
the  edges  of  the  fistula  are  approximated,  and  the  elasticity  of 
the  pieces  of  rubber  tubing  maintains  the  approximation  and 


Fig.  II. — Cross  section  through  fisitula  showing  the  form  of  the  denudation 
and  course  of  the  suture. 

The  suture  as  shown  passes  down  to  the  vesical  mucosa  and  when  brought  to- 
gether the  bladder  mucosa  will  be  turned  in. 

Fig.  III. — **  Splinting"  Suture. 

Two  needles  were  threaded  with  the  ends  of  the  .suture  and  the  needles  passed 
through  a  small  piece  of  rubber  tubing,  near  enough  together  to  approximate 
well  the  denuded  fistula. 

The  tubing  is  held  in  place  by  two  shot,  one  on  each  side  of  the  suture.  The 
elasticity  of  the  tubing  maintains  the  edges  of  the  fistula  in  apposition  without 
strangulating  the  tissue,  and  will  take  up  any  slack  which  may  occur  if  the  su- 
ture tears  the  tissue. 

prevents  strangulation.  If  one  wishes  an  "  approximation  " 
suture  only,  a  smaller  piece  of  tubing  may  be  used  and  both 
pieces  of  wire  may  be  threaded  in  one  needle,  passed  through 
the  tube  and  fastened  with  one  shot,  as  shown  in  Fig.  5.  I 
have  tried  other  methods  of  fastening  the  piece  of  tubing  on 
the  wire,  one  of  which  is  to  place  a  separate  piece  of  tubing  on 
ench  end  of  the  wire,  as  shown  in  Fig.  4.  This  latter  method 
of  obtaining  a  "  splinting  "  suture  has  the  disadvantage  that  it 
does  not  approximate  the  vaginal  surface  of  the  fistula  as  well 
as  the  one  first  described  unless  the  shot  is  pushed  tightly 
down  on  the  tubing,  and  when  this  is  done  the  piece  of  tubing 
may  become  imbedded  in  the  vaginal  tissue.  In  most  of  the 
cases  tried  I  have  combined  the  "  splinting  "  with  the  "  approxi- 
mation "  suture,  alternating  the  two,  but  I  think  that  the  form 
of  suture  first  described  meets  all  requirements. 

I  have  used  this  method  of  closing  vesico-vaginal  fistulae 
in  eight  cases  with  only  one  failure.     In  three  cases  the  fistula 
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followed  hysterectomy  for  cancer  of  the  uterus.  In  one  case 
the  fistula  was  closed  six  months  after  the  first  operation.  In 
one  case  the  operation  failed  because  the  edges  of  the  fistula 
were  very  thin  and  the  tissue  was  in  poor  condition,  and  the 
attempt  was  made  too  soon  after  the  first  operation.  In  an- 
other case,  the  fistula  had  been  made  to  relieve  a  post-operative 
cystitis  and  was  closed  one  month  afterwards  when  the  bladder 
condition  had  been  relieved.  This  method  was  used  success- 
fully in  the  closure  of  four  vesico-vaginal  fistulae  which  had 
been  made  to  relieve  a  severe  cystitis,  and  also  in  the  closure  of 


Fig.  IV. — Another  Form  of  Splinting  Suture. 

A  small  piece  of  tubing  is  placed  in  each  end  of  the  suture  and  held  in  place 
by  a  perforated  shot.  The  elasticity  of  the  tubing  maintains  apposition  with- 
out strangulation. 

This  form  of  suture  does  not  bring  the  vaginal  surface  of  the  fistula  tc^ether 
quite  as  well  as  the  one  shown  in  Fig.  III. 

Fig.  V. — Approximation  Suture. 

The  two  ends  of  the  same  suture  are  threaded  into  the  same  needle  and  after 
passing  through  the  center  of  a  small  piece  of  rubber  tubing  are  fastened  by  a 
perforated  shot. 

This  suture  approximate^the  two  surfaces  well  but  h"«s  not  the  advantages  of 
a  splinting  suture. 

one  post-puerperal  vesico-vaginal  fistula,  in  which  two  previous 
attempts  at  another  hospital  had  failed.  I  had  used  other 
suture  material  successfully  in  the  closure  of  vesico-vaginal 
fistulas,  such  as  fine  silk,  silkworm  gut  and  catgut,  but  prefer 
very  fine  silver  wire,  on  account  of  its  great  pliability  and  asep- 
tic qualities.  I  have  also  successfully  closed  vesico-vaginal 
fistulx  in  other  ways,  as,  in  layers,  using  buried  sutures  of  fine 
catgut  and  vaginal  sutures  of  silkworm  gut. 

Position. — Use  the  position  best  adapted  to  the  individual 
case.  In  some,  the  dorsal  position  is  very  good,  in  other  the 
best  exposure  may  be  obtained  in  the  knee-breast  posture.  The 
position  which  I  have  found  very  serviceable  is  the  lateral, 
left  (Sims)  or  right,  chosing  the  side  giving  the  best  exposure. 
If  the  hips  are  elevated  one  can  usually  combine  many  of  the 
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advantages  of  the  knee-breast  with  those  of  the  lateral,  the 
vagina  and  bladder  distending  well,  and  the  bleeding  accumu- 
lating back  in  the  vagina  or  flowing  into  the  bladder,  out  of 
which  it  can  be  washed  after  the  operation. 

PostHDperative  Care. — The  same  care  is  used  as  in  those 
cases  where  the  bladder  has  been  injured  during  operations 
and  repaired.  This  consists  in  frequent  catheterization  with 
a  two-way  catheter  followed  by  bladder  irrigations.  I  think 
that  the  class  of  cases  demanding  the  use  of  a  retention  catheter 
is  very  small  and  the  disadvantages  of  the  retention  catheter 
have  already  been  referred  to. 

Anesthetic. — The  advantages  of  a  general  anesthetic  lie  in 
the  increased  amount  of  relaxation  obtained  and  thus  the 
better  exposure  and  also  the  fact  that  the  patient  is  unconscious 
of  the  operation.  These  factors  make  the  task  easier  for  the 
operator,  and  ensure  better  work.  Against  a  local  anesthetic 
such  as  cocaine  it  may  be  said  that  the  local  infiltration  of  the 
edge  of  the  fistula  distorts  the  tissue  and  interferes  with  the 
nicety  of  the  operation,  and  the  patient  being  conscious  is  not 
as  relaxed  as  under  a  general  anesthetic.  I  have  closed  vesico- 
vaginal fistulae  with  cocaine  as  a  local  anesthetic,  and  although 
it  can  be  done,  the  infiltration  of  the  edge  of  the  fistula  with  the 
solution  interferes  with  the  accuracy  of  the  denudation  and  ap- 
proximation of  the  denuded  surfaces. 

I 

THE    CLOSURE    OF    VESICO-VAGIXAL    FISTUL.E    WITHOUT    AN 
ANESTHETIC. 

I  have  before  called  attention  to  the  fact  that  these  more  radi- 
cal operations  apparently  lessen  the  sensibility  of  the  vagina 
so  that  the  bladder  may  be  opened  and  closed  without  pain  to 
the  patient ;  this  is  especially  true  if  the  opening  is  made  in  the 
bladder  above  the  vagina,  i.  r.,  in  the  portion  of  the  base  of  the 
bladder  exposed  by  the  removal  of  the  uterus  and  vaginal  cuff. 
I  have  studied  the  sensitiveness  of  the  vagina  to  pain  in  over 
75  women,  using  a  right-angle  tenaculum  or  mouse-tooth  for- 
ceps for  the  purpose,  and  found  the  vagina  much  less  sensitive 
to  pain  than  the  vulva,  which  is  very  sensitive.  There  is  great 
variation  in  different  people.  In  some  the  vagina  is  relatively 
insensitive,  so  much  so  that  portions  of  the  vaginal  mucosa  may 
be  excised,  as  in  interior  and  posterior  colporrhaphies,  with 
very  little  discomfort  to  the  patient.     In  other  cases  pinching 
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with  forceps  or  sticking  the  vaginal  mucosa  with  sharp  instru- 
ments causes  a  great  amount  of  pain.  This  is  not  dependent 
on  the  women  having  given  birth  to  children,  for  I  have  found 
the  vagina  of  some  nullipara  relatively  insensitive  and  also  the 
vagina  of  some  multipara  quite  sensitive  to  pain.  The  practi- 
cal bearing  of  this  condition  in  these  cases  is  that  these  opera- 
tions render  the  vagina  still  less  sensitive,  so  much  so  that  the 
bladder  may  usually  be  opened  and  closed  without  hurting  the 
patient.  As  most  of  the  patients  who  suffer  from  cancer  of 
the  cervix  have  had  children,  the  outlet  is  relaxed  and  a  suitable 
exposure  can  usually  be  obtained,  and  thus  the  patient  may  be 
saved  the  dangers  and  discomforts  of  a  general  anesthetic  and 
the  local  distortions  of  a  local  anesthetic  may  be  avoided. 

CONCLUSIONS. 

I.  The  anatomical  relation  between  the  cervix  and  bladder 
is  such  that  the  anterior  extension  of  carcinoma  cervicis  uteri 
soon  invades  the  bladder  wall,  as  shown  by : 

1.  Vesico-vaginal  fistulae,  which  may  occur  in  the  advanced 
cases  and  result  from  the  necrosis  of  the  growth,  which  has 
invaded  the  bladder  wall. 

2.  Accidental  injuries  to  the  bladder  occurring  during  hys- 
terectomy for  cancer  of  the  uterus. 

3.  Cystitis  following  these  operations,  demonstrating  that 
the  operation  must  be  considered  an  accessory  etiological  factor 
in  its  origin. 

II.  The  surgeon  who  attempts  to  separate  a  carcinomatous 
cervix  which  has  become  adherent  to  the  bladder,  usually : 

1.  Leaves  cancer  tissue  behind,  and  the  disease  returns. 

2.  So  injures  the  bladder  wall  that  a  vesico-vaginal  fistula 
may  form,  which  if  recognized  and  repaired  at  the  time,  is 
apt  to  fail  to  unite,  because  the  fistula  is  situated  in  a  portion 
of  the  bladder  wall  whose  outer  coats  have  been  torn  and  whose 
blood  supply  has  been  injured  by  the  operation. 

3.  If  he  does  not  produce  a  fistula  the  injured  portion  of 
the  bladder  may  be  unable  to  resist  infection  and  a  severe  cysti- 
tis may  result. 

III.  On  account  of  the  above,  if  the  cervix  is  adherent  to 
the  bladder  the  portion  of  the  bladder  wall  adherent  should  be 
excised,  in  order : 
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1.  That  a  wider  excision  of  the  primary  growth  may  be 
obtained. 

2.  That  the  injured  bladder  wall  may  be  repaired,  for  one 
may  then  unite  healthy  bladder  tissue  together  and  so  feel 
assured  of  a  successful  repair  of  the  injury. 

3.  That  the  bladder  may  be  better  able  to  resist  infection, 
for  the  portion  of  the  bladder  weakened  by  the  operation  has 
been  removed. 

IV.  Post-operative  vesico-vaginal  fistula  may  occur : 

1.  From  undiscovered  accidental  injuries  to  the  bladder  or 
the  failure  of  the  repair  of  injuries  recognized  at  the  time  of 
the  operation. 

2.  From  the  intentional  formation  of  such  fistulae  at  the  time 
of  the  operation  in  order  to  relieve  intra-vesical  tension  and 
give  the  bladder  a  rest,  and  also  the  formation  of  fistulae  after 
the  operation  in  order  to  minimize  the  dangers  of  post-opera- 
tive cystitis. 

V.  Frequently  post-operative  vesico-vaginal  fistulae  close 
spontaneously.  This  may  take  place  in  a  short  time,  as  a  few 
days  or  weeks,  or  may  require  as  long  a  time  as  six  months  or 
a  year ;  on  the  other  hand,  some  will  never  close. 

VI.  Apparently  the  early  operative  closure  of  such  fistulae, 
unless  in  healthy  bladder  tissue,  is  difficult,  and  operative  meas- 
ures should  not  be  undertaken  until  the  tissue  has  had  a  chance 
to  regain  its  natural  blood  supply.  One  should  probably  wait 
at  least  two  months  before  undertaking  such  steps. 

VII.  The  radical  operations  for  cancer  of  the  uterus  dimin- 
ish the  sensibility  of  the  vagina  and  bladder  to  pain,  so  that 
post-operative  vesico-vaginal  fistulae  may  be  closed  without  the 
use  of  a  general  or  local  anesthetic. 

VIII.  The  following  principles  should  be  employed  in  the 
closure  of  these  and  all  vesico-vaginal  fistulae. 

1.  Approximation  without  tension. 

2.  A  broad  area  of  denudation  exposing  healthy  bladder 
tissue. 

3.  Accurate  approximation  with  inversion  of  the  bladder 
mucosa. 

4.  Tying  the  ligatures  so  as  not  to  strangulate  the  tissue. 

IX.  Very  fine  silver  wire  fastened  by  means  of  perforated 
shot  form  a  very  satisfactory  suture  material,  and  if  a  small 
piece  of  rubber  tubing  is  placed  between  the  shot  and  the 
vaginal  mucosa  a  most  efficient  **  splinting  "  suture  is  formed, 
which,  through  the  elasticity  of  the  rubber  tubing,  maintains 
accurate  approximation  without  strangulation. 
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INTRA-ABDOMINAL  PHTHISIS  IN  CHILDREN,  ITS 
HOMEOPATHIC  TREATMENT. 

BY  J.  ROBERSON  DAY,  M.  D. 

{Concluded  from  page  72.) 

(dr.  CHRISTOPHER  BODMAN's  CASES.) 

Case  XIV.*  Tuberculosis  of  Intestine  and  Mesenteric  Glands. 
Fred  K.,  aet.  four.  Has  had  constant  diarrhea  for  some 
months.  Stools  very  offensive,  contain  much  undigested  food, 
and  a  considerable  amount  of  mucus,  but  no  blood,  and  are 
yellow,  green,  or  whitish  in  color.  The  abdomen  moderately 
distended,  with  indefinite  sense  of  increased  resistance  about 
the  umbilicus,  and  enlarged  glands  in  both  iliac  fossae.  Patient 
poorly  nourished  and  anemic.  Both  parents  died  from  pul- 
monary tuberculosis.  This  boy  was  first  seen  last  December, 
and  was  placed  upon  a  milk  diet  with  malted  farinaceous  foods. 
The  general  condition  has  now  improved,  and  the  patient  is 
gaining  weight  and  is  able  to  take  a  more  varied  diet ;  the  stools 
are  less  frequent  and  more  normal  in  appearance,  though  liable 
to  occasional  relapse.  The  abdominal  signs  are  less  evident, 
and  there  are  no  abnormal  physical  signs  in  the  chest.  The 
administration  of  calcarea  and  china  given  in  alternation  has 
given  the  most  satisfactory  results  in  this  case. 

Case  XV.  A  much  more  severe  case  of  the  same  condition, 
ending  in  the  death  of  the  patient,  was  that  of  Emily  S.,  aged 
thirteen,  both  of  whose  parents  died  from  pulmonary  phithisis. 
She  was  first  brought  under  my  notice  as  being  a  weakly  child 
and  suffering  from  a  cough.  In  spite  of  increased  feeding, 
cod-liver  oil,  etc.,  with  medicinal  treatment,  the  patient  steadily 
lost  weight,  and  physical  signs  of  cavitation  at  the  apices  of 
both  lungs  became  increasingly  evident.  On  April  14  patient 
was  seized  with  a  left-sided  pleurisy,  the  temperature  being 
raised  to  103°  at  night,  but  gradually  falling  again. .  On  the  22d 
the  girl  complained  of  pain  in  the  right  iliac  region,  and  had 
done  so  the  previous  night;  the  pain  was  worse  on  moving; 
examination  revealed  the  presence  of  a  tender  swelling  with 
muscular  resistance  in  the  right  iliac  region,  there  being  a  small 
area  of  deficient  resonance ;  the  temperature  had  been  gradually 
rising  for  the  past  two  or  three  days.  During  this  day  the 
bowels  were  opened  three  times;  there  had  been  frequently 
previous  attacks  of  diarrhea,  with  slight  abdominal  pain,  un- 
digested food  being  passed  in  the  stools,  but  no  blood  or  mucus 
had  been  observed.  The  next  day  (23d)  there  was  more  pain ; 
the  temperature,  which  had  reached  104*  the  previous  evening, 
sank  in  the  morning  to  100** ;  the  abdomen  was  more  distended, 
and  the  muscles  more  rigid;  the  swelling  in  the  right  iliac 
♦  14  to  ig  are  cases  by  Dr.  Christopher  Bodman. 
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region  was  ven^  tender,  and  dullness  had  increased  to  the  size 
of  the  palm  of  one's  hand;  per  rectum  an  indefinite  swelling 
could  be  felt  posteriorly  and  to  the  right ;  no  rigors.  After  con- 
sultation with  my  brother,  and  a  blood-count  which  showed  a 
marked  leucocytosis,  thus  confirming  the  suspicion  of  pus  for- 
mation, I  decided  to  open  the  abdomen  in  the  region  of  the 
appendix,  and  evacuate  the  collection  of  pus  which  we  expected 
to  find  there.  This  was  done  the  same  evening,  and  an  abscess 
containing  very  fetid  pus,  situated  below  and  external  to  the 
cecum  and  extending  a  short  way  behind  it,  was  drained ;  the 
appendix  was  not  seen  in  the  course  of  the  operation,  and  no 
search  for  it  was  made.  The  next  day  the  patient  was  fairly 
well,  but  on  the  25th  became  much  worse  again,  the  tempera- 
ture rising  once  more  and  the  abdomen  becoming  more  dis- 
tended, with  fatal  termination  the  same  night.  At  the  autopsy 
the  intestinal  coils  surrounding  the  abscess  cavity  were  injected 
and  matted  together  by  lymph  formation ;  little  pus  was  found 
in  the  abscess,  but  it  had  been  leaking  into  the  pelvis.  There 
were  numerous  ulcers  in  the  ileum,  and  the  Peyer's  patches 
swollen  and  inflamed;  the  cecum  was  almost  completely  de- 
nuded of  mucous  membrane,  and  situated  in  the  middle  of  the 
appendix  was  a  perforated  ulcer  about  1-4  of  an  inch  in 
diameter.  The  mesentery  was  crammed  full  of  tuberculous 
glands  of  various  sizes,  many  of  them  caseating.  Both  lungs 
were  riddled  with  tubercle,  with  large  cavities  at  the  apices  of 
each. 

Case  XV I. — Case  of  Tuberculosis  of  the  Intestine  and  Peri- 
toneum.— Kate  K.,  age  thirteen,  first  came  under  treatment  on 
October  12,  1903,  for  pleurisy  of  the  right  side.  Within  five 
days  the  right  side  of  the  chest  was  full  of  fluid,  and  by  aspira- 
tion 1  xlv  of  clear  fluid  were  withdrawn,  but  rapidly  accumu- 
lated again,  the  temperature  ranging  from  103**  to  105°  every 
evening.  A  fortnight  after  the  commencement  of  the  illness 
the  patient  began  to  complain  of  griping  pain  in  the  epigastrium 
and  right  hypochondrium ;  the  tongue  was  thickly  coated  with 
a  white  fur,  and  diarrhea  followed,  the  stools  being  watery  and 
offensive ;  there  was  also  a  little  vomiting.  Previously  to  this 
there  were  signs  of  excavation  at  the  apex  of  the  right  lung, 
with  the  expectoration  of  muco-purulent  sputum,  and  it  is  quite 
likely  that  the  intestinal  aflFection  was  caused  by  swallowing 
some  of  the  sputum.  For  the  next  three  weeks  there  was  not 
much  alteration  in  the  patient's  condition,  there  being  a  con- 
stant complaint  of  pain  in  the  right  side  of  the  abdomen 
with  tympanitic  distention,  and  hectic  temperature,  and 
advancing  pulmonary-  signs.  About  the  end  of  this  time,  after 
taking  calc.  carb.  30  and  iodine  3x  for  about  a  week,  the  abdom- 
inal symptoms  lessened,  the  temperature  gradually  came 
down  to  normal,  and  the  pulmonary  disease  seemed  arrested. 
For  the  last  five  months  the  patient  has  been  gradually  gaining 
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weight ;  there  has  been  occasional  slight  pain  in  the  right  iliac 
region,  with  transient  attacks  of  diarrhea.  Now  there  is  no 
cough,  vomiting,  diarrhea,  or  pain ;  the  girl  is  taking  petroleum 
emulsion,  and  gaining  weight;  there  is  a  little  tenderness  and 
muscular  resistance  in  the  right  iliac  region,  and  one  or  two 
glands  are  palpable  in  the  right  iliac  fossa.  The  right  side  of 
the  chest  is  very  greatly  flattened  and  scarcely  expands  at  all, 
and  we  would  judge  from  the  physical  signs  that  there  was 
little  of  the  right  lung  remaining,  except  cicatricial  tissue.  At 
one  period  this  case  seemed  absolutely  hopeless,  and  one  felt 
that  but  for  the  beneficial  assistance  of  homeopathy  the  patient 
must  have  succumbed. 

Case  XVII. — Case  Illustrating  Miliary  Tuberculosis  of  the 
Peritoneum  and  Intestine. — Albert  C,  age  ten,  came  under 
treatment  on  November  24,  1902,  for  right-sided  pleurisy;  he 
was  a  poorly  nourished  boy,  never  very  strong.  In  spite  of 
treatment  the  temperature  remained  elevated,  rising  evenings 
to  102°  or  103°,  and  a  purulent  discharge  from  one  ear  devel- 
oped. Fluid  gradually  accumulated  in  the  right  pleura,  and  on 
December  6,  in  addition  to  dullness  and  weak  bronchial  breath- 
ing at  the  right  base,  there  was  deficiency  of  resonance  and 
prolonged  expiratory  murmur  at  the  apex  of  the  left  lung.  A 
week  later  the  physical  signs  at  the  left  apex  were  more 
marked,  and  in  addition  there  were  similar  signs  in  the  right 
axillary  and  interscapular  areas,  with  occasional  crepitations. 
The  patient  now  complained  of  undefined  pains  and  tenderness 
in  both  iliac  regions  of  the  abdomen,  but  the  stools  were  not 
frequent  or  loose,  and  contained  neither  blood  nor  mucus. 
Considerable  night-sweats.  On  January  2,  1903,  after  taking 
ars.  lod.  for  three  weeks,  there  is  a  note  to  the  effect  that  the 
boy  was  much  better ;  the  temperature,  which  had  been  rising 
to  103°  and  104**  at  night  being  now  only  about  99°,  and  night- 
sweats  much  less.  There  was  prolonged  expiration,  and  a  few 
dry  rhonchi  at  the  apex  of  the  left  lung  and  base  of  the  right ; 
no  abdominal  symptoms.  On  January  31  there  was  again 
abdominal  pain,  this  time  in  the  region  of  the  umbilicus,  and 
accompanied  by  diarrhea,  the  stools  being  loose,  light  yellow 
in  color,  and  offensive.  This  gradually  disappeared,  and  the 
patient  gained  two  pounds  in  weight  in  the  next  fortnight. 
There  were  occasional  slighter  attacks  of  diarrhea  subsequently, 
with  abdominal  pain,  especially  after  starchy  food  or  cod-liver 
oil,  but  he  could  take  petroleum  emulsion  without  its  occas- 
ioning any  looseness  of  the  bowels.  Merc.  cor.  was  given  for 
the  diarrheal  attacks,  calcarea  carb.  being  given  for  a  prolonged 
period  in  addition.  The  patient  has  now  had  no  diarrhea  for  a 
year,  and  has  gained  in  weight  very  considerably.  He  has  an 
occasional  dry  cough,  there  still  being  some  deficient  resonance 
and  prolonged  expiration,  with  a  little  dry  rhoncl»us  at  the  apex 
of  the  left  lung.  Examination  of  the  abdomen  reveals  no  abnor- 
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mal  physical  sign ;  in  fact,  there  has  been  none  at  any  time  with 
the  exception  of  the  slight  tenderness  mentioned.  This  case 
seems  to  have  been  one  of  miliary  tuberculosis  affecting  first 
the  pleura  and  lung,  and  then  spreading — perhaps  through  the 
lymphatic  of  the  diaphragm — to  the  peritoneum,  and  involving 
the  intestinal  walls.  Though  now  quiescent,  it  cannot  yet  be 
assumed  that  the  case  is  cured,  but  may  still  be  liable  to  a 
recrudescence  of  the  disease. 

Case  XVIII. — Case  Illustrative  of  Tubercular  Peritonitis  of 
the  Fibroid  Variety. — Edith  H.,  age  thirteen,  came  under  notice 
on  Februarv  22,  1904,  complaining  of  slight  abdominal  pains, 
malaise,  and  constipation,  all  of  a  few  days'  duration.     The 
patient  was  a  poorly-nourished  girl,  rather  anemic;  tempera- 
ture 99.8'';  tongue  coated  with  a  white  thick  fur;  abdomen 
slightly  distended;  slight  tenderness  on  deep  palpation  in  the 
left  iliac  region ;  no  muscular  resistance ;  no  ascites.    An  exam- 
ination of  the  lungs  revealed  nothing  definite  but  a  little  pro- 
longed expiration  at  the  apex  of  the  left  lung.     For  about  a 
month  the  symptoms  remained  much  the  same,  the  temperature 
being  raised  every  evening,  generally  to  about  100°,  but  on  one 
occasion  reaching  103° ;  there  was  occasional  nausea,  but  no 
vomiting.     The  bowels  were  only  opened  by  enemata,  the  stools 
being  offensive,  whitish,  containing  undigested  food,  but  no 
blood  or  mucous.     At  about  the  end  of  this  time  there  was  a 
gradual  improvement ;  the  tongue  slowly  cleared,  the  abdominal 
pain  and  tenderness  disappeared,  and  the  constipation  became 
less  marked,  the  patient  at  the  same  time  gaining  weight.     The 
girl  kept  in  fairly  good  health  till  May  14,  when  the  tongue 
again  became  coated;  the  abdominal  pain  and  tenderness  and 
the  constipation  returned ;  five  days  later  the  pain  and  tender- 
ness had  again  disappeared,  but  the  other  symptoms  remain. 
There  is  now  deficient  expansion  of  the  upper  part  of  the  left 
side  of  the  chest,  with  impaired  resonance,  prolonged  expira- 
tion, and  increased  vocal  resonance,  but  no  crepitations  over  the 
apex  of  the  left  lung.     Merc,  cor.,  baptisia,  and  ars.  iod.  were 
th  echief  medicines  employed.     Temporary  improvement  with 
subsequent  relapses  are  of  common  occurrence  in  this  condi- 
tion, and  the  prognosis  in  this  case  must  be  a  very  guarded  one. 
Case  XIX. — Case  Illustrative  of  Ulcerative  Form  of  Tuber- 
cular Peritonitis. — Robert  R.,  age  five,  came  under  notice  in 
December,  1903,  for  chronic  diarrhea.     Fairly-well-nourished 
child ;  appetite  good ;  occasional  vomiting ;  stools  frequent,  two 
to  six  or  seven  a  day,  offensive,  watery,  usually  whitish  in 
color,  containing  mucus,  but  no  blood;  temperature  slightly 
raised  in  evening.     There  has  been  some  loss  of  flesh  but  not 
to  any  marked  extent.     Abdomen  generally  distended,  and  per- 
cussion note  tympanitic  for  the  most  part;  no  dullness,  but 
deficient  resonance:  tenderness  and  increased  resistance  in  the 
region  of  the  umbilicus.     All  articles  of  diet  tending  to  cause 
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looseness  of  the  bowels  were  prohibited,  and  the  patient  placed 
upon  a  diet  consisting  chiefly  of  milk.  From  this  time  a  grad- 
ual improvement  in  the  condition  of  the  patient  has  taken  place, 
though  he  is  still  subject  to  occasional  attacks  of  diarrhea  of 
moderate  intensity ;  the  frequency  of  the  stools  is  much  dimin- 
ished, and  whereas  at  first  much  undigested  food  was  passed 
with  the  motions,  there  is  very  little  so  passed  now,  though  the 
diet  has  been  gradually  increased  and  the  patient  is  now  taking 
ordinary  food.  The  present  condition  of  the  abdomen  is  one 
of  slight  distention;  no  tenderness  and  no  enlarged  glands  to 
be  felt;  in  the  right  hypochondrium,  just  below  the  liver,  an 
indefinite  rounded  mass  can  be  felt  which  is  dull  on  percussion, 
and  probably  represents  part  of  the  omentum  rolled  up  by  the 
effects  of  cicatrization,  and  which  may  be  looked  upon  as  an 
evidence  of  an  attempt  at  a  cure  of  the  condition.  At  the  apex 
of  one  lung  there  is  prolonged  expiration  and  occasional 
crepitus,  but  the  general  condition  of  the  patient  has  much 
improved. 

The  chief  remedies  employed  have  been  hydrastis,  calcarea, 
and  silica. 

Case  XX. — Elsie  S.,  age  seven.  Kindly  sent  to  me  (J.  R.  D.) 
by  Dr.  W.  Roche.  Has  been  under  the  care  of  Dr.  Schlegel, 
of  Ttibingen.  She  lives  in  the  Black  Forest.  There  is  a 
phthisical  history  on  father's  side.  She  was  breast-fed  only 
three  weeks.  Teething  late,  first  appeared  at  18-12.  Has  had 
inflammation  of  the  lungs,  influenza,  whooping-cough,  and,  last 
spring,  measles.  Since  the  attack  of  inflammation  of  lungs 
when  two  years  old  she  began  to  get  pale,  and  the  glands  of  the 
groin  increased  in  size.  The  abdomen  enlarged,  and  motions 
were  relaxed,  with  slime  and  undigested  food. 

Present  condition  (June  22,  1904). — Very  anemic,  skin  dry 
and  harsh,  flesh  very  flabby  and  wasted,  gums  and  tongue 
anemic.  The  abdomen  is  much  enlarged;  girth  at  umbilicus 
when  standing  twenty-three  inches.  Evidence  of  some  free 
fluid.  Umbilicus  is  everted.  Bowels  alternately  relaxed  (five 
or  six  offensive  motions  with  mucus  and  undigested  food)  or 
constipated.  There  is  no  evidence  of  disease  in  the  lungs  or 
heart.  A  systolic  hemic  bruit  can  be  heard  in  precordial  region 
and  a  loud  murmur  in  the  neck,  where  the  vessels  are  seen 
plainly  pulsating.  The  teeth  are  very  bad^-decayed  and 
broken  off.  She  is  very  listless  and  apathetic,  and  appetite 
poor;  dislikes  milk  and  what  is  best  for  her.  Tempnerature 
raised  in  the  evening  occasionally.  Ars.  I.  3,  grs.  ij  every 
three  hours;  Tub.  30,  wiij  weekly.  Diet:  Horlick's  malted 
milk,  peptonized  milk,  whey  for  her  thirst,  whites  of  eggs,  etc. 

DR.  WYNN^  THOMAS'  CASES. 

Case  XXI. — Lily  C,  thirteen  months. 

May  13,  1890. — 111  more  or  less  since  birth;  cries  if  moved; 
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is  very  thin  and  white  r  takes  very  little  food ;  vomits  if  she  takes 
more  than  usual ;  bowels  very  costive ;  stools  yellow ;  very  large 
abdomen,  very  hard  and  tender.     Calcarea  carb.  6. 

May  16. — Hardly  so  well;  cannot  be  moved  without  crying; 
takes  food  better ;  no  vomiting ;  bowels  still  costive,  but  rather 
better;  sweats  very  freely  in  head  when  asleep.  Abdominal 
compress.     Calcarea  carb. 

June  3. — Bowels  act  well  with  simple  enema ;  seems  no  bet- 
ter; eats  more;  no  sickness;  cries  very  little;  stills  sweats  a 
little.     Calcarea  carb.  12. 

June  20. — Not  quite  so  well. 

June  27. — Bowels  regular  now;  sleeps  well;  no  vomiting; 
takes  food  well. 

Case  XXII. — Bertie  S.,  age  two  and  nine-twelftlis. 

July  12,  1895. — Is  very  thin,  with  a  very  large  abdomen; 
appetite  fair ;  very  pale ;  bowels  relaxed.     Ac.  phos.  ix. 

July  19. — Rather  better;  eats  and  sleeps  well;  frequent 
sweats. 

July  25. — Troublesome  cough;  no  vomiting;  sweats  vari- 
ably. 

August  9. — Occasional  slight  vomiting  and  cough;  sweats 
better ;  appetite  better ;  seems  no  better  in  self.     Calcarea  carb. 

August  23. — Is  pretty  well,  but  sometimes  sickness  and  early 
morning  diarrhea.     Calcarea  carb.  6. 

August  30. — Improving;  diarrhea  once. 

September  27. — No  more  sickness  or  diarrhea. 

September,  1896. — Is  very  well  but  for  keratitis  of  right  eye. 
Mother  since  developed  phthisis. 

1904. — Is  fairly  healthy  and  strong. 

Case.  XXIII. — S.  R.,  three  years,  girl. 

September  6,  1892. — Was  healthy  till  eighteen  months  ago; 
since  then  abdomen  has  grown  very  large;  large  prominent 
veins ;  wasting  very  much :  boweds  opened  two  or  three  times 
each  day,  very  offensive ;  appetite  poor ;  never  cries ;  no  worms. 
Measure:  level  tip  of  ninth  rib,  19  1-4  inches;  level  tip  of  um- 
bilicus, 16  1-4  inches.  No  enlargement  of  liver.  Calcarea 
carb.  6. 

April  27,  i8q4. — Was  in-patient  at  the  Phillips  Memorial 
Homeopathic  Hospital  four  months,  then  went  up  to  the  Lx)n- 
don  Homeopathic  Hospital  for  two  or  three  months.  Abdomen 
still  large;  limbs  very  thin;  no  diarrhea,  but  often  sickness; 
complains  of  pains  in  abdomen.     Calcarea  carb.  30. 

May  II. — Vomited  twice;  still  pains  in  abdomen;  offensive 
stools  once  or  twice.     Calcarea  carb. 

June  8. — No  vomiting;  no  pain;  bowels  open  daily,  less 
offensive.     Calcarea  carb.  3. 

August  30. — Varies,  but  on  whole  better;  bowels  still  occa- 
sionally loose.     Calcarea  carb.  3. 

September  11. — No  diarrhea;  no  vomiting.     Ac.  phos.  3. 
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April  5,  1895. — No  diarrhea ;  no  vomiting. 
June  7. — Has  been  very  well  till  three  days  ago;  diarrhea 
again;  stools  watery,  frothy,  gray. 

Mother  died  two  years  later  of  phthisis. 
1904. — Child  well. 

Analysis  of  the  Twenty-three  Cases. — One  from  Dr.  Epps' 
clinic,  six  from  Dr.  C.  Bodman's,  three  from  Dr.  Wynne 
Thomas',  thirteen  from  my  own  clinic.  Nine  were  males, 
fourteen  females.  Ages  varied  from  13-12  to  thirteen  years. 
Diarrhea  present  in  16  cases,  consisting  of  offensive,  undi- 
gested stools,  with  mucus  and  blood,  occasionally  accompanied 
at  some  time  or  other  with  vomiting.  In  two  cases  the  bowels 
were  confined.  In  two  cases  there  was  no  diarrhea.  In  three 
cases  it  was  not  stated.  The  abdomen  was  much  enlarged 
in  all  cases,  sometimes  due  to  ascites,  or  flatulence,  or  enlarged 
glands  and  masses  of  tuberculous  material.  The  temperature 
where  noted  was  of  the  hectic  type;  probably  in  all  cases  at 
some  time  or  other  there  was  pyrexia.  Abdominal  pains  were 
a  marked  feature  in  many  cases,  or  a  general  sense  of  tender- 
ness. The  skin  usually  had  an  unhealthy,  waxy  hue,  often 
harsh,  and  dry  to  the  touch ;  occasionally  perspiring  profusely. 
The  veins  were  always  conspicuous,  especially  over  the  skin 
of  the  abdomen,  which  was  here  often  stretched  and  shiny.  In 
all  cases  the  limbs  were  wasted  and  covered  only  by  a  flabby 
skin. 

Complications  existed  in  many  cases,  thereby  making  the 
prognosis  worse,  such  as  enlarged  and  suppurating  lymph 
glands,  tubercular  disease  of  joints,  tuberculosis  of  the  lungs, 
pleurisy,  otorrhea,  and  rickets.  In  Case  XX  anemia  was  pro- 
found. 

•Wasting  was  always  a  marked  feature,  and  sometimes  the 
first  to  attract  attention ;  the  mesenteric  glands,  which  are  inti- 
mately concerned  with  the  processes  of  digestion,  are  no  doubt 
in  a  measure  responsible  for  this.  The  intestinal  ulceration 
and  chronic  catarrh  further  prevent  normal  digestion  and  cause 
wasting. 

Duration,  chronic,  recovery  taking  place  in  a  few  months, 
a  year,  or  even  two  or  more  years. 

Results. — Seventeen  recovered,  three  died,  three  still  under 
treatment. 

Diagnosis. — In  the  early  stages  this  may  be  difficult,  the 
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symptoms  being  vague ;  but  in  well-advanced  cases  the  diagno- 
sis is  easy.  The  constant  fetid  diarrhea  points  to  intestinal  ulcer- 
ation. If  the  mesenteric  glands  are  much  enlarged  they  can  be 
felt  by  deep  palpation  through  the  abdominal  wall  against  the 
spine,  or  bimanually,  as  suggested  by  Dr.  Carpenter,  by  a  fin- 
ger in  the  rectum  and  the  other  hand  over  the  abdomen.  In 
this  way  it  is  possible  (with  bladder  and  rectum  empty)  to  ex- 
plore well  up  into  the  abdomen.  The  presence  of  fluid,  either 
free  or  localized,  in  a  child  is  highly  suggestive  of  tubercular 
peritonitis,  but  cases  are  recorded  of  ascites  in  children  due 
to  cirrhosis  of  the  liver,  which  must  therefore  be  thought  of. 
Dr.  Parkinson*  relates  a  case  of  colloid  cancer  of  the  perito- 
neum in  a  girl  of  twelve  which  caused  ascites ;  or  ascites  may  be 
due  to  cirrhotic  liver.  In  the  plastic  form  the  masses  of  tuber- 
culous material  may  occur  in  the  region  of  the  cecum,  and  then 
be  confused  with  appendicitis ;  or  a  sarcoma  of  the  kidney  may 
simulate  a  growth  of  tubercular  material,  or,  more  rarely, 
hydatid  disease.  In  the  slide  now  on  the  screen  the  abdomen 
of  the  child  in  external  configuration  resembles  that  of  Case 
III;  but  the  subsequent  progress  of  the  disease  is  well  shown 
in  the  next  slide,  where  secondary  nodules  of  the  sarcoma  have 
developed.  There  are  often  vague  abdominal  pains  complained 
of,  which,  when  associated  with  chronic  offensive  diarrhea  and 
an  enlarging  abdomen,  are  very  characteristic.  At  times  there 
may  be  vomiting,  at  irregular  intervals  watery  vomit.  The 
emaciation  is  marked  and  profound ;  every  part  wastes  except 
the  abdomen.  These  patients  are  always  anemic,  and  the  skin 
has  an  earthy  drab  tint,  so  different  from  the  healthy  pink  of 
a  normal  child.  The  skin  is  dry  and  harsh ;  tissues  are  flabby ; 
the  hair  is  dry,  thin,  and  without  luster.  The  disposition  of 
the  child  is  listless  and  fretful,  owing  to  the  constant  gnawing 
abdominal  pains,  which  wear  the  child  out.  Sleep  is  disturbed 
by  dreams  and  startings.  The  superficial  veins  are  very  eyi- 
dent,  and  marble  the  surface  of  the  skin,  which  over  the  abdo- 
men may  be  tense  and  shiny.  These  patients  frequently  pre- 
sent the  well-marked  tubercular  type ;  there  may  be  tubercular 
lesions  in  other  organs.  Progressive  emaciation,  either  with  or 
without  temperature,  should  lead  to  a  careful  examination  of 
all  the  lymph  glands,  and  in  a  case  where  the  history  is  uncer- 
tain regarding  the  presence  of  tubercular  foci  in  the  respiratory 
*  Reports  of  the  Society  for  Study  of  Diseases  of  Children. 


Intra- Abdominal  Phthisis  in  Children.  175 

area,  attention  should  be  directed  to  the  abdomen,  when  en- 
larged mesenteric  glands  may  be  ielt. 

Prognosis. — This  depends  greatly  on :  ( i )  Whether  the  dis- 
ease is  confined  to  the  abdomen;  or  (2)  In  addition,  existing 
in  other  organs  elsewhere.  In  the  first  case  the  question  is  a 
much  less  serious  one,  and  if  the  constant  and  long-continued 
treatment  which  is  necessary  can  be  obtained,  the  outlook  is 
hopetul.  When,  however,  the  lungs  or  other  organs  are  also 
the  seat  of  the  disease,  the  chances  of  recovery  are  much  less. 

Treatment. — Prevention  plays  a  most  important  part.  Since 
the  open-air  treatment  has  been  more  extensively  followed, 
tuberculosis  in  children  has  been  greatly  reduced.  The  mor- 
tality from  tuberculosis  in  children  under  15  during  the  last 
twenty  years  in  New  York  City  between  1883  and  1903  was  as 
follows : 

Mortality  per  Thousand. 

First      5  years 67 

Second  5     ** 49 

Third     5     " 42 

Fourth   5     " 34 

Dietetic. — Of  the  utmost  importance.  The  unsuitable  food 
so  frequently  given  to  children,  or  obtained  by  them,  sets  up 
a  chronic  gastro-intestinal  catarrh.  Then  the  mesenteric 
glands  enlarge,  and  the  way  is  made  easy  for  the  entrance  of 
the  tubercle  bacillus.  Pure  milk  is  of  the  greatest  importance. 
All  milk  should  be  delivered  in  sealed  glass  bottles ;  measuring 
milk  from  cans  in  the  dusty  streets  is  most  objectionable.  When 
the  disease  is  established  it  is  necessary  to  give  the  simplest 
foods — ^peptonized  milk,  whey,  or  meat-juice.  Dr.  Thomas 
recommends  firm  bandaging  of  the  abdomen,  which  he  has 
found  useful  in  some  cases. 

Medicinal  treatment  is  most  satisfactory,  and  in  this  disease 
especially  contrasts  most  favorably  with  the  old-school  methods, 
for  Dr.  Guthrie  tells  us :  "  Medical  treatment  then  simply  con- 
sists in  keeping  the  patient  at  rest,  in  supplying  a  nutritious, 
fattening,  and  abundant  diet,  in  the  relief  of  incidental  symp- 
toms as  they  may  arise,  and,  above  all,  in  securing  the  advant- 
age of  open  country  air."  Syrup  of  the  iodide  of  iron,  mer- 
curial inunctions,  and  biniodate  of  mercury,  with  bismuth  and 
opium  for  the  diarrhea,  seem  to  be  the  chief  medicines  used. 
Our  remedies,  on  the  other  hand,  are  sure  and  certain.  All 
cases  require  at  some  time  or  other  iodine,  or  its  compounds 
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with  arsenic  or  calcarea;  I  chiefly  use  the  3.  centesimal  dilu- 
tion, or  higher.  Tuberculinum  30.  or  200.  I  have  the  highest 
opinion  of,  and  lately  have  given  it  in  nearly  all  cases.  The 
pathogenesis  of  iodine  closely  corresponds  to  this  disease.  In- 
testinal irrigation  is  sometimes  useful,  and  abdominal  com- 
presses are  of  great  value.  Sea-air  and  the  open-air  treatment 
oflFers  the  best  chance. 

Surgical  Treatment. — Laparotomy  has  its  advocates ;  in  both 
of  my  cases  which  ended  fatally,  it  was  employed.  It  appears 
to  me  doubtful  if,  failing  our  well-tried  medicines,  it  can  be  of 
any  use.  Watson  Cheyne  advises  it,  but  Henoch  does  not,  and 
further  says,  nor  can  we  expect  any  better  results  from  medi- 
cinal treatment. 

The  disease  being  so  essentially  chronic,  it  is  always  well 
to  tell  the  patients  that  much  time  will  be  required  in  the  treat- 
ment. Massage  is  of  great  value,  and  will  help  all  cases.  It 
may  be  combined  with  the  inunction  of  oils.  It  is  of  great  im- 
portance to  protect  the  abdomen  from  chills,  the  nutrition  being 
feeble. 

Given  the  suitable  means,  the  necessary  care  and  patience, 
and  the  appropriate  homeopathic  remedies,  there  are  few  cases 
which  can  be  considered  hopeless,  although  they  may  have  been 
so  regarded  by  the  old  school. 

PREPARATION    OF    PATIENT    FOR    OPERATION 
AT   HAHNEMANN   HOSPITAL. 

BY  MISS  A.  M.  BAXTER,  CLINICAL  NURSE. 

Diet. — Consists  of  light  general  diet  for  48  hours  preceding 
operation.  If  operation  is  in  the  morning  no  food  after  supper 
of  preceding  evening.  If  in  the  afternoon,  may  have  cup  of 
coffee  or  broth  at  breakfast  time  and,  if  weak  or  faint,  again 
at  II  A.  M. 

Water. — Insist  on  drinking  at  least  a  glass  of  water  every 
two  hours  for  24  hours  preceding  operation. 

Bath. — Before  preparation  of  the  field  of  operation  a  full 
tub  bath,  if  possible,  especial  attention  being  g^ven  to  hair, 
axillae,  folds  of  skin,  and  hairy  parts,  nails  being  trimmed 
short  and  cleaned. 

Bowels — are  to  be  thoroughly  emptied  by  enemata  12  hrs. 
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preceding  operation.     Not  later  than  two  hours  before  one 
enema  to  be  given  (or  more  if  necessary). 

Field  of  Operation. — In  all  abdominal  operations  the  an- 
terior surface  of  the  body,  from  the  breasts  to  the  middle  of 
the  thighs,  including  the  genitals,  constitutes  the  field  of  opera- 
tion. In  other  operations  an  equally  wide  field  should  be 
prepared. 

Materials  necessary  are  sterile  hot  water,  aseptic  soap, 
sterile  brush,  clean,  sharp  razor,  sterile  gauze,  gutta-percha 
tissue,  small  amount  chloride  of  lime  and  carbonate  of  soda, 
sterile  towels,  basins  (usually  four)  for  sterile  water,  a  pail  for 
waste,  ether,  bandages,  scissors,  safety  pins,  douche  pan,  and 
four  pair  syringes. 

Method. — The  nurse  sterilizes  her  own  hands  as  follows: 
With  nails  trimmed  short  and  carefully  cleaned  with  a  wooden 
nail  cleaner,  or  tooth  pick,  and  sleeves  rolled  up,  scrub  the 
hands  for  ten  minutes  in  hot,  sterile  water  and  soap,  using 
sterile  brush  and  changing  the  water  three  or  four  times; 
make  a  paste  in  the  hand  of  a  tablespoonful  each  of  chloride 
of  lime  and  washing  soda,  to  which  has  been  added  about  an 
ounce  of  water.  Rub  this  thoroughly  into  the  skin,  taking 
care  to  force  it  into  the  creases  of  the  skin  and  nails.  Rinse 
off  with  sterile  water.  Make  a  good  lather  of  soap  and  water 
over  the  field  of  operation,  shave  the  whole  area  closely  and 
wipe  free  from  loose  material  with  piece  of  sterile  gauze. 
After  this  the  nurse  should  again  wash  her  own  hands. 

Next,  with  a  soft  brush,  plenty  of  soap  and  water,  the  whole 
field  (with  the  exception  of  the  mucous  surface)  should  be 
thoroughly  scrubbed  and  then  carefully  wiped  off  with  ether. 
The  mucous  surfaces  to  be  carefully  washed  with  the  fingers 
and  gauze ;  especial  care  should  also  be  taken  to  open  out  the 
folds  of  the  unbilicus  as  much  as  possible. 

Prepare  another  mass  of  lime  and  soda,  with  which  the 
whole  field  of  operation  is  to  be  thoroughly  rubbed.  After 
which,  rinse  the  area  with  sterile  water  and  finally  cover  with 
a  large  pad  wet  in  1-4000  bichloride,  or  of  electrozone  1-4  or 
formalin  1-5000,  according  to  the  direction  of  the  doctor  in 
charge.  Over  this  lay  a  piece  of  g^tta-percha  tissue,  and  all 
held  firmly  in  place  by  a  many-tailed  bandage. 

The  Vagina. — The  vulva  is  prepared  as  above — there  re- 
mains only  the  necessary  douches.     Whether  the  vagina  is 
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packed  or  not  depends  on  the  direction  of  the  doctor.  A 
moist  pad  of  bichloride,  or  other  antiseptic  solution,  is  kept 
over  the  vulva  and  renewed  an  hour  before  going  to  the 
operation. 

For  minor  operations  the  preparation  is  the  same  in  all  the 
essential  parts,  differing  only  in  detail  as  the  occasion  may 
demand. 
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J.  Mackenzie,  M.  D. : 

In  regard  to  pregnancy  occurring  in  women  with  valvular 
disease  of  the  heart,  the  following  are  my  conclusions  drawn 
from  a  study  of  the  condition. 

When  there  is  distinct  evidence  of  failure  of  compensation, 
or  when  the  oatient  is  liable  to  frequent  attacks  of  failure  of 
compensation,  pregnancy  should  be  forbidden. 

With  fair  compensation,  if  there  should  be  paralysis  of  the 
auricle,  as  evidenced  by  the  presence  of  a  diastolic  murmur 
and  the  absence  of  a  presystolic  murmur,  or  of  a  continued 
irregularity  of  the  pulse,  or  of  a  jugular  pulse  of  the  ventricular 
type,  pregnancy  should  be  forbidden. 

With  fair  compensation,  with  a  mitral  murmur  systolic  or 
presystolic  in  time,  with  the  apex  beat  within  the  nipple  line, 
and  due  to  the  left  ventricle,  the  patient  may  undertake  the  bur- 
den of  pregnancy. 

In  all  cases  of  valvular  disease,  when  conception  has  taken 
place,  the  patient  should  be  kept  under  close  observation.  One 
feature  of  great  prognostic  significance  is  the  presence  or  ab- 
sence of  symptoms  of  edema  of  the  lungs. 

W.  R.  Nicholson,  M.  D. : 

Various  procedures  have  been  advocated  to  prevent  central 
perforation  of  the  perineum.  The  signs  which  lead  one  to 
anticipate  this  accident  are  the  development  of  marked  perineal 
distention,  together  with  failure  of  retraction  of  the  presenting 
part  between  the  pains  in  association  with  a  failure  of  extension. 
When  such  a  condition  is  present,  it  is  very  evident  that  the  use 
of  either  chloroform  or  ether  is  indicated  to  a  degree  sufficient 
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to  relax  the  tissues  of  the  outlet.  In  addition,  the  indications 
are  to  promote  extension  and  upward  propulsion  by  the  forceps 
or  the  rectal  finger.  From  my  experience  I  feel  convinced, 
however,  that  in  the  vast  majority  of  cases,  particularly  if  the 
symphyseal  angle  is  lessened,  there  will  be  a  failure  to  prevent 
the  central  tear  by  the  use  of  either  chloroform  or  ether,  and 
that  if  forceps  or  rectal  manipulation  be  attempted,  the  only 
probable  result  will  be  the  production  of  the  perforation  a  few 
minutes  before  it  would  otherwise  have  occurred.  I  believe 
the  proper  procedure  is  to  incise  the  perineum  when  the  dis- 
tention has  become  abnormal,  and  then,  if  the  head  is  not 
promptly  delivered,  to  either  apply  forceps  or  rectal  expression. 

The  incision  of  the  classical  episiotomy  is  not  advisable,  but 
rather  one  made  in  the  median  raphe  of  the  perineum  from 
the  fourchette  downward  toward  the  anus,  its  extent  being 
determined  by  the  exigencies  of  the  individual  case.  If  the 
tear  occur  while  actively  attempting  to  deliver,  it  is  hardly  need- 
ful to  say  that  all  such  attempts  should  at  once  cease,  and  that 
the  perineum  should  be  immediately  incised  from  the  fourchette 
to  the  anterior  margin  of  the  central  rupture,  and  delivery  then 
eflFected.  If  this  be  not  done,  a  much  more  severe  traumatism 
will  result,  very  generally  involving  the  sphincter  ani. 

Lest  the  inexperienced  obstetrician  become  needlessly  alarmed 
in  the  presence  of  a  normal  condition  of  perineal  distention,  it 
must  be  remembered,  as  stated  above,  that  while  over  distention 
is  the  most  evident  danger  signal  of  threatening  central  rup- 
ture, that  its  causation  is  due  to  a  backward  displacement  of 
the  presenting  part  as  a  whole,  with  an  absence  of  the  present- 
part  as  a  whole  with  an  absence  of  the  movement  of  extension. 
Ih  other  words,  the  retaining  by  the  presenting  part  of  the  at- 
titude and  direction  which  were  normal  for  its  passage  through 
the  inferior  strait  after  it  had  passed  that  plane.  A  knowledge 
of  the  normal  attitude  and  position  of  the  head  in  the  various 
planes  of  the  maternal  pelvis  will  prevent  uncalled  for  anxiety. 

It  is  hardly  necessary  to-day  to  state  that  if  a  central  per- 
foration of -the  perineum  occur,  it  is  advisable  to  repair  it  at 
once,  or  as  soon  as  the  local  condition  warrants.  It  is  true 
nature  can  heal  these  as  well  as  other  injuries,  and  also  that 
the  pelvic  floor  will  not  necessarily  become  weakened  by  this 
injury  if  it  be  unassociated  with  other  forms  of  laceration,  such 
as  sulci  tears ;  but  practically  considered,  it  will  be  found  that 


i8o  Current  Comment. 

none  of  these  lacerations  occur  without  greater  or  less  injury 
to  the  vagina  and  underlying  tissues,  and  therefore,  they  should 
be  repaired  as  soon  as  possible.  Moreover,  as  these  injuries 
so. frequently  involve  the  sphincter  ani,  as  well  as  the  rectum 
and  the  rectovaginal  septum,  the  danger  from  sepsis  offers  an 
indication  for  their  immediate  repair  whenever  possible.  The 
first  step  in  such  repair  should  always  be  a  median  section  of 
the  bridge  of  tissue  between  the  perforation  and  the  fourchette, 
since  by  so  doing  the  proper  coaptation  of  the  parts  will  be 
greatly  facilitated,  and,  more  important  still,  the  vaginal  tract 
will  thus  be  exposed,  and  the  tears  in  its  lateral  sulci  may  be  ac- 
curately untied ;  a  proceeding  of  much  greater  importance  to  the 
patient  than  the  suturing  of  the  external  perineal  wound,  since 
the  former  deprives  the  pelvic  tissues  of  their  normal  support, 
while  the  latter  in  no  way  interferes  with  the  abdominal  re- 
tentive power,  but  simply  is  a  menace  from  the  aspect  of  pos- 
sible septic  infection. 

♦      ♦ 

J.  W.  Taylor,  M.  D. : 

Taught  by  experience,  which  includes  in  twenty  years,  nearly 
1,300  operations,  my  best  work  has  been  in  the  last  five  or  six 
years,  which  with  a  fair  proportion  of  grave  cases,  shows  a 
mortality  of  only  i  per  cent.  My  experience  extends  over  days 
of  ignorance,  when  hardly  anything  was  left  undone  that  fav- 
ored infection,  over  days  of  empirical  asepsis  and  the  more 
recent  ones  enriched  by  our  acquired  knowledge.  I  attribute 
the  greatest  advantage  to  the  recognition  of  the  efficiency  of 
heat  in  sterilization,  to  the  disinfection  of  the  hands  by  perman- 
ganate of  potash  supplemented  by  spirit  and  biniodide  of  mer- 
cury, not  only  before  operation  but  after  every  dangerous  con- 
tact ;  and  to  the  substitution  of  fine,  interlocking  chain  sutures 
of  silk  for  ligature  en  masse.  Fine  silk,  I  have  found  to  be  in 
time  as  perfectly  absorbed  as  catgut.  Pelvic  hematocele,  the 
so-called  broad  ligament  hematoma,  formerly  the  commonest 
complication  of  post-operative  convalescence,  though  attributed 
to  the  use  of  a  sharp  needle,  I  have  not  found  to  be  so.  It  is 
more  probably  due  to  ulcerative  erosion  of  the  vessels  owing 
to  infection  from  the  thick  silk  used  in  tying  the  pedicle.  The 
removal  of  the  appendages  for  myomata  has  gradually  though 
not  entirely  been  abandoned  in  favor  of  abdominal  or  vaginal 
hysterectomy,  and  I  now  seldom  perform  that  operation  for 
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gonorrheal  tubal  disease,  preferring  systematic  treatment  with 
biniodide  of  mercury,  which  even  in  cases  demanding  interfer- 
ence, when  combined  with  evacuation  of  the  sacs  and  drainage 
is  generally  better  than  the  old  operation. 

In  inguinal  celiotomy  by  Reclu's  method,  by  tying  off  a  small 
amount  of  mesentery  at  each  side  of  the  spigot  of  glass  at  the 
original  operation,  I  have  found  that  the  subsequent  division  of 
the  intestine  is  practically  bloodless  and  not  accompanied  by 
arterial  hemorrhage,  as  otherwise  was  too  often  the  case.  In 
conservative  operations  some  of  my  greatest  successes  have  been 
the  separation  of  adnexal  adhesions  to  the  intestines  causing 
obstruction ;  hysteropexy  and  ventro-suspension  are  also  conser- 
vative, but  I  have  found  conservative  operations  on  the  appen- 
dages disappointing.  Simple  prolapse  of  the  ovary,  due  to 
retrodisplacement,  is  best  treated  by  shortening  the  round  liga- 
ments without  opening  the  peritoneum.  Disliking  all  forms  of 
fixation,  I  have  abandoned  anterior  colpotomy,  but  I  have  be- 
come more  and  more  attracted  by  posterior  colpotomy,  the 
advantages  of  which  are  not  to  be  overlooked  even  in  virgins 
or  children.  The  essential  point  in  the  operation  after  the 
disinfection  of  the  vagina  is  free  drainage  with  iodoform  gauze. 

H.  D.  Beyea,  M.  D. : 

For  the  application  of  the  pessary  in  retrodisplacement,  if  ap- 
plied in  the  acute  case,  the  uterus  must  be  freely  movable,  the 
tubes  and  ovaries  healthy,  the  cervix  uninjured,  and  the  peri- 
neum intact.  This  must  be  determined  before  the  introduction 
of  a  pessary  is  considered.  The  uterus  must  be  replaced  be- 
fore the  pessary  is  introduced,  and  the  instrument  is  to  be 
accurately  fitted.  The  simple  replacement  in  the  dorsal  posi- 
tion by  bimanual  manipulation,  or  by  the  use  of  the  uterine 
sound,  with  the  immediate  application  of  the  pessary,  nearly 
always  fails,  for  the  reason  that  the  hyperemia,  and  for  con- 
venience of  description,  we  may  call  it  the  edematous  heavy 
uterus,  retroverts  or  retrofiexes  over  the  posterior  bar  of  the 
instrument.  Also  it  is  quite  impossible  in  the  large  majority 
of  instances  to  replace  a  retroverted  uterus  by  a  simple  bimanual 
manipulation  without  anesthesia,  and  to  use  the  sound  is  dan- 
gerous, at  least  harmful. 

The  logical  procedure  is  to  replace  the  uterus  by  gravity  and 
manipulations  practiced  in  the  knee-chest  position,  and  to  keep 
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it  in  this  position  for  a  few  days  so  as  to  reduce  the  size  and 
weight  of  the  organ  before  the  pessary  is  introduced. 

The  details  of  this  preparatory  treatment  are  as  follows :  The 
patient  should  go  to  bed  and  the  intestinal  tract  should  be  well 
emptied  by  the  administration  of  a  saline  purge.  The  woman 
should  then  be  placed  in  the  knee-chest  position.  The  perineum 
should  be  retracted  and  the  cervix  exposed  by  means  of  the 
Sims  speculum.  With  this  procedure,  in  this  position  it  will 
be  seen  that  air  rushes  in  and  balloons  out  the  vagina.  The 
intestine  will  have  dropped  out  of  the  pelvis,  and  the  uterus 
at  once  tends  by  gravity  to  fall  forward  toward  the  anterior 
abdominal  wall. 

Pressure  is  then  made  in  the  posterior  vaginal  vault,  over 
the  position  of  the  displaced  fundus,  by  means  of  long  dressing 
forceps  grasping  a  good-sized,  densely  compacted  ball  of  cotton. 
Assistance  in  this  manipulation  is  often  gained  by  grasping  the 
cervix  and  drawing  it  toward  the  vaginal  outlet.  It  will  often 
be  observed  that  under  pressure  the  fundus  immediately  drops 
forward,  while  the  cervix  is  turned  backward,  the  uterus  as- 
suming its  normal  position.  Sometimes  it  is  not  possible  to 
make  the  entire  correction  at  one  time,  a  subsequent  attempt 
reduces  it  still  more,  until  finally  it  is  brought  in  normal  posi- 
tion. 

After  each  attempt  at  correction,  or  where  correction  is  at- 
tained at  once,  the  uterus  should  be  kept  in  the  forward  position 
for  four  or  five  days  by  daily  packing  the  vaginal  vault  and 
vagina  with  cotton  while  the  patient  is  in  the  knee-chest  posi- 
tion. The  cotton  should  be  packed  in  the  vagina  in  the  form  of 
pledgets  or  balls  about  one  and  one  half  or  two  inches  in  diam- 
eter, introduced  with  long  dressing  forceps.  The  cotton  is  to 
be  carefully  and  tightly  packed,  first  into  the  posterior  vaginal 
vault,  then  against  the  anterior  aspect  of  the  cervix,  and  the 
rest  of  the  vagina  should  be  rather  loosely  filled.  At  the  end 
of  each  treatment  the  patient  should  turn  to  the  Sims  position, 
and  be  instructed  to  lie  and  sleep  in  this  position.  The  treat- 
ment should  be  continued  always  for  four  days,  and  for  a  longer 
time  if  reposition  is  not  gained.  Then  the  pessary  should  be 
selected  and  fitted  carefully.  With  this  preparatory  treatment 
introduced  in  the  knee-chest  position,  the  various  tests  should 
be  practiced  to  determine  that  the  pessary  acts  properly  and 
maintains  the  uterus  forward. 
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J.  W.  Ballantyne,  M.  D. : 

I  will  describe  a  method  which  does  not  appear  to  be  widely 
known  or  often  practiced  for  the  delivery  of  Hydrocephalic  Fetus 
by  spinal  tapping. 

On  the  night  of  August  15  I  was  hurriedly  summoned  to 
the  hospital,  Dr.  Robarts  informing  me  that  a  woman  was  being 
sent  in  with  her  baby  born  as  far  as  the  shoulders,  but  with  the 
head  still  above  the  pelvic  brim.  I  was  put  in  possession  of 
the  following  facts :  The  patient  was  a  married  woman,  28  years 
of  age,  who  had  had  three  previous  confinements;  her  first 
child,  was  now  six  years  old,  healthy,  bom  in  a  normal  labor; 
her  second  was  born  four  years  ago,  head  presentation;  her 
third  child  was  born  two  and  a  half  years  ago,  normal  labor, 
now  alive  and  healthy.  During  the  present  pregnancy  the  pa- 
tient had  complained  greatly  of  pain  in  the  left  side  of  the 
abdomen,  which  had  prevented  her  sleeping  at  night ;  she  had 
also  noticed  that  the  abdomen  was  bigger  than  in  her  previous 
pregnancies. 

She  was  under  the  care  of  a  medical  man  who  was  called 
to  her  on  August  15,  labor  pains  having  commenced  on  the 
evening  of  the  14th.  In  the  afternoon  the  os  was  fully  dilated, 
and  a  tranverse  presentation  was  diagnosed,  position  left  acro- 
mio-anterior.  On  account  of  the  large  size  of  the  abdomen  the 
presence  of  twins  was  suspected.  At  7  p.  m.  the  medical  at- 
tendant ruptured  the  membranes,  performed  version,  and 
brought  down  the  feet  without  much  difficulty;  the  body  was 
also  brought  down  and  the  arms  with  considerable  exertion, 
but  no  eflforts  could  extract  the  head.  Another  doctor  was 
summoned,  but  even  with  his  help  the  head  remained  firmly 
fixed  above  the  pelvic  brim.  Attempts  were  made  to  apply 
the  forceps,  but  with  no  success. 

On  her  arrival  at  the  hospital,  at  9.50  p.  m.,  the  patient  was 
in  a  very  collapsed  state;  her  pulse  was  140  and  thready;  her 
lips  and  face  were  pale,  the  nose  was  pinched  and  the  eyes  hol- 
low. She  complained  of  no  pains.  On  abdominal  palpation  I 
felt  the  uterus  fairly  well  contracted,  and  as  large  as  if  it  had 
a  full-time  fetus  in  it,  but  protruding  from  the  vulva  were  the 
body  and  limbs  of  a  male  infant.  In  the  upper  part  of  the 
uterine  tumor  was  a  soft  area,  which  I  regarded  as  blood  clot, 
above  the  head ;  in  the  lower  part  I  thought  I  detected  a  crack- 
ing sensation  such  as  one  gets  on  palpating  a  hydrocephalic 
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head.  The  body  of  the  child  was  lying  transversely  in  the  pel- 
vic cavity,  the  back  being  to  the  right ;  the  cord  was  not  pulsat- 
ing. I  passed  my  fingers  up  behind  the  fetal  back  and  felt  a 
well-ossified  portion  of  the  occipital  bone ;  I  thought  I  could  feel 
a  membranous  part  beyond  it. 

By  this  time  I  had  diagnosed  obstruction  in  labor  due  to  large 
size  of  the  head,  and  I  naturally  thought  first  of  hydrocephalus. 

It  was  obvious  that  further  traction  upon  the  trunk  of  the 
child  was  inadvisable;  it  had  already  been  practiced  for  two 
hours,  the  attachment  of  the  head  to  the  trunk  had  been  weak- 
ened, so  that  there  was  fear  of  separating  the  former  and  leav- 
ing it  in  the  uterus,  and  there  was  the  rapidly-increasing  risk 
of  uterine  rupture.  To  tap  the  head  suggested  itself  as  the 
best  plan  to  pursue ;  but  it  seemed  to  me,  at  the  same  time,  that 
the  further  intravaginal  and  intra-uterine  manipulation  that  it 
would  involve,  the  probability  that  the  occipital  bone  would  re- 
quire to  be  pierced  with  a  perforator,  and  the  collapsed  state  of 
the  patient  all  combined  to  make  a  very  grave  probnosis.  It  was 
then  that  the  illustration  in  Tamier's  Traite  de  VArt  Accouche- 
metUs,  representing  tapping  of  the  spine  in  a  case  of  retained 
hydrocephalic  head,  came  into  my  mind.  That  illustration,  as 
some  will  remember,  shows  an  infant  born  as  far  as  the  should- 
ers; the  spine  has  been  opened  into  in  the  dorsal  region,  and  a 
stream  of  fluid  is  issuing  through  a  canula  which  has  been 
pushed  into  the  spinal  canal.  It  seemed  to  me  at  once  that  if 
I  could  by  this  method  draw  off  the  fluid  from  the  cranial  cav- 
ity by  paracentesis  of  the  spinal  canal,  I  should  be  giving  the 
patient  a  much  better  chance  than  by  further  interference 
through  the  vagina.  The  infant  was  already  dead,  so  I  had  only 
the  mother  to  consider. 

By  gentle  manipulation  I  brought  the  infant's  body  round  so 
that  the  occiput  lay  above  the  symphysis  pubis  and  the  back  was 
in  the  middle  line  anteriorly.  Urine  had  been  drawn  off  by  the 
catheter,  and  the  patient  was  under  chloroform,  but  not  deeply. 
I  took  an  ordinar}'  scalpel  and  made  a  transverse  incision  over 
the  interspace  between  the  sixth  and  seventh  dorsal  vertebrae  in 
the  interscapular  region.  I  then  cut  down  into  the  spinal  canal, 
but  no  fluid  appeared.  I  next  took  a  long  silver  catheter  with 
one  large  and  several  small  openings  in  its  distal  end  and  in- 
sinuated it  into  the  spinal  canal,  bending  the  back  of  the  infant 
at  the  time  so  as  to  make  the  spinal  curves  and  those  of  the 
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catheter  to  coincide.  I  calculated  that  the  tip  of  the  instru- 
ment was  inside  of  the  cranium,  but  still  no  fluid  issued.  I 
then  turned  the  catheter  so  as  to  make  the  point  pass  forwards 
in  the  cranial  cavity;  I  felt  some  resistance,  which  was  over- 
come, and  then  clear  fluid  with  a  slightly  yellowish  tinge  began 
to  run  freely  from  the  catheter.  Dr.  Robarts  aided  the  empty- 
ing of  the  head  by  suprapubic  pressure.  When  36  ounces  of 
fluid  had  thus  been  drawn  off  I  seized  the  lower  limbs  and  car- 
ried them  forward  over  the  symphysis  pubis,  and  with  very 
slight  traction  delivered  the  infant  literally  with  one  hand,  aided 
by  the  suprapubic  pressure  which  Dr.  Robarts  was  exercising. 
A  large  quantity  of  blood  clot  came  away  from  the  head,  and 
the  placenta  was  born  almost  immediately.  The  uterus  con- 
tracted fairly  well.  A  large  intra-uterine  lysol  douche  was 
given,  the  fluid  returning  freely.  The  child  was  born  at  10.20 
p.  M.,  or  half  an  hour  after  the  mother's  admission  to  the  hos- 
pital. 

The  infant,  a  male,  was,  save  for  the  hydrocephalus,  well 
formed ;  the  mother  recovered. 

The  advantages  of  spinal  tapping  for  the  delivery  of  the  after- 
coming  head  in  hydrocephalus  are  so  obvious  that  I  need 
scarcely  enumerate  them.  There  is  the  advantage  of  operating 
upon  parts  which  are  external  and  visible ;  the  accessibility  of 
the  armamentarium  required — a  knife  and  a  catheter ;  the  rapid- 
ity and  completeness  of  the  evacuation  of  the  cranium  thus  ob- 
tained ;  and  the  avoidance  of  any  further  internal  interference 
with  hands  or  instruments  when  all  such  interference  is  of 
necessity  fraught  with  danger.  It  is  by  no  means  an  easy  or 
a  safe  procedure  to  perforate  a  hydrocephalic  head  behind  the 
ear  or  through  the  occiput  when  prolonged  traction  has  already 
been  made  upon  the  trunk,  when  the  forceps  has  perhaps  been 
thrust  once  or  twice  into  the  uterus,  and  when  the  operator  has 
the  dread  of  uterine  rupture  prominent  in  his  mind;  tapping 
the  spinal  canal  at  once  easily  and  safely  removes  the  whole 
difficulty  and  greatly  reduces  the  after-risks. 

♦       ♦ 

A.  Groves,  M.  D. : 

On  July  30  I  examined  at  the  hospital  a  patient,  female,  aged 
sixty-seven.  She  was  extremely  emaciated,  and  her  great  com- 
plaint was  a  persistent  vomiting  which  had  existed  for  about 
nine  months  as  a  daily  occurrence ;  indeed,  during  that  time  she 
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usually  vomited  several  times  daily.  For  five  or  six  years  pre- 
viously she  had  been  greatly  troubled  with  her  stomach,  with 
vomiting  every  now  and  then.  Examination  revealed  nothing 
in  the  way  of  a  tumor,  but  her  stomach  was  dilated,  easily  re- 
taining 126  oz.  of  fluid.  A  diagnosis  of  pyloric  obstruction 
was  made  and  my  note  relates  to  the  use  of  silk  ligatures  in  the 
laparotoffty  done  on  August  4.  A  tight  pyloric  stricture,  ap- 
parently the  result  of  an  ulcer,  was  found,  and  for  the  relief  of 
this  a  linear  pvloroplasty  was  done,  the  wound  in  the  pylorus 
being  put  together  by  means  of  sutures  passing  through  all  the 
coats  of  the  stomach  and  duodenum,  above  which  a  line  of 
Lembert  sutures  was  put  in.  In  order  to  provide  ample  drain- 
age for  the  dilated  and  atonic  stomach,  a  gastro-jejunostomy 
was  done,  the  jejunum  at  about  twenty  inches  from  its  origin 
being  united  to  the  great  curvature  of  the  stomach  about  three 
inches  from  the  pylorus.  To  prevent  a  possible  vicious  circle, 
an  anastomosis  was  made  between  tlie  two  limbs  of  the  attached 
jejunum.  In  making  these  anastomoses  the  method  advised  by 
McGraw  was  used,  but  instead  of  a  rubber  cord  a  strong  silk 
ligature  was  passed  and  tied  as  tightly  as  possible.  By  the  sixth 
day  vomiting  had  entirely  ceased,  and  by  the  twentieth  day 
she  was  taking  an  ordinary  diet,  including  potatoes  and  meat, 
the  quantity  taken  at  any  one  time  being  limited.  From  this 
time  on  she  rapidly  gained,  and  expressed  herself  as  being  en- 
tirely free  from  any  digestive  trouble. 

Theoretically  and  practically  there  does  not  appear  any  good 
reason  for  using  rubber  cord  rather  than  silk  in  these  opera- 
tions ;  indeed  I  think  silk  preferable,  although  I  have  used  rub- 
ber several  times.  There  is  no  question  that  silk  will  cut 
through  rapidly,  even  more  so,  I  imagine,  than  rubber,  because 
it  can  be  drawn  tighter ;  in  fact,  the  tissue  caught  in  the  thread 
is  instantaneously  strangulated.  Furthermore,  the  crushed  tis- 
sue will  be  disintegrated  more  rapidly  when  surrounded  by  an 
absorbing  ligature  soaked  in  digestive  fluids,  rather  than  an  im- 
permeable rubber  cord  which,  to  some  extent,  protects  the 
crushed  tissue. 

If,  then,  silk,  or  linen  which  is  quite  as  good,  will  answer  the 
purpose  as  well  if  not  better  than  rubber,  it  is  to  be  preferred, 
for  rubber  is  not  always  at  hand,  and  as  it  deteriorates  with 
keeping  it  is  by  no  means  reliable,  unless  quite  new.  Again, 
silk  in  its  use  requires  no  special  needles  or  instruments,  and  is 
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easier  to  work  with,  which  always  counts  for  something  if 
efficiency  goes  with  it. 

The  more  I  use  McGraw's  method  the  more  I  am  impressed 
with  its  value.  Taking  all  things  into  consideration  it  appears 
to  be  the  safest  and  best  means  of  making  a  visceral  anasto- 
mosis, especially  in  cases  like  the  above  where  there  is  time  for 
the  ligature  to  cut  through  without  danger  to  the  patient. 

George  M.  Boyd,  M.  D.  : 

I  felt  that  it  would  not  be  presumptuous  on  my  part  to  ex- 
press an  opinion  on  the  question  as  to  advisability  of  the  Imr 
mediate  Repair  of  Cenncal  and  Perineal  Lacerations,  basing  it 
upon  an  experience  gleaned  from  22  years  in  active  practice,  15 
of  these  years  working  at  the  Lying-in  Charity,  where  during 
the  same  period  10,000  cases  have  been  cared  for. 

If  one  examines  the  condition  of  the  cervix  systematically  in 
every  case  immediately  after  delivery,  he  will  find  in  every  case 
some  laceration,  at  all  events,  what  appears  to  be  a  laceration. 
He  will  find,  not  only  evidence  of  laceration,  but  also,  an  ex- 
tensively edematous  and  contused  appearance,  not  at  all  an 
inviting  field  for  operation  and  most  difficult  to  tell  where  to 
begin  suturing.  Sutures  placed  in  this  hypertrophied  tissue,  will 
in  twenty-four  hours  hang  like  so  many  earrings  in  the  cervix. 

Then,  too,  the  immediate  repair  of  the  cervix  is  not  an  easy 
operation,  exposing  the  patient  to  a  greater  danger  of  infection, 
and  when  practiced  bv  the  most  skilled  in  the  well  equipped 
maternity,  is  often  followed  by  marked  elevation  of  tempera- 
ture. The  only  conditions  demanding  or  justifying  immediate 
repair  are  persistent  hemorrhage  from  the  circular  artery  of 
the  cervix,  extensive  lacerations  extending  into  the  broad  liga- 
ments, and  finally,  in  cases  where  deep  incisions  have  been  made 
for  the  purpose  of  bringing  about  a  speedy  delivery. 

If  we  look  at  the  cervix  one  week  after  delivery,  like  magic, 
by  the  wonderful  process  of  involution,  the  ecchymoses,  the 
edema  and  the  lacerations  are  gone,  in  the  majority  of  cases. 

The  writer  feels  that  while  the  repair  of  the  cervix  can  be 
made  successfully  as  early  as  the  seventh  day  after  delivery,  the 
imperfect  involutions  of  the  uterus,  the  presence  of  the  lochia, 
the  possibility  of  elevated  temperature  at  that  time,  the  disturb- 
ance in  lactation  brought  about  sometimes  from  taking  ether, 
will  make  many  hesitate  to  operate  so  early. 
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I  would  examine  the  cervix  on  the  tenth  day,  and,  finding  a 
laceration,  would  recommend  the  repair  after  the  fourteenth 
day,  appreciating  the  fact  that  a  certain  proportion  of  patients 
will  not  enjoy  being  told  that  they  are  torn,  much  less  will  they 
permit  operation  at  this  time. 

Perineal  lacerations  vary  in  degree  and  location.  A  careful 
examination  is  necessary  with  the  parts  well  separated,  in  order 
to  detect  the  exact  location.  While  the  usual  tear  is  a  median 
perineal  one,  often  the  injury  extends  up  into  the  vagina,  in- 
volving the  deeper  tissues,  including  the  important  muscles  of 
the  pelvic  floor. 

Sometimes  the  anterior  wall  of  the  vagina  is  the  seat  of 
laceration.  These  tear  high  up,  often  explain  a  persistent  bleed- 
ing, when  the  uterus  is  found  to  be  contracted,  a  failure  to  rec- 
ognize these  tears,  and  make  their  repair,  will  predispose  later 
to  cystocele.  All  lacerations  of  the  perineum  should  be  im- 
mediately repaired,  with  one  or  two  exceptions.  If  the  patient 
is  exhausted  from  a  long  labor  and  prolonged  anesthesia  is 
contra-indicated,  or  if  the  injury  extends  through  the  bowel  in- 
volving both  sphincter  muscles,  then,  because  of  the  gravity  of 
the  situation,  the  repair  could  be  better  done  after  the  patient 
has  reacted,  when  the  physician  can  secure  better  light  or  skilled 
assistance. 

If  the  cervix  is  found  to  be  lacerated  together  with  the  peri- 
neum, is  it  wise  to  leave  the  perineal  repair  until  a  later  time, 
when  both  operations  can  be  made?  This  course  is  followed 
by  some  obstetricians  to-day.  The  writer,  however,  feels  that 
the  immediate  repair  of  the  perineum  is  an  operation  so  satis- 
factory that  it  is  best,  irrespective  of  the  condition  of  the  cervix. 

Two  weeks  after  delivery,  should  a  cervical  injury  be  found, 
he  would  perform  a  second  operation.  As  it  is  difficult  to  meas- 
ure the  extent  of  the  laceration  of  the  cervix  immediately  after 
delivery,  the  operator  should  not  postpone  the  immediate  re- 
pair of  perineum  for  an  uncertain  repair  of  that  organ. 

If  we  examine  the  perineum  carefully  after  delivery  it  will 
be  found  to  be  often  lacerated.  This  injury  will  only  be  slight 
in  many  cases,  a  simple  stitch  sufficient  to  make  the  repair.  This 
slight  injury  should  be  repaired  for  the  purpose  of  preventing 
infection  and  for  its  cosmetic  effect. 

Let  me  repeat  that  the  immediate  repair  of  the  cervix  is  not 
a  wise  procedure,  the  exceptions  being  hemorrhage  and  involve- 
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ment  of  the  broad  ligaments ;  that  while  the  cervix  can  sucess- 
fuUy  be  repaired  by  the  intermediate  operation  one  week  after 
delivery,  it  is  better  to  wait  until  the  second  or  third  week ;  that 
to  leave  a  perineal  laceration  go  a  week  or  longer  in  order  to 
make  the  repair  of  cervix  and  perineum  at  one  time  seems  un- 
wise; that  the  perineum  should  be  repaired  immediately,  except 
when  the  patient  is  exhausted  or  when  she  has  sustained  an  ex- 
tensive laceration  through  the  bowel. 

H.  R.  Spencer,  M.  D.: 

I  have  treated  successfully  three  cases  of  cervical  cancer  com- 
plicating labor  in  advanced  pregnancy.  In  each  case  the  child 
was  delivered  per  vias  naturales,  and  a  high  vaginal  amputation 
was  subsequently  performed.  It  the  first  case  cancer  was  diag- 
nosed after  labor  had  begun,  and  the  vaginal  operation  was  per- 
formed fourteen  days  later.  In  the  second  case  labor  was  in- 
duced in  the  seventh  month,  when  the  diagnosis  was  made,  and 
the  cervix  was  amputated  eighteen  days  after  labor.  The  third 
patient  presented  herself  for  examination  four  and  a  half 
months  after  the  birth  of  a  child,  and  gave  a  history  of  having 
lost  blood  every  day  since  her  confinement.  She  was  found 
to  be  suffering  from  cancer  of  the  cervix. 

My  method  of  amputation  was  as  follows:  Two  incisions 
were  made  in  the  vagina,  one  in  front  and  one  behind  the  cer- 
vix, and  the  bladder  was  pushed  up ;  the  base  of  the  broad  liga- 
ment was  tied  on  each  side  and  the  part  between  the  cervix 
and  the  ligatures  divided  with  scissors ;  the  cervix  was  divided 
by  means  of  a  Paquelin's  cautery,  and  in  the  first  case  bleeding 
was  stopped  by  the  use  of  the  cautery ;  in  the  other  two  cases 
ligatures  were  used ;  in  the  first  two  cases  the  peritoneum  was 
not  opened,  in  the  third  Douglas's  pouch  was  opened,  but  was 
closed  again  with  a  silk  sutura;  the  vagina  in  each  case  was 
packed  with  iodoform  gauze.  The  patients  recovered  from  the 
operation,  and  have  remained— one  for  11  years,  another  for 
8  1-2  years,  and  another  for  eight  years.  Two  of  the  children 
are  still  alive ;  the  premature  child  died  soon  after  birth. 

♦      ♦ 

Scott  Carmichael,  M.  D. : 

The  successful  application  of  Hyperemic  Treatment  in  Gyne- 
cological Diseases  depends  on  the  fact  that  the  rate  of  flow  of 
blood  through  the  parts  exposed  to  this  line  of  treatment  was 
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much  increased.  In  the  clinic  of  Professor  Martin  of  Berlin, 
the  method  has  practically  replaced  all  others  in  the  treatment 
of  pelvic  exudates.  In  the  larger  and  more  acute  exudations 
suppuration  was  hastened,  while  in  the  chronic  forms  absorp- 
tion has  been  accelerated. 

The  treatment  is  applied  as  follows :  The  patient  is  placed 
in  an  apparatus  in  the  form  of  a  box  which  encloses  the  body 
from  the  costal  margins  to  middle  of  the  thighs.  Air  which 
has  been  heated  in  an  adjacent  small  compartment  is  now  al- 
lowed to  circulate  through  the  box,  escaping  finally  through  a 
small  opening  in  the  roof.  The  temperature  is  regulated  by 
a'  thermometer  projecting  through  the  roof  of  the  apparatus. 
At  first  the  temperature  of  the  air  is  not  allowed  to  exceed  1 10** 
C,  but  it  is  gradually  raised  till  150**  C.  can  be  tolerated.  Pro- 
fuse sweating  is  induced.  The  result  is  that  great  local  relief 
is  given,  the  general  condition  of  the  patient  rapidly  improves, 
the  appetite  increases,  and  the  listless,  apathetic  appearance 
which  is  so  characteristic  of  these  lesions  rapidly  disappears. 
Even  after  a  few  applications  a  hard  exudate  is  found  to  become 
soft  and  break  down.  This  method  is  also  found  to  be  most 
beneficial  in  the  treatment  of  adhesions  associated  with  uterine 
displacements,  and  in  many  cases  of  salpingo-ovaritis.  It  is 
contra-indicated  in  tuberculous  disease  of  the  uterine  adnexa,  in 
cases  where  high  temperature  accompanied  the  lesion,  and  in 
all  forms  of  heart  disease. 

♦      ♦ 

J.  D.  Mortimer,  M.  D. : 

On  the  subject  of  anesthetization  of  children,  I  wish  to  point 
out  that  the  prone  or  latero-prone  positions  are  apt  to  embarrass 
the  breathing,  especially  in  rickety  children,  and  that  in  case  of 
empyema  the  child  should  never  be  turned  on  the  sound  side. 
In  considering  the  choice  of  an  anesthetic  and  the  method  of 
administration  I  insist  on  the  necessity,  in  case  of  chloroform, 
of  a  gradual  but  not  too  prolonged  induction,  of  unremitting 
attention  on  the  part  of  the  administrator,  and  a  free  admixture 
of  air.  Precautions  should  be  taken  against  retraction  of  the 
tongue  and  epiglottis,  and  the  lint,  if  such  be  used,  should  never 
be  applied  closely  to  the  face ;  by  so  doing  it  is  certainly  possi- 
ble to  anesthetize,  or  rather  narcotize  a  child,  using  a  very  small 
amount  of  chloroform,  but  the  method  is  both  inconvenient  and 
dangerous. 
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J.  C  O'Day,  M.  D. : 

My  first  experience  with  obstinate  tympany  was  a  sad  one, 
and  while  it  taught  me  an  impressive  lesson  and  sounded  a 
solemn  warning,  it  was  at  the  expense  of  victimizing  my  unfor- 
tunate patient  who  died  a  martyr  to  the  egotistical  ignorance  of 
his  doctor.  Not  a  pleasant  thing  to  contemplate,  I  assure  you. 
Efforts  to  relieve  the  bowel,  which  were  faithfully  and  vigor- 
ously applied,  proved  fruitless.  A  general  paresis  of  abdominal 
viscera  existed.  The  distention  was  distressing,  diaphragm 
upward,  seriously  embarrassing  the  respiratory  and  cardiac 
functions.  Deep  cyanosis  preceded  death,  evidenced  that  it 
did  not  result  from  typhoid  fever,  per  se,  but  the  carbon  dioxid 
poisoning  due  to  the  mechanical  interference  of  the  thoracic 
viscera. 

When  efforts,  such  as  hot  fomentations,  rectal  tube  and 
salines  failed,  was  I  justified  in  pursuing  the  expectant  meas- 
uies  during  which  my  patient  died?  At  the  time  I  believed  I 
was,  but  since,  viewed  in  the  light  of  a  better  experience  and  no 
little  study  upon  the  subject,  I  must  confess  that  a  grave  sin 
of  omission  was  committed. 

While  believing  that  needle  puncture  is  unsurgical,  I  am 
convinced,  from  an  experience  of  two  cases,  that  the  operation 
should  be  encouraged,  inasmuch  as  its  dangers  are  nil  and  that 
many  who  are  untrained  with  the  knife  could  resort  to  this 
simple  procedure,  blind  though  it  be,  and  save  many  patients 
who  without  relief  of  their  tympany  would  have  to  die. 

I  was  called  in  consultation  with  a  colleague  to  see  a  lady  of 
twenty-seven  years  who  had  been  ill  three  and  a  half  weeks 
with  typhoid  fever.  Convalescence  had  been  established  and 
she  was  progressing  nicely  till  some  indiscretion  of  diet  elevated 
the  temperature  to  100.5  and  produced  a  general  distress  of 
the  abdomen.  Following  this,  tympanites  developed  and  re- 
sisted such  measures  as  turpentine  and  milk  of  asafetida  enema, 
glycerin,  water,  etc.,  which  the  attending  physician  had  faith- 
fully and  persistently  applied.  When  I  saw  her,  the  abdomen 
was  as  large  as  we  find  it  before  labor  at  term.  Her  face  was 
pinched  and  anxious,  pulse  160,  respiration  seventy  and  shallow. 
The  possibility  of  perforation  was  considered  but  the  appear- 
ance was  more  of  cyanosis  than  septic  intoxication.  I  advised 
needle  puncture,  and  using  a  small  trocar  to  avoid  the  chisel 
point  of  the  needle,  I  thrust  it  above  and  to  the  right  of  McBur- 
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ney's  point.  A  large  amount  of  gas  escaped.  Leaving  the 
canula  in  situ,  another  was  thrust  a  little  below  and  to  the  left 
of  the  umbilicus ;  from  this  a  steady  blow  of  gas  poured.  To 
my  delight,  I  watched  the  distention  gradually  subside.  There 
was  not  the  slightest  evidence  of  shock.  The  respiration  im- 
proved and  the  dark  purplish  lips  began  to  brighten.  Before 
the  abdomen  was  half  flat,  a  large  volume  of  gas  was  expelled, 
per  vias  naturales,  followed  by  a  free  evacuation  of  the  bowel 
contents.     The  patient  made  an  uneventful  recovery. 

My  second  case  was  a  child,  a  little  girl  of  nine  years,  who 
had  suflFered  an  attack  of  peritonitis,  undoubtedly  from  an  over- 
looked appendicitis.  Subsequent  contraction  of  the  adhesions 
produced  a  partial  obstruction  which  was  made  complete  by 
the  development  of  tympany.  The  little  abdomen  was  dis- 
tended to  an  unusual  size  and  extremely  tense,  lips  were  blue, 
face  dusky,  pulse  200,  respiration  86.  As  the  little  one  was 
in  extremis,  I  did  not  advise  operation,  but  needle  puncture  in- 
stead; a  hypodermic  needle  completely  relieved  her.  I  left 
the  house  feeling  that  rewards  other  than  money  belong  to  the 
practice  of  medicine. 

Another  case  of  tympany  which  I  had,  was  associated  with 
an  appendicular  abscess  which  was  relieved  by  incision  into 
the  abscess  cavity.  A  fecal  fistula  resulted,  but  this  soon  dis- 
appeared by  granulation.  As  the  appendix  in  this  case  had 
undoubtedly  sloughed  away  from  the  capit  coli,  my  incision 
served  a  double  purpose;  i,  e,,  drainage  of  the  abscess  cavity 
and  emptying  the  gas  from  the  intestine. 

With  dangers  of  tympany  constantly  in  my  mind,  particularly 
that  which  follows  handling  the  peritoneum,  I  have  adopted  the 
following  plan  which  as  a  prophylactic  has  served  me  well: 
Excepting  in  cases  of  emergency,  I  defer  opening  the  peritoneal 
cavity  till  the  bowel  has  been  thoroughly  cleansed  and  the  pa- 
tient has  been  on  a  water  diet  twenty-four  hours  prior  to  the 
operation ;  the  patient  being  allowed  water  up  to  the  time  of 
operation.  Following  the  operation  no  food  other  than  plenty 
of  water  is  given  for  three  days.  Beginning  then  with  a  lemon- 
ade of  albumen  water  without  sugar,  the  diet  is  gradually  and 
carefully  increased  after  a  saline  has  been  given  and  the  bowels 
responded  thereto. 

I  believe  in  the  free  administration  of  water  immediately 
after  operation.     If  the  stomach  ejects  it,  su  much  the  better. 
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for  the  alimentary  canal  has  been  rid  of  particles  capable  of 

fermentative  change. 

♦      ♦ 

William  Thomson,  M.  D. : 

For  the  treatment  of  tuberculosis  of  the  knee-joint,  the 
variety  of  methods  points  to  the  fact  that  there  is  great  differ- 
ence in  the  views  of  surgeons  as  to  what  is  best  to  be  done. 
The  disease  is  common  enough,  but  if  it  is  common  it  is  not 
commonplace.  It  influences  severely  the  Hfe-history  of  the  poor 
among  whom  almost  every  individual  must  be  a  bread-winner ; 
it  mars  many  a  career,  among  those  with  the  best  social  sur- 
roundings. 

Injections  and  erasions  I  am  opposed  to.  Of  the  latter,  the 
more  popular  method,  I  may  say  that  it  is  not  definite,  the  after 
treatment  is  long,  complications  are  always  imminent  and  fre- 
quently develop,  the  patient  is  not  speedily  restored  to  active 
life. 

I  have  no  doubt  whatever  that  all  other  ways  of  dealing  with 
tuberculous  joints  are  inferior  in  all  respects  to  the  radical  oper- 
ation of  incision.  The  results  are  certainly  better,  for,  having 
removed  the  joint  and  cleared  away  the  infected  soft  parts,  we 
in  the  end  have  a  limb  which  is  free  of  disease,  firm,  stable,  use- 
ful. 

I  know  that  excision  of  the  knee  does  not  stand  in  high  favor. 
The  recent  text-books  relegate  it  to  a  position  of  secondary  im- 
portance. One  surgeon  has  declared  it  to  be  "  a  comparatively 
rare  operation."  Another  says,  "  that  the  old  classical  excision  is 
a  thing  of  the  past."  On  the  contrary,  it  is  very  much  a  thing 
of  the  present.  And  this  is  not  because  the  smaller  erasion  has 
not  been  tried,  but  because  experience  and  judgment  have  led 
some  of  us  to  adhere  to  what  we  believe  to  be  more  satis- 
factory. 

There  can  be  no  doubt  that  at  one  time  excision  was  a  very 
fatal  operation,  but  so  was  any  procedure  which  involved  open- 
ing of  the  large  synovial  sac.  My  personal  experience  as  to 
mortality  is  that  no  major  operation  could  show  a  much  better 
record.  I  have  lost  two  cases  out  of  seventy-eight  excisions — 
one  after  amputation,  and  one  from  acute  mania  in  a  patient 
who,  I  then  learned,  had  already  been  in  a  lunatic  asylum.  Two 
of  my  colleagues  have  had  no  deaths.  Tobin  has  just  reported 
fifty  cases  with  one  death. 
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My  first  excision  of  the  knee  dates  back  thirty  years.  It  was 
done  within  a  few  weeks  of  my  joining  the  visiting  staff  of  my 
hospital.  I  remember  very  well  the  views  of  my  senior  col- 
leagues. They  had  been  there  for  thirty  years  before  that. 
They  shook  their  heads  deprecatingly,  and  foretold  inevitable 
disaster.  But  I  was  young  and  full  of  zeal.  The  excision 
was  done,  and  the  patient  recovered.  She  was  able  to  walk  in 
three  months,  and  many  years  afterwards  I  saw  her  in  excellent 
healthy  the  limb  never  having  given  any  further  trouble.  This 
success  gave  me  encouragement,  and  from  that  time  I  have 
steadfastly  adhered  to  the  operation,  because,  in  my  opinion, 
nothing  so  good  in  advanced  cases  has  yet  been  devised.  My 
patients  have  ranged  in  age  from  4  years  to  47,  and  I  have  of 
course  met  with  all  degrees  of  severity — cases  in  which  only 
the  synovial  membrane  was  engaged,  and  others  in  which  the 
bones  were  severely  affected.  But  in  all  I  have  applied  the  same 
remedy  always — thorough  removal  of  the  diseased  parts  and  of 
sections  from  the  femur  and  tibia,  whether  they  were  infected 
or  not. 

Here  let  me  say  that  the  best  instrument  in  an  amputation  saw 
with  movable  back.  It  gives  a  flat  surface  which  is  not  easy 
to  secure  with  the  narrow  blade  of  Butcher's  saw. 

In  the  early  days  I  used  splints ;  but  I  found  that  there  were 
two  objections.  As  the  muscles  shrank  under  the  unyielding 
plaster-of-Paris  casing  the  patient  suffered  from  jarring  of  the 
divided  bone  ends,  and  it  was  difficult  to  keep  the  discharges 
from  getting  beneath  the  covering  and  causing  much  unclean- 
ness.  I  then  tried  a  simple  hoop-iron  splint,  from  i  1-2  to  2 
in.  wide,  posteriorly  extending  down  from  the  buttock  fold 
to  the  foot,  bent  to  receive  the  heel  and  then  carried  forwards 
along  the  sole.  In  front  I  used  the  same  material  and  fash- 
ioned it  after  the  shape  of  Heron  Watson's  anterior  splint.  I 
found  that  with  little  padding  this  served  very  well,  although 
I  still  used  plaster-of-Paris ;  but  the  disadvantages  of  this  ma- 
terial persisted,  and  I  determined  to  rely  entirely  upon  band- 
ages to  secure  the  limb  on  the  splint  and  for  twent}'  years  I 
have  never  used  plaster-of-Paris.  Next  in  our  progress  was  the 
introduction  of  dowel-pins  by  Stoker.  These  are  used  as  soon 
as  the  cut  bone  surfaces  are  placed  in  position.  One  pin  is 
passed  through  the  tibia  3-4  in.  below  the  cut  surface,  and  on 
one  side,  and  is  carried  across  obliquely  into  the  cut  surface 
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of  the  femur  at  the  opposite  side,  and  pushed  into  the  bone  for 
I  1-2  in.  or  more  until  it  meets  compact  tissue.  Another  is 
introduced  in  the  same  way  from  the  other  side  of  the  tibia, 
and  also  pushed  obliquely  into  the  femur.  The  two  pins  thus 
cross  each  other,  and  the  result  is  perfect  fixity,  so  that  the  leg 
can  be  lifted  from  the  table  by  the  foot,  as  one  rigid  piece. 
This  great  advance,  in  conjunction  with  the  light  hoop-iron 
splint,  removed  our  difficulty  in  the  painful  movement  of  the 
bones,  and  enabled  us  to  dress  the  wound  with  great  facility.  In 
bed  the  leg  is  swung  from  a  strong  cradle,  and  so  easy  and  se- 
cure is  the  whole  limb  that  a  patient  is  able  to  sit  up  against  a 
bed-rest,  or  without  one,  on  the  third  day. 

It  is  absolutely  essential  that  every  visible  portion  of  dis- 
eased soft  tissue  should  be  removed,  and  this  is  particularly  the 
case  in  reference  to  the  long  pouch  under  the  quadriceps  tendon. 
This  must  be  carefully  dealt  with.  Further,  I  always  make  a 
2-in.  longitudinal  incision  through  it,  including  the  skin,  so  as 
to  give  direct  exit  to  any  oozing.  The  main  wound,  made  as 
dry  as  possible,  having  been  thoroughly  swabbed  with  pure  car- 
bolic acid  and  then  washed  out  with  absolute  alcohol,  is  drained 
on  either  side  by  openings  carried  through  to  the  popliteal  sur- 
face, and  the  tubes  are  removed  in  forty-eight  hours.  Es- 
march's  bandage  is  no  longer  employed. 

In  three  or  four  weeks  the  pins,  which  project  from  the  point 
of  insertion  about  two  inches,  are  withdrawn  without  any  pain. 
The  bony  surfaces  are  now  well  advanced  in  their  adhesion ; 
the  limb  is  firm,  and  complete  osseous  union  is  assured.  At  the 
present  moment  there  is  a  case  which  in  four  weeks  has  needed 
only  one  dressing  and  has  firm  bone  union,  and  the  same  result 
has  followed  in  other  cases. 

But  all  do  not  run  so  smooth  a  course  as  the  weeks  go  by. 
We  see  these  patients  when  usually  the  disease  is  well  ad- 
vanced, and  they  are  driven  by  pain,  or  discharging  sinuses*, 
or  lameness  due  to  flexion,  to  seek  relief.  The  membrane  is 
very  thick ;  often  there  are  points  of  caseation  and  suppuration ; 
the  bone  is  diseased,  and  the  capsule  and  other  ligaments  are 
infected.  Then  there  may  follow  the  formation  of  sinuses^ 
But  these  we  attack  early  and  vigorously — time  after  time  if 
necessary — until  at  last  we  have  the  satisfaction  of  sending  our 
patient  out  with  a  saved  limb. 

I  may  be  asked  where  I  draw  the  line  between  excision  and! 
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amputation.  Unless  amputation  is  quite  obviously  indicated  I 
begin  with  an  excision  exploration,  always  with  permission 
to  amputate  if  I  find  it  necessary.  But  I  wish  to  say  that  cases 
that  I  thought  the  most  unpromising  have  turned  out  in  the 
end  quite  satisfactory.  Twice  only  I  have  amputated  in  the 
early  days  for  failure  of  union.  I  have  always  felt,  even  in 
the  worst  cases,  that  it  was  fair  to  give  the  patient  the  chance 
of  a  sound  limb  no  matter  what  the  trouble.  In  subsequent 
treatment  one  can  always  easily  take  off  a  leg,  but  no  wooden 
substitute  can  effectively  take  the  place  of  a  support  of  bone  and 
muscle,  even  although  we  shorten  and  stiffen  it. 

This  matter  of  shortening  seems  to  me  to  have  weighed  quite 
unduly  against  the  operation.  There  are  two  kinds — that 
which  follows  of  necessity  from  the  removal  of  portions  of  bone, 
and  that  which  is  the  result  of  premature  ossification  of  the 
epiphyses.  This  last  can  only  occur  in  children,  and  I  am  in- 
clined to  think  that  in  practice  it  is  met  with  far  less  frequently 
than  the  books  would  lead  us  to  expect.  In  the  case  of  the 
child  we  may  find  that  the  disease  has  not  yet  deeply  implicated 
the  bones.  Then  the  surgeon's  purpose  is  to  limit  his  bone  in- 
cisions in  such  a  way  as  to  provide  flat  surfaces  which  will  lie 
easily  against  each  other,  and  become  united  in  a  few  weeks. 
In  such  circumstances  the  epiphysary  lines  can  be  avoided,  and 
the  dreaded  secondary  shortening  does  not  necessarily  follow; 
when  it  does  it  can  always  be  dealt  with  by  some  simple  ap- 
pliance. Some  primary  shortening  there  must  be,  the  result 
of  the  removal  of  bone,  but  we  must  not  forget  that  it  is  more 
easy  to  walk  with  such  a  leg  than  one  in  which  erasion  has  pro- 
duced ankylosis,  but  has  had  no  effect  on  the  activity  of  the 
epiphyses.  Therefore,  I  cannot  admit  that  the  advocates  of 
erasion  as  opposed  to  excision  have  a  good  case,  when,  the  knee 
being  stiffened,  they  claim  a  special  advantage  in  the  absence 
of  any  shortening. 

But  more  serious  is  the  occurrence  of  exaggerated  flexion 
which  undoubtedly  used  to  occur  occasionally  in  the  earlier  cases 
of  excision  in  children,  when  the  patients  had  passed  out  of 
surgical  care  for  long  periods.  I  am  glad  to  say  that  I  have  not 
seen  such  a  case  for  many  years.  The  reason  is  that  I  invar- 
iably apply  a  well-made  poroplastic  splint  when  the  patient  is 
allowed  to  move  about.  The  splint  is  molded  closely  to  the 
limb,  so  as  to  encase  it,  and  extends  from  an  inch  below  the  tro- 


Current  Comment.  197 

chanter  to  2  in.  above  the  malleoli.  This  should  be  worn  for 
a  year,  and  it  can  then  be  removed  with  safety.  Plaster-of- 
Paris  is  inadvisable  as  a  support.  It  is  heavier,  and  does  not  last 
so  long,  and  when  it  cracks  it  loses  its  efficacy,  and  is  apt  to  be 
removed  and  not  replaced. 


Joseph  T.  Johnson,  M.  D. : 

I  will  consider  the  chief  objection  to  the  operation  which  is 
mentioned  in  the  title  to  my  recent  paper,  "  the  effect  of  suspen- 
siO'Uteri  on  subsequent  pregnancy  and  labor.''  . 

My  contention  will  be  that  very  few  if  any  injurious  effects 
need  be  feared  such  as  have  been  frequently  charged  against 
the  operation.  That  it  sometimes  fails  to  cure  is  true,  but  that 
is  not  the  charge,  and  by  ventral  suspension  I  do  not  mean  venr 
tral  fixation.  I  am  free  to  admit  that  the  uterus  should  not  be 
securely  fixed  into  the  abdominal  wound,  or  to  the  abdominal 
wall  in  women  likely  to  become  pregnant.  It  is  quite  certain 
that  some  of  the  pains  of  pregnancy  and  difficulties  of  labor 
which  have  been  charged  against  suspension  were  really  the  re- 
sult of  fixation. 

In  over  100  suspensions  done  by  myself  I  only  know  of  two 
pregnancies.  They  were  both  normal.  In  one  case  the  labor 
was  so  rapid  that  the  child  was  bom  before  the  doctor's  arrival, 
and  I  know  from  recent  examinations  that  there  has  been  no 
return  of  the  retroversion.  The  other  case  I  delivered  in  No- 
vember last  after  a  five-hour  normal  labor  without  chloroform 
or  forceps. 

In  1896  Dr.  Noble  collected  the  history  of  1016  cases  of 
suspensio-uteri  operations  done  in  this  country  with  the  object 
determining  the  effect  of  this  operation  upon  pregnancy  and 
labor.  Of  this  number  both  ovaries  were  removed  in  198  cases. 
In  808  cases  at  least  one  ovary  remained  so  that  pregnancy  was 
possible.  Among  the  808  cases  of  suspensio-uteri  there  were 
56  pregnancies.  There  were  6  abortions.  Seven  women  re- 
mained undelivered  at  the  date  of  Dr.  Noble's  paper  and  43 
were  delivered  at  full  term. 

There  was  "  only  one  death  attributed  to  the  operation,"  and 
that  followed  a  Poro  operation  done  by  Dr.  Noble  on  a  woman 
who  was  septic  when  the  operation  was  performed.  She  died 
of  septicemia. 
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Of  the  complications  reported  as  occurring  during  these  56 
pregnancies  there  were  three  forceps  deliveries,  one  Poro  oper- 
ation, one  retained  placenta,  2  uncontrollable  vomiting  in  which 
labor  was  produced. 

It  is  not  perfectly  certain  so  far  as  I  can  see,  from  a  careful 
re-reading  of  Dr.  Noble's  paper  in  1896,  that  all  the  troubles 
reported  were  of  necessity  due  to  suspensio-uteri.  In  fact,  it 
is  not  clear  that  they  should  not  be  charged  against  fixation  of 
the  uterus  to  the  abdominal  wall  instead  of  to  the  operation  we 
are  considering,  namely :  "  Kelly's  Operation,"  which  is  dis- 
tinctly not  fixation  but  suspension  of  the  uterus. 

Indeed,  it  is  perfectly  certain  that  many  of  the  cases  reported 
in  the  paper  on  suspensio-uteri  just  referred  to  were  actually 
fixations  and  not  suspensions.  I  would  also  suggest  that  it 
is  quite  possible  that  some  of  the  above  complications  in  the  56 
pregnancies  reported,  following  1016  operations,  might  have 
occurred  with  something  like  the  same  ratio  if  no  operation 
whatever  had  been  performed,  for  the  relief  of  the  existing 
retroversion  of  the  uterus,  and  the  coexisting  pelvic  conditions. 

A  curious  fact  seems  to  have  been  established  by  the  statistics 
quoted,  to-wit :  That  pregnancy,  the  great  bugbear  of  suspensio- 
uteri,  occurs  so  infrequently  one  could  almost  regard  it  in  the 
nature  of  cause  and  effect. 

Perhaps  I  have  said  enough  to  indicate  my  preference,  out 
of  the  great  number  of  operations  devised  for  the  surgical  re- 
lief of  retro-displacements  of  the  uterus,  and  my  unwillingness 
to  believe  all  the  terrible  prognostications  of  evil  which  we  so 
frequently  hear  of  the  ill  effects  of  suspensio-uteri  on  pregnancy 
and  labor. 

When  the  retro-displaced  or  prolapsed  uterus,  is  suspended — 
not  fixed — according  to  the  technique  of  the  author  of  the  oper- 
ation, it  appears  to  me  to  be  the  best  operation  yet  devised  for 
the  great  majority  of  women,  suffering  with  this  displacement, 
irrespective  of  the  fact  that  they  may  subsequently  become  preg- 
nant. 

♦       ♦ 

George  E.  Houck,  M.  D. : 

To  give  a  woman  relief  from  pain  during  labor  should  be  the 
main  duty  of  her  physician,  and  that  this  duty  is,  I  am  con- 
vinced, too  often  neglected.  Unless  pain  is  relieved  in  nor- 
mal cases  by  the  physician  in  charge,  I  fail  to  see  wherein  he 
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has  demonstrated  a  greater  degree  of  skill  than  the  ordinary 
midwife.  There  will  be  some  bitterness  in  the  memory  of  his 
name  when  in  some  subsequent  confinement  her  pain  is  re- 
Heved  and  she  sleeps  to  awake  with  her  labor  terminated,  and  a 
great  satisfaction  and  compliment  to  the  skill  of  her  physician  to 
hear  her  answer  her  friends'  query  as  to  whether  she  has  suf- 
fered much,  with,  "  I  do  not  know ;  I  did  not  know  when  it  was 
bom."  Anesthesia  must  be  employed  to  secure  such  a  result, 
and  chloroform  is  the  best  agent.  A  recent  author  of  a  work  on 
obstetrics,  among  fifty  articles  which  he  carries  to  the  bedside, 
mentions  a  2-oz.  bottle  of  chloroform.  In  my  practice,  I  should 
leave  out  about  forty,  but  take  a  full  500-gram  bottle  of  chloro- 
form. 

What  are  the  contra-indications  to  the  administration  of  chlo- 
roform in  labor?  None — unless  the  physician's  ignorance  in 
regard  to  its  administration  can  be  considered  such.  The  heart 
previously  beating  rapidly  under  the  stimulus  of  pain  becomes 
slow,  strong,  and  regular,  and  even  in  cases  of  organic  lesion 
with  loud  systolic  murmur  and  irregular  rythm,  the  same  under 
obstetric  anesthesia  I  have  seen  become  regular,  murmur  of 
course  persisting. 

When  should  the  administration  be  begun?  Whenever  the 
pain  reaches  that  stage  where  the  patient  desires  relief.  The 
administration  is  begun  by  pouring  a  few  drops  on  the  Esmarch 
inhaler  and  applying  it  to  the  patient's  face,  but  not  so  close 
as  to  strangle  her.  She  is  admonished  to  close  her  eyes  and 
breathe  deeply.  This  is  done  while  she  is  free  from  pain  and  can 
obey  instructions.  It  is  useless  to  try  to  give  chloroform  dur- 
ing pain.  Respiration  is  impeded  by  the  pain  and,  if  it  were 
not,  the  anesthetic  could  not  afford  relief,  as  the  usual  pain  is 
rarely  more  than  a  minute  in  duration,  while  chloroform  must 
be  inhaled  at  least  three  minutes  to  relieve  pain  in  the  least. 
The  proper  degree  of  anesthesia  is  the  stage  of  mild  excitement. 
The  patient  will  talk  and  will  answer  questions,  not  always  in- 
telligibly, and  she  will  even  complain  at  the  acme  of  a  pain, 
yet  will  have  no  recollection  of  her  conversation  or  pain.  The 
patient  will  sleep  between  pains,  the  pupils  being  contracted. 
When  the  pupils  begin  to  dilate,  usually  accompanied  by  a  long, 
deep  inspiration,  more  anesthesia  should  be  given,  as  these 
herald  an  approaching  pain.  Uterine  contraction  is  not  stopped 
by  the  anesthetic  unless  deep  anesthesia  is  induced  when  first 
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given,  and  in  the  early  stages  of  labor.  The  anesthesia  must 
not  be  deep  at  first,  but  very  gradually  approach  this  stage,  al- 
lowing the  pain  habit  or  rythm,  if  it  may  be  so  described,  to 
become  thoroughly  established.  The  interval  between  pains 
becomes  somewhat  increased,  with  every  contraction  more 
severe. 

As  the  head  descends  in  the  pelvis,  and  the  cervix  is  com- 
pletely dilated,  the  sac  may  be  ruptured,  adding  a  further  stim- 
ulus to  the  pains,  which  become  more  and  more  expulsive  in 
character.  The  patient  will  now  bear  down  strongly,  the  face 
becoming  deeply  congested.  Anesthesia  is  now  deepened  by  giv- 
ing it  before  the  pain  paroxysm,  while  the  patient  can  breathe. 
As  the  head  distends  the  vulva  anesthesia  to  a  surgical  degree 
is  reached  and  no  complaint  is  made  during  its  passage.  At  this 
moment  the  hand  of  the  physician  is  placed  on  the  fundus  and 
it  is  pressed  down  as  the  child  is  expelled,  and  the  uterus  firmly 
contracted  and  held  by  the  hand  of  the  nurse  while  the  child  is 
being  attended.  The  mouth  and  face  of  the  child  is  cleansed 
and  the  cord  clamped  with  the  forceps,  one  being  placed  where 
it  is  later  intended  to  tie  the  cord,  the  other  at  any  convenient 
place  above,  and  the  cord  severed  about  an  inch  from  the  child's 
body.  This  clamp  is  left  on  the  part  of  the  cord  attached  to 
the  child  until  it  has  been  washed,  when  it  is  removed  and  a 
ligature  substituted.  A  cord  ligated  in  this  manner  will  never 
bleed. 

Anesthesia  is  discontinued  when  the  child  is  born,  and  not 
resumed  unless  a  laceration  is  found.  If  there  is  one,  immed- 
iate repair  is  made  by  turning  the  patient  across  the  bed,  ad- 
justing the  leg  holders  so  that  the  patient  is  held  in  the  litho- 
tomy position.  The  uterus  is  firmly  contracted  on  the  unex- 
pelled  placenta,  and  there  is  no  bleeding  to  obstruct  the  view. 
The  clamped  cord  is  laid  out  of  the  way  on  the  patient's  ab- 
domen. With  the  middle  finger  of  the  left  hand  introduced  in 
the  rectum,  the  index  and  ring  fingers  separating  the  lips  of  the 
vulva,  the  vagina  can  be  exposed  and  any  unnecessary  sutures 
passed  and  tied.  The  placenta  will  now  be  found  presenting, 
and  slight  expression  brings  it  away.  The  whole  operation 
need  not  consume  more  than  lo  minutes.  By  not  allowing  the 
blood  to  escape  from  the  placenta  its  mass  is  kept  larger  and 
there  is  a  larger  body  for  the  uterus  to  act  on,  and  it  is  more 
readily  expelled.    The  patient  is  now  cleansed  on  the  rubber 
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pad  and  turned  on  her  side,  and  a  napkin  adjusted  where  the 
pad  is  removed  and  her  binder  applied  to  her  back  and  tucked 
under  so  that  when  she  is  rplled  back  it  can  be  readily  reached 
and  pinned  in  front.  Her  toilet  is  now  complete,  and  she  is 
usually  not  completely  out  of  her  anesthetic. 

♦       ♦ 

A.  M.  Judd,  M.  D, : 

In  making  a  diagnosis  of  ectopic  gestation,  a  careful  history 
is  the  most  important  element. 

You  are  called  to  see  a  patient  who  has  always  been  regular 
in  her  menstrual  periods  until  at  some  particular  period  the 
number  of  days  that  she  flows  have  been  lessened  and  the  flow 
has  been  scanty.  In  patients  habitually  irregular  this  symptom 
is  not  of  any  value  unless  taken  in  conjunction  with  the  other 
symptoms.  She  may  be  seized  with  pain  located  an)rwhere 
in  the  abdomen,  but  usually  in  the  hypogastric,  or  iliac  regions, 
or  even  in  the  back,  at  a  time  varying  from  three  to  twelve 
weeks  subsequent  to  the  abnormal  period  or  amenorrhea.  This 
pain  is  of  a  tearing,  shooting  character,  and  usually  very  severe. 
Is  described  by  patients  generally  as  though  a  knife  was  stick- 
ing into  them.  The  pain  comes  on  usually  during  some  muscu- 
lar effort,  as  at  stool,  getting  on  a  car,  etc.  May  be  so  severe 
as  to  cause  the  patient  to  go  to  bed  and  request  the  services  of 
a  physician,  or  it  may  pass  over  without  aid,  the  patient  believ- 
ing it  to  be  an  intestinal  colic.  Pain  of  the  above  character 
is  sometimes  preceded  by  a  dull  aching  pain  in  the  flank.  These 
symptoms  may  be  accompanied  with  tenesmus,  or  irritability 
of  the  bladder,  or  both.  Rectal  tenesmus  is  also  found  in  many 
cases,  being  found  in  those  cases  where  the  hemorrhage  so  gath- 
ers as  to  press  upon  the  rectum.  At  this  time  a  rupture  of  the 
tube  may  take  place  and  bleeding  occur  between  the  two  layers 
of  the  broad  ligament,  or  into  the  free  peritoneal  cavity,  or  there 
may  be  a  so-called  tubal  abortion.  There  may  or  may  not  be 
a  bloody  discharge  from  the  uterus.  If  it  occurs,  the  patient 
is  thought  many  times  to  be  aborting.  This  is  especially  dan- 
gerous where  the  bleeding  is  between  the  two  layers  of  the 
broad  ligament,  as  here  not  enough  blood  is  usually  lost  to  give 
the  classic  symptoms  of  internal  hemorrhage,  and  many  of  these 
patients  are  curetted,  thus  making  a  bad  matter  worse. 

The  pain  accompanying  the  primary  rupture  of  the  tube  and 
hemorrhage  into  the  peritoneal  cavity  give  the  classic  symptoms 
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of  this  condition  set  down  in  the  text-books  and  which  can 
hardly  be  mistaken;  but  this  is  a  plea  for  early  diagnosis 
and  the  avoidance  of  just  such  a  dangerous  result. 

As  causes,  many  lay  great  stress  upon  sterility.  The  major- 
ity of  the  author's  cases  have  occurred  in  those  already  matrons, 
and  the  fact  is,  we  do  not  know  the  cause. 

The  ordinary  symptoms  of  pregnancy  may  be  exaggerated, 
or  may  be  absent.  If  the  patient  has  suffered  from  nausea  dur- 
ing previous  pregnancies,  it  is  apt  to  be  much  worse  than  usual. 
In  the  language  of  Parry,  "  The  pregnancy  is  a  stormy  one." 

A  combination  of  ectopic  gestation  and  an  intra-uterine  preg- 
nancy will  render  a  diagnosis  extremely  difficult. 

There  may  be  a  febrile  condition  present ;  a  rise  of  tempera- 
ture, a  few  hours  after  the  onset  of  symptoms  does  not  exclude 
a  diagnosis  of  collapse  from  hemorrhage.  The  nearer  the 
uterus  the  rupture  occurs  the  greater  the  amount  of  blood  lost. 

The  only  case  the  author  ever  lost  was  one  of  interstitial 
pregnancy  which  was  seen  by  two  physicians  within  a  period  of 
thirty-six  hours,  the  rupture  occurring  before  the  first  one  saw 
the  case.  The  patient  came  to  the  operating  table  about  forty- 
eight  hours  after  the  occurrence  of  the  rupture  and  was  dead 
before  the  operation  was  completed. 

Physical  Signs :  The  presence  of  a  swelling  behind,  in  front, 
or  to  one  side  of  the  uterus,  with  slight  enlargement  of  that 
organ,  together  with  an  irregular  hemorrhagic  discharge,  some- 
times of  a  brownish  color,  especially  if  accompanied  with  a  sus- 
picious history,  t.  ^.,  some  change  in  the  menstrual  history,  pel- 
vic pain  or  uneasiness  with  perhaps  feelings  of  faintness  or 
nausea  at  times  is  sufficient  evidence  upon  which  to  base  a  pre- 
sumptive diagnosis  of  ectopic  gestation. 

Differential  Diagnosis:  Supposed,  threatened  or  actual  ab- 
ortion is  the  condition  most  likely  to  be  mistaken  for  ectopic 
gestation,  but  here  there  is  a  greater  flow  of  blood  from  the 
uterus.  The  pains  are  not  as  great  as  in  ectopic  gestation,  and 
the  frequency  and  character  of  the  pulse  is  not  affected  as  much. 

With  an  intra-uterine  pregnancy  complicating  an  ectopic  ges- 
tation— of  which  we  may  be  made  suspicious  by  the  occurrence 
of  intra-abdominal  pain  during  the  earlier  period  of  gestation — 
an  extremely  careful  pelvic  examination,  best  with  the  patient 
anesthetized,  is  our  only  resource. 

Fibroids  of  the  uterus,  specially  a  subperitoneal  fibroid  with 
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a  slender  pedicle,  depends  upon  the  history  and  physical  find- 
ings, the  fibroid  being  much  harder  than  the  tumor  presenting 
by  distention  of  broad  ligament  with  blood  and  not  easily  mis- 
taken for  fluid  free  in  the  peritoneal  cavity. 

Tubo-ovarian  Abscess  and  Salpingitis:  History  of  an  in- 
flammatory process.  A  rupture  of  an  acute  3alpingitis,  espe- 
cially following  a  miscarriage,  is  very  liable  to  be  mistaken  for 
ectopic  gestation,  as  the  history  is  very  similar — both  being  acute 
conditions.  You  can  only  depend  upon  the  general  appearance 
of  the  patient  who,  having  pus  in  the  abdominal  cavity,  pre- 
sents a  septic  appearance,  and  the  irregular  rise  and  fall  of  the 
temperature. 

Ruptured  Dermoid  Cyst :  Symptoms  of  shock  instead  of  hem- 
orrhage. 

Simple  ovarian  cyst  may,  if  pedicle  becomes  twisted,  be  easily 
mistaken  for  ectopic  gestation.  The  author  has  seen  this  occur 
in  one  case,  but  in  a  patient  of  an  habitual  irregular  menstrual 
habit.     Ovarian  cyst  is  usually  movable. 

Intra-ligamentous  Cyst :  History  extended  over  a  long  period. 

Malpositions  of  the  uterus,  especially  retroflexion,  have  been 
mistaken  for  this  condition,  but  a  carefully  taken  history  and  a 
thorough  examination,  pulling  down  the  uterus  with  a  tenacu- 
lum in  order  that  the  fundus  may  be  more  easily  palpated, 
should  exclude  error. 

Appendicitis :  Temperature  usually  above  normal.  Pulse  in- 
flammatory, not  that  of  hemorrhage  and  shock— only  the  mus- 
cles of  the  right  side,  especially  the  right  rectus,  show  rigidity. 

Floating  kidney,  or  spleen  with  twisted  pedicle,  can  be  pal- 
pated and  usually  can  be  returned  to  their  natural  bed. 

Malignant  intra-abdominal  growth  with  free  fluid  in  the  peri- 
toneal cavity :  Anemia  and  emaciation  with  long  history. 


J.  M.  Fisher,  M.  D. : 

I  must  take  exception  to  the  claim  that  all  physicians  know 
the  symptoms  and  know  how  to  diagnose  cases  of  extra-^uterine 
pregnancy,  I  have  operated  upon  upwards  of  thirty  cases  and 
in  only  two  was  the  diagnosis  made  by  the  attending  physician 
before  I  was  called  in  as  consultant,  and  each  of  these  gentle- 
men had  had  experiences  of  a  like  character  upon  previous  occa- 
sions.    We  are  not  all  gynecologists,  therefore  too  much  stress 
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cannot  be  laid  upon  the  tell-tale  symptoms  of  this  exceedingly 
grave  condition.  To  my  mind  there  are  two  subjects  that  should 
be  presented  at  every  society  meeting  and  should  engage  the 
attention  of  every  county  society  at  least  three  times  during  the 
year ;  namely,  the  early  diagnosis  of  cancer  of  the  uterus  and  the 
symptoms  of  ruptured  ectopic  pregnancy.  Cases  of  ectopic 
pregnancy  almost  invariably  come  under  the  observation  of  the 
general  practitioner  first,  and  yet  it  is  a  rare  thing  to  find  that 
a  correct  diagnosis  has  been  made  before  the  arrival  of  the 
surgeon,  although  it  is  one  of  the  easiest  conditions  to  diagnosis 
in  gynecologic  surgery. 

♦  ♦ 

X.  O.  Werder,  M.  D. : 

Although  pelvic  tumors  are  not  very  frequently  associated 
with  pregfiancy,  when  such  combination  does  occur  it  is  often  of 
vital  importance  to  both  mother  and  child  that  the  proper  meas- 
ures to  safeguard  their  lives  be  adopted  promptly  and  without 
delay.  This  requires  perfect  familiarity  on  the  part  of  the  phy- 
sician with  the  history  and  course  of  the  neoplasms  concerned, 
as  well  as  their  influence  upon  the  pregnancy,  labor  and  the 
puerperal  state. 

The  general  outlines  of  the  treatment  of  pregnancy  when 
complicated  with  pelvic  tumors  may  be  given  in  very  few  words, 
as  follows :  (i.)  Ovarian  cysts  being  a  constant  menace  to  the 
safety  of  the  mother  during  pregnancy,  should  be  promptly 
removed  at  any  period  of  gestation.  (2.)  Pregnancy  compli- 
cated by  fibroid  tumors  should  as  a  rule  be  treated  on  the  ex- 
pectant plan  and  requires  interference  only  when  serious  dan- 
ger to  the  mother  arises.  (3.)  When  carcinoma  of  the  uterus 
is  discovered  during  pregnancy,  immediate  radical  operation 
should  be  performed  when  the  disease  is  still  in  an  operable 
stage,  regardless  of  the  child.  When  the  neoplasm  is  inoper- 
able, however,  the  life  of  the  child  becomes  the  paramount  con- 
sideration in  the  treatment. 

♦  ♦ 

P.  W.  Willis,  M.  D. : 

Upon  the  discovery  of  the  X-ray  it  immediately  took  an  ex- 
alted place  as  a  permanent  addition  in  surgical  diagnosis,  and  it 
is  still  making  new  conquests  in  both  diagnosis  and  treatment. 
It  is  getting  to  be  of  more  and  more  assistance  in  all  our  work 
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which  involves  bone  and  foreign  bodies  in  the  tissues  which 
cast  shadows,  and  in  calculus  of  the  genito-urinary  tract,  and 
it  is  going  to  be  of  much  more  value  in  relation  to  gall  stones. 
It  is  my  belief  that  in  the  near  future  the  X-ray  will  locate  gall 
stones  with  almost  a  certainty.  We  must  come  back  occasion- 
ally, however,  and  think  carefully  about  the  radiograph,  unless 
we  leave  the  interpretation  entirely  to  an  expert,  and  remember 
that  it  is  only  a  shadow  after  all,  and  may  give  all  the  distortions 
that  are  exhibited  in  our  pantomime  shows  of  childhood. 

My  first  bad  result  from  a  Colles  fracture  was  due  to  an  over- 
confidence  in  the  X-ray.  Previous  to  that  time  I  had  watched 
each  case  carefully  and  kept  the  bone  in  good  position,  but  in 
this  instance  left  the  arm  in  the  dressing  and  relied  upon  the 
X-ray,  which  deceived  me  into  thinking  that  the  arm  was  ab- 
solutely straight.  This  may  have  been  true  in  the  particular 
direction  in  which  the  shadow  was  cast.  As  a  matter  of  fact, 
there  was  considerable  deformity.  The  shadow,  if  cast  in  the 
right  direction,  may  obliterate  a  bad  deformity  of  the  bone, 
while  on  the  other  hand  a  very  slight  projection  may  be  made 
to  appear  as  an  unjustifiable  blunder.  Thus  a  radiograph,  while 
very  valuable,  becomes  a  very  dangerous  weapon  in  the  hands 
of  the  ignorant,  and  often  an  unsafe  method  of  diagnosis  in 
the  hands  of  those  who  are  not  experts.  Recently  a  patient 
brought  me  a  beautiful  X-ray  of  a  urethral  stone  in  the  pelvic 
region.  It  cast  a  rather  faint,  but  distinct,  shadow  oval  in 
shape,  and  apparently  as  large  as  the  end  of  my  thumb.  A 
thoroughly  reliable  man  took  this  radiograph,  but  when  the 
patient  brought  it  to  me  with  the  intention  of  having  me  operate 
she  was  asked  to  have  a  second  radiograph  taken  to  be  sure  that 
it  was  a  stone.  In  the  previous  case  my  radiograph  of  a 
urethral  calculus  gave  a  much  brighter  shadow.  She  had  an- 
other picture  taken  by  another  capable  man,  and  he  found  the 
same  thing  in  the  same  place  and  believed  it  to  be  a  ureteral 
calculus.  I  operated,  going  in  behind  the  peritoneum,  and 
found  the  ureter  and  traced  it  through  the  pelvis,  but  found 
nothing  in  it.  I  felt  through  the  peritoneum,  however,  what 
I  believed  to  be  the  ovary  in  the  exact  location  of  this  cal- 
culus, and  then  upon  going  into  the  peritoneal  cavity  a  tuber- 
cular peritonitis  was  found  with  the  ovary  in  this  position  and 
filled  with  a  caseous  semi-fluid  material.  This  material  had  evi- 
dently cast  the  shadow  which  caused  the  diagnosis  of  ureteral 
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calculus.  I  do  not  mean  to  decry  the  X-ray,  but  simply  urge 
the  exercise  of  caution  in  our  deductions  from  its  use.  While 
pointing  out  these  danger  signals,  it  is  still  my  firm  belief  that  it 
is  decidedly  advantageous  to  have  a  radiograph  in  every  case 
of  fracture,  and  from  this  in  many  instances  valuable  aid  will 
be  secured,  and  in  all  cases  in  which  there  is  a  question  as  to 
bone  injury  the  X-ray  is  almost  invaluable  in  its  assistance  in 
diagnosis.  It  should  also  be  used  in  all  cases  of  suspected  cal- 
culus in  the  genito-urinary  tract,  but  at  the  present  time  too 
much  reliability  should  not  be  placed  on  it,  as  I  have  removed 
a  large  calculus  from  the  pelvis  of  the  kidney  which  showed  a 

negative  radiograph. 

♦       ♦ 

O.  C.  Welbourn,  M.  D. : 

Formerly  it  was  taught  that  profuse  menorrhagia  was  pathog- 
nomonic of  uterine  fibroids.  However,  it  has  lately  been  shown 
that  more  than  fifty  per  cent,  never  have  menorrhagia  at  all. 
Therefore  a  diagnosis  must  be  made  from  other  symptoms.  A 
uterine  fibroid  may  be  suspected  in  any  woman  past  thirty  years 
of  age  who  is  having  persistent  reflex  disturbances,  but  a  differ- 
ential diagnosis  is  possible  only  by  a  careful  bimanual  exami- 
nation of  the  pelvic  organs.  Should  you  have  a  patient  with 
obscure  and  persistent  complaints  which  refuse  to  stay  cured, 
look  for  a  uterine  fibroid. 

When  I  was  a  medical  student  I  was  taught  that  none  but  the 
foolhardy  ever  undertook  to  radically  treat  this  disease.  By 
and  by  I  had  my  first  case  of  uterine  fibroid.  The  patient  was 
a  married  woman  past  forty  years  of  age  and  in  fair  health. 
The  tumor  mass  was  about  the  size  of  a  large  orange,  multi- 
locular  and  not  seriously  adherent.  In  accordance  with  my 
teaching,  I  assured  her  that  nothing  was  necessary,  that  nature 
would  absorb  it  after  the  climacteric  period.  However,  in  less 
than  a  year  she  died  from  the  usual  pressure  complications,  and 
at  a  post-mortem  I  removed  a  fibrous  mass  as  large  as  a  uterus 
at  full  term  and  weighing  twenty-six  pounds. 

Later  I  had  another  case  which  was  complicated  with  preg- 
nancy. The  patient  was  twenty-two  years  of  age  and  physi- 
cally strong.  The  tumor  was  not  larger  than  a  tangerine  and 
apparently  single.  After  a  thorough  research  in  both  medical 
and  surgical  literature,  I  could  not  find  that  I  was  authorized 
to  do  anything  but  mitigate  the  symptoms  as  they  arose,  the 
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most  distressing  of  which  was  a  persistent  vomiting.  The 
patient  went  to  full  term  and  was  normally  delivered  of  a 
healthy  child,  but  died  a  few  hours  later  from  exhaustion,  and 
nervous  shock,  incident  to  a  knowledge  of  the  existing  tumor. 
After  due  reflection  I  concluded  that  the  **  let  alone  "  treatment 
for  uterine  fibroids  was  not  a  success  in  my  hands. 

Becoming  interested  in  electricity,  I  treated  ten  or  twelve 
cases  with  this  agent  in  the  manner  that  was  then  commonly 
accepted.  In  one  case,  a  married  woman  of  about  twenty-five 
years  of  age,  the  tumor,  which  was  single  and  as  large  as  a 
small  orange,  disappeared  in  about  eight  months  and  has  not 
returned  after  a  lapse  of  six  years. 

In  another  case,  a  widow  of  fifty  years  of  age,  the  tumor 
diminished  considerably  during  the  treatment,  but  slowly  en- 
larged again  so  that  in  two  years  another  course  of  treatment 
was  necessary.  This  palliative  treatment  is  still  necessary 
periodically,  and  is  quite  satisfactory  to  the  patient,  inasmuch 
as  other  organic  diseases  make  an  operation  impracticable. 

To  the  best  of  my  knowledge  and  belief  not  one  of  the  other 
cases  was  benefited  at  once  or  at  a  later  period.  I  therefore 
decided  that  the  use  of  electricity  was  still  far  from  satisfactory, 
though  better  than  doing  nothing. 

Beginning  to  treat  these  cases  surgically,  I  met  with  such 
gratifying  results  that  for  some  years  I  have  followed  no  other 
method.  I  am  a  firm  believer  in  early  interference.  It  is  con- 
ceded than  any  perversion  of  pathological  condition  of  the  hu- 
man economy  should  be  corrected  at  the  earliest  possible 
moment,  and  I  consider  uterine  fibroids  no  exception  to  the 
rule.  Do  not  wait  until  you  have  a  large  tumor  half  filling  the 
abdomen  and  adherent  on  all  sides,  for  then  you  have  such  grave 
complications  of  the  vital  organs  that  the  patient  is  already  in  a 
critical  condition.  To  operate  under  such  circumstances  is 
both  tedious  and  difficult,  sometimes  impossible,  and  the  mor- 
tality necessarily  high.  Instead,  show  wisdom  by  operating  on 
your  cases  as  soon  as  the  tumor  is  recognized,  for  by  so  doing 
adhesions  have  usually  not  yet  formed,  and  a  fibroid,  even 
though  multiple,  may  be  shelled  out,  leaving  the  uterus  and 
its  appendages  in  a  perfectly  functionating  condition.  Remem- 
ber that  there  never  was  a  fatality  in  operating  for  this  disease 
which  probably  could  not  have  been  prevented  had  the  operation 
been  performed  early. 


2o8  Book  Reviews, 


^0aJ{  5[aubutB* 


A  Text-Book  of  Obstetrics.  By  Barton  Cooke  Hirst,  M.  D.,  Professor 
of  Obstetrics  in  the  University  of  Pennsylvania.  With  746  illustrations,  39 
of  them  in  colors.  W.  B.  Saunders  Co.  1903.  Philadelphia,  New  York, 
London. 

In  this  new  and  enlarged  fourth  edition  there  has  been  very 
careful  revision  of  the  subject  matter.  Much  new  material  has 
been  added,  and  some  old  illustrations  replaced  by  better  ones. 
Much  attention  has  been  given  to  the  clinical  features,  so  that 
that  treatment  has  been  accorded  the  proper  place  it  deserves. 
The  chapter  on  the  "  Anomalies  of  the  forces  of  labor  "  and 
those  devoted  to  the  diseases  of  the  genital  organs  associated 
with  or  following  labor  are  very  interesting  and  extremely 
important.  There  is  no  question  of  the  effect  of  well-con- 
ducted midwifery  on  the  future  well-being  and  happiness  of  a 
woman,  and  in  such  points  Dr.  Hirst's  great  experience  is  very 
helpful.  The  book  is  for  the  student  as  well  as  for  the  practi- 
cal worker  in  the  field  of  obstetrics  and  the  text  is  as  con- 
densed as  consistent  with  a  comprehensive  treatment  of  the 
subject. 

Childhood  in  Health  and  Sickness.  By  J.  Roberson  Day,  M.  D.  (Lond.) 
Member  of  the  Royal  College  of  Surgeons.  With  illustrations.  Kegan 
Paul,  Trench,  Trubner  &  Co.,  Ltd.     1904.     London. 

It  is  extremely  interesting  to  know  how  our  transatlantic 
brother  would  advise  a  mother  and  treat  a  child,  and  we  find 
from  an  examination  of  this  work  that  it  is  based  on  pre- 
ventive medicine  and  common  sense,  very  much  of  the  latter. 
It  is  very  English,  but  practical  and  convincing,  and  expresses 
the  author's  deep  conviction  in  the  efficiency  of  homeopathic 
therapeutics  where  drugs  are  indicated.  Much  is  said  of  auxil- 
iary treatment  which  conduces  so  much  to  the  comfort  of  the 
patient  so  that  the  mother  can  take  an  intelligent  interest  in 
the  nursing  of  the  child  and  co-operate  with  the  doctor.  The 
therapeutic  directions  arc  generally  in  the  line  of  **  First  Aid  " 
treatment  to  be  consulted  in  emergencies.  This  idea  is  one 
that  has  made  homeopathy  dear  to  the  heart  of  the  mother, 
as  she  soon  learns  the  efficiency  of  aconite,  belladonna  and 
chamomilla  and  such  drugs  in  the  early  manifestations  of 
disease. 

Diseases  of  the  Lungs,  Bronchi  and  Pleura.  By  H.  Worthington 
Paigb,  M.  D.,  Lecturer  on  Theory  and  Practice  of  Medicine  in  New  York 
Medical  College.     Boericke  &  Tafel.     IQ04.     Philadelphia. 

This  concise  text-book  is  modestly  put  forward  in  the  hope 
that  it  will  find  a  place  with  physicians'  useful  reference  books. 
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We  feel  that  the  author's  well-arranged  and  carefully  written 
one  hundred  and  fifty  pages  might  be  taken  as  a  guide  for 
specialists  in  other  departments  of  medicine  who  write  books, 
presumably,  for  the  help  and  encouragement  of  their  hard 
working  brethren.  No  very  great  stress  is  laid  upon'  symp- 
toms, pathology,  etc.,  but  there  is  sufficient  for  guidance.  In 
consideration  of  treatment  he  strikes  a  happy  position,  which 
about  represents  the  best  management  of  such  cases  as  exem- 
plified by  the  best  practitioners  of  our  school.  Under  the 
caption  *'  general  treatment "  is  given  all  that  pertains  to 
local  applications,  physiological  and  hygienic  treatment,  and 
under  remedies  short,  clean-cut  indications  that  give  a  picture 
that  will  at  once  appeal  to  the  reader. 

The  Therepautics  of  Mineral  Springs.  By  I.  Burney  Yeo,  M.  D.,  D. 
F.  C.  P.  Emeritus  Professor  of  Medicine  in  King's  College,  London.  W. 
T.  Keener  &  Co.     1904.     Chicago. 

This  work,  the  author  states,  is  the  result  of  a  long  self- 
imposed  winter  holiday.  It  is  divided  into  two  parts:  The 
first  is  a  study  of  mineral  springs  and  their  classification  and 
the  description  of  a  vast  number  of  mineral  water  resorts  in 
alphabetical  order,  their  importance  being  indicated  by  the 
size  of  type  and  the  general  arrangement  of  the  matter.  That 
portion  treating  of  climate  is  a  practical  guide  to  the  character 
and  applicability  of  such  climatic  resorts  as  are  apt  to  be 
visited  by  English  invalids.  Naturally  this  subject  is  a  very 
important  one  to  the  American  physician,  who  often  finds  his 
knowledge  extremely  limited  as  to  the  characteristics  of  even 
the  best  known  of  foreign  spas.  The  high  professional  stand- 
ing of  the  author  is  a  sufficient  guarantee  of  the  excellence  of 
this  work,  and  it  will  be  found  a  most  useful  addition  to  the 
physician's  reference  library. 

American  Text-Book  of  Surgery.  Edited  by  William  W.  Keen,  M.  D., 
LL.  D.,  F.  R.C.  S.  (Hon.),  Professor  of  the  Principles  of  Surgery  and  of 
Clinical  Surgery,  Jefferson  Medical  College,  Philadelphia ;  and  J.  William 
White.  M.  D.,  John  Rhea  Barton  Professor  of  Surgery.  University  of  Penn- 
sylvania, Philadelphia.  Fourth  Edition,  Thoroughly  Revised  and  greatly  En- 
larged. 363  pages,  with  551  text-illustrations  and  39  full-page  plates,  many 
in  colors.  Philadelphia,  New  York,  London.  W.  B.  Saunders  &  Company. 
1903. 

Of  the  three  former  editions  of  this  work  an  immense  num- 
ber of  copies  have  been  disposed  of,  which  speaks  adequately 
of  its  popularity.  In  this  present  edition  every  chapter  has 
been  extensively  modified,  and  many  of  them  have  been  par- 
tially, and  some  entirely,  rewritten.  Notably  among  such  chap- 
ters are  those  on  Surgical  Bacteriology,  Tumors,  the  Osseous 
System.  Orthopedic  Surgery,  the  Surgery  of  the  Nerves,  the 
Joints,  the  Abdomen,  etc.  The  most  recent  researches  of 
Monks  on  the  Intestines,  Crile  and  Gushing  on  Shock  and 
Blood  Pressure,  Matas  on  Neural  Infiltration  and  Aneurism, 
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Edebohls  on  Renal  Decortication,  etc.,  have  been  included. 
The  use  of  paraflfine  in  nasal  deformities,  the  methods  of  spinal 
and  local  anesthesia,  and  the  newer  anesthetics  have  also  been 
described.  And  this  is  but  an  illustration  of  the  completeness 
and  thoroughness  of  the  entire  work. 

Besides  the  old  matter,  there  have  been  added  six  new  chap- 
ters, written  by  men  whose  positions  and  experience  especially 
fit  them  to  speak  with  authority.  These  chapters  are  Military 
Surgery,  Naval  Surgery,  Tropical  Surgery,  Examination  of 
the  Blood,  Immunity,  and  Surgery  of  the  Pancreas.  A  num- 
ber of  the  old  illustrations  have  been  replaced  by  better  ones, 
and,  in  addition,  there  have  been  added  a  number  entirely 
new.  In  fact,  we  know  of  no  single  volume  work  that  is  even 
its  equal  in  the  expounding  of  the  advanced  and  practical 
principles  of  modern  surgery. 

Manual  of  Operative  Surgery.  By  John  Fairbairn  Binnie,  A.  M.,  C.  M. 
(Aberdeen),  Professor  of  Surgery,  Kansas  City  Medical  College.  With  559 
illustrations,  a  number  of  which  are  printed  in  colors.  P.  Blakiston's  Son  & 
Co.     1905.     Philadelphia. 

It  was  the  design  of  the  author  to  write  a  small  book  upon 
operative  surgery,  in  which,  for  the  sake  of  brevity  and  com- 
pactness, there  should  be  omitted  as  far  as  possible  the  pro- 
cedures which  appear  in  the  usual  text-book  on  general  sur- 
gery. This  had  reference  to  those  operations  which  are  sub- 
jectlo  little,  if  any,  change,  and  in  that  category  ligations  and 
ampmationis  were  oirdtted,  so  also  certain  well-known  portions 
of  reclal  and  genito-urinary  surgery.  Operative  surgery  of 
the  bonfes  and  joints  would  have  made  it  necessary  to  write  a 
second  volume,  so  those  subjects  were  also  omitted.  With 
the  exception  of  the  above-named  subjects,  this  little  work 
contains  a  brief,  but  sufficiently  comprehensive  elucidation  of 
the  present  day  operations  of  surgery  as  to  be  indispensable  to 
every  surgeon.  Whether  it  be  appendicitis  or  imperforate 
anus,  from  goiter  to  gastro-enterostomy,  gall-bladder  surgery 
to  operative  procedures  applicable  to  the  spleen  or  suprarenal 
bodies  there  is  a  complete  exposition  of  modern  methods.  All 
this  in  a  small,  well  illustrated  volume  that  the  surgeon  can 
put  in  his  overcoat  pocket  and  refresh  his  mind  on  technique 
while  en  route  to  an  operation.  The  objection  usually  to  such 
small  w^orks  is  that  they  are  insufficient,  but  in  this  volume 
the  various  steps  in  each  operation  are  briefly  but  clearly 
given  in  a  manner  that  one  can  easily  familiarize  one's  self 
with  a  new  operative  procedure  in  a  few  moments.  We  pre- 
dict a  very  great  degree  of  popularity  for  Dr.  Binnie's  little 
offering,  which  the  publishers  have  mounted  in  a  very  attrac- 
tive manner. 
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The  Metropolitan  Hospital  of  New  York.  The  competitive 
examination,  open  to  all  graduates  in  medicine,  for  the  fifteen 
services  of  eighteen  months  each,  commencing  in  June  and 
December,  1905,  will  be  held  on  April  28,  1905. 

Applications  should  be  addressed  to  Edward  P.  Swift, 
Chairman  Committee  of  Examination,  No.  170  West  Eighty- 
eighth  Street,  New  York. 

This  Hospital  has  over  one  thousand  beds,  and  gives  unusual 
opportunity  for  experience  in  Surgery,  Gynecology,  Genito- 
urinary Diseases,  Neurology,  Dermatology,  Physical  Diag- 
nosis and  general  medicine,  and  Homeopathic  Therapeutics. 

Practitioner's  Course.  The  third  annual  Practitioner's 
Course  will  begin  Monday,  May  i,  to  Saturday,  May  20,  1905. 
The  lectures  and  clinics  will  be  given  in  the  buildings  of  the 
New  York  Homeopathic  College  and  the  hospitals  available 
for  clinical  purposes.  Excellent  opportunities  will  be  afforded 
by  observation  of  the  work  done  at  Metropolitan,  Flower,  New 
York  Ophthalmic,  and  Laura  Franklin  Hospitals.  For  par- 
ticulars, address  Dr.  Edw.  G.  Tuttle,  Sec,  61  West  Fifty-first 
Street,  New  York. 
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Molding  of  the  Infant's  Head  Before  Birth. — Planchu 
(  Lyon  Medical.)  Every  practitioner  is  familiar  with  the  transi- 
tory deformity  of  the  infant's  head  produced  by  its  transit 
through  the  birth  canal,  and  the  careful  obstetrician  is  able 
from  studying  it  to  tell  what  has  been  the  position  and  what 
the  movements  of  the  head  in  the  mechanism  of  labor.  It  may 
even  be  imagined  that  an  obstetrical  Sherlock  Holmes,  if  such 
a  medico-legal  personage  were  to  arise,  would  be  able  to  con- 
struct a  theory  and  carry  through  an  inquiry  to  a  luminous  ter- 
mination simply  by  the  close  examination  of  a  head  with  the 
marks  upon  it  of  its  intranatal  progress.  But,  of  course,  in 
thus  estimating  at  a  high  value  the  forensic  importance  of  the 
deformity  of  the  fetal  head  after  labor,  we  must  be  quite  certain 
that  similar  changes  cannot  be  produced  before  the  onset  of 
labor  at  all.  Planchu  suggests  that  there  can  be  no  such  cer- 
tainty. 

In  the  case  of  a  young  primipara  with  a  rachitic  pelvis  (hav- 
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ing  a  true  conjugate  of  less  than  3  in.,  and  showing  also  general 
narrowness),  Planchu  determined,  with  the  patient's  consent,  to 
perform  Caesarean  section  just  before  the  full  term.  The  fetal 
head  was  lying  in  the  transverse  diameter  at  the  brim ;  it  greatly 
overlapped  the  symphysis,  and  was  freely  movable.  The  opera- 
tion was  carried  out  before  the  supervention  of  labor  pains,  in 
order  to  avoid  the  inconvenience  of  interference  if  parturition 
occurred  during  the  night.  The  placenta  was  found  inserted 
upon  the  anterior  uterine  wall,  but  otherwise  tlie  Caesarean  sec- 
tion presented  no  unusual  difficulties  or  complications.  Saline 
injections  were  given  on  account  of  the  free  hemorrhage  which 
took  place  during  the  division  of  the  anterior  uterine  wall.  The 
infant's  head  showed  marked  asymmetry.  The  left  parietal 
bone  (which  lay  next  the  symphysis  pubis  at  the  end  of  preg- 
nancy) was  flattened  and  its  eminence  nearly  effaced;  it  was 
slightly  overlapped  at  the  sagittal  suture  by  the  right  parietal. 
The  right  parietal  bone  had  an  increased  curvature ;  its  eminence 
was  very  prominent,  and  below  the  eminence  was  a  wide  de- 
pression running  antero-posteriorly  about  the  level  of  the  tem- 
poro-parietal  suture.  The  right  side  of  the  head  was  much 
higher  than  the  left,  and  the  right  parietal  eminence  lay  in  a 
plane  anterior  to  the  left.  By  the  fifth  day  of  life  all  these 
deformities  had  passed  away. 

In  this  case,  as  the  author  points  out,  the  head  had  been  sub- 
jected to  no  pressure  in  the  pelvic  canal  in  labor ;  it  had,  in  fact, 
been  protected  by  the  liquor  amnii  up  to  the  time  when  the 
uterine  incision  was  made.  It  ought,  therefore,  to  have  shown 
the  usual  characters  of  the  head  of  an  infant  removed  by  Caesar- 
ean section,  namely,  the  absence  of  all  molding;  but  in  place  of 
this,  it  had  exactly  the  deformities  which  we  are  led  to  look 
for  when  a  head  enters  the  flat  pelvis  in  the  transverse  diameter 
with  the  posterior  parietal  bone  leading.  Dr.  Planchu  attributes 
the  molding  to  the  pressure  of  the  head  against  the  pelvic  brim 
maintained  constantly  during  the  last  month  of  pregnancy,  and 
due  largely  to  the  contractions  of  the  muscles  of  the  anterior 
abdominal  wall.  What  the  short  but  severe  pressure  of  labor 
usually  accomplishes  was  here  brought  about  by  the  long-con- 
tinued but  less  severe  pressure  of  pregnancy.  It  must  be  con- 
fessed, however,  that  this  explanation  does  not  meet  all  diffi- 
culties of  interpretation,  although  it  is  not  easy  to  advance  a 
more  satisfactory  one.  The  idea,  for  instance,  of  a  deformity 
produced  early  in  pregnancy  would  seem  to  be  rendered  unlikely 
by  the  location  of  the  grooves  and  projections.  The  subject  is 
worthy  the  attention  of  the  medical  jurist. 

Subcutaneous  Emphysema  in  Newborn  Child. — Kirch- 
gessner  (Zentralb.  f.  Gynak.)  delivered  a  child  by  turning  and 
extraction  on  account  of  prolapse  of  the  cord,  which  could  not 
be  reduced.    At  birth  a  little  swelling  was  noted  in  the  left  half 
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of  the  thorax,  the  child  was  asphyxiated  but  revived  within  ten 
minutes.  The  swelling  had  become  much  larger  by  that  time^ 
bandages  were  applied  to  the  thorax.  Within  three  days  the 
swelling,  which  was  due  to  subcutaneous  emphysema,  had 
greatly  increased,  reaching  to  the  right  side,  but  by  the  tenth 
day  the  child  was  quite  free  from  any  sign  of  the  lesion  and  in 
good  health.  No  injury  to  the  clavicles  or  ribs  could  be  de- 
tected, the  X-rays  showed  no  injury.  Probably  there  had  been 
intra-uterine  respiration  during  extraction,  and  in  an  expiratory 
effort  the  air  could  not  escape,  so  that  increased  pressure  of  the 
lungs  caused  yielding  of  its  substance  and  interstitial  emphy- 
sema. Tlie  air  must  have  passed  under  the  skin  through  the 
anterior  mediastinum. 

Yeast  in  Leucorrhea  of  Pregnancy. — Audebert  (Rev.  de 
Gynec.  et  de  Chirg.  Abd.)  states  that  beer  yeast,  already  known 
to  be  beneficial  in  gonorrheal  vaginal  discharge,  is,  in  his  ex- 
perience, most  efficacious  in  any  form  of  leucorrhea  in  women. 
He  has  employed  yeast  in  29  cases,  26  being  cured  and  the  re- 
maining 3  improved.  As  a  rule  the  discharge  disappears  in 
about  three  weeks  (10  in  29  cases)  In  the  majority  (14)  of 
Audebert's  cases  the  colpitis  was  of  the  granular  type,  in  3  it  was 
gonorrheal.  He  assures  us  that  even  when  there  was  general- 
ized gonococcal  infection  or  deep  cervical  lesion  the  yeast  treat- 
ment was  followed  by  good  results. 

Error  of  Diagnosis  in  Normal  Pregnancy. — (Editorial 
in  Revue  de  Gyn.  et  de  Chirur.  Abdom.)  There  is  a  tendency, 
now  that  asepsis  renders  abdominal  operation  easy  and  safe, 
to  resort  perhaps  too  speedily  to  exploratory  incisions.  Ob- 
stetrical surgery  can  now  number  many  triumphs  not  only 
in  Caesarean  section,  but  also  in  operations  for  pregnancy 
in  a  malformed  cornu.  It  is  very  advisable,  however,  not 
to  be  too  ready  to  suspect  such  a  condition  on  the  ground 
that  there  is  pregnancy  with  pain  and  with  irregularity  of  the 
structure  which  bears  the  fetus.  Professor  P.  Bar  reported 
a  few  years  ago,  a  case  in  which  there  seemed  to  be  in  early 
pregnancy  a  soft  tumor  containing  the  fetus  attached  to  a 
firm  uterus.  Between  the  two  there  was  a  certain  amount  of 
mobility.  Nevertheless,  the  pregnancy  proved  to  be  perfectly 
normal.  In  such  cases  the  ovum  has  become  attached  to  the 
uterine  wall  close  to  the  orifice  of  one  tubal  canal,  so  that  the 
adjacent  part  of  the  uterus  develops  at  first  much  more  rapidly 
than  the  remainder.  After  the  middle  of  pregnancy  the  rest 
of  the  uterus  undergoes  softening  until  the  normal  uniform 
softness  is  attained. 

Alortagne  recently  discussed  at  a  meeting  of  the  Societe 
Obstetrique  de  Paris  a  case  in  which  a  woman  suffered  from 
violent  pains  in  pregnancy,  with  losses  of  blood  and  discharge 
of  pieces  of  decidua.     There  were  two  distinct  tumors — one 
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hard,  simulating  a  big  uterus,  the  other  soft,  and  resembling  an 
extra-uterine  sac  in  the  second  month.  Dr.  Bar,  however,  ex- 
amined this  case,  and  found  that  normal  uterine  pregnancy 
existed,  but  that  there  was  the  characteristic  irregularity  in 
consistence  of  its  walls  which  was  familiar  to  him.  He  had 
recently  attended  a  patient  in  this  condition  who  aborted  in  the 
second  month ;  the  decidua  was  expelled  complete,  and  was  of 
tl\e  shape  of  a  gourd,  with  the  ovum  in  its  smaller  end,  whilst 
its  larger  end  was  absolutely  empty.  Brindeau  reported  an- 
other case  in  which  the  patient  had  violent  pains,  which,  taken 
with  the  physical  signs,  simulated  ruptured  extra-uterine  preg- 
nancy. The  sister  of  this  patient  had  recently  died  from  that 
cause.  An  exploratory  incision  was  made  and  normal  preg- 
nancy discovered ;  abortion  occurred  within  a  few  days.  The 
patient  was  a  very  hysterical  subject.  Other  cases  of  ex- 
ploration in  which  there  was  no  tubal  or  cornual  sac  have 
occurred,  and  not  only  have  surgeons  but  also  experienced 
obstetricians  made  this  mistake.  Ne  quid  temere  fac,  but  the 
opposite  error  of  taking  an  extra-uterine  for  an  intra-uterine 
pregnancy  is  a  very  grave  matter. 

Gaseous  Cysts  of  the  Intestine. — Stori  (Clin.  Mod.)  re- 
ports 2  cases  operated  upon  for  cicatricial  pyloric  stenosis, 
where  upon  opening  the  abdomen  gaseous  cysts  were  dis- 
covered. In  the  first  case  the  cyst  was  in  the  gastro-hepatic 
omentum  and  presented  the  appearance  of  inflated  lung;  on 
rupture  inodorous  gas  escaped  but  no  fluid.  The  gas  was  ap- 
parently pent  up  under  considerable  pressure.  In  the  second 
case  the  cyst  sprang  from  the  mesentery  and  completely  sur- 
rounded the  small  intestine  near  the  cecum.  What  the  exact 
pathology  of  these  air-containing  cysts  is,  remains  doubtful. 
In  some  cases  they  may  start  as  a  primary  emphysema  of  the 
intestinal  wall,  perhaps  due  to  the  entrance  of  gasogenic  bac- 
teria into  the  lymphatic  channels — or  they  may  start  as  cystic 
lymphangiomata.  These  cysts  are  not  very  common,  however ; 
the  author  has  collected  45  cases,  distributed  as  follows :  Stom- 
ach, 2;  intestine,  12;  stomach  and  intestine,  i;  intestine  and 
vagina,  i;  vagina,  21;  bladder,  2;  various,  6.  From  these 
figures  it  appears  that  the  most  frequent  site  for  these  cysts  is 
the  vagina.  They  are  generally  found  in  the  submucosa  and 
may  cause  fatal  intestinal  obstruction.  Probably  the  gas  is 
not  air  but  some  bacterial  product.  And  the  author  was  able 
to  isolate  a  diplococcus-like  organism  from  one  of  the  cases, 
which  on  culture  in  simple  broth  gave  rise  to  a  few  little  bubbles 
of  gas. 

Fibro-myoma  of  Abdominal  Wall  in  Women. — Stein 
(Monats.  f.  Geb.  u.  Gyn.)  reports  a  case  where  a  woman  aged 
30,  who  had  borne  four  children,  was  operated  upon  by  Kehrer, 
who  removed  a  tumor  of  the  abdominal  wall  associated  with 
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the  sheath  of  the  rectus ;  it  was  of  the  size  of  a  fist.  It  was 
made  up  of  fibrous  tissue  and  plain  muscle-cells;  its  vessels, 
as  in  uterine  fibroid  tumors,  had  thick  muscular  coats.  Doleris 
and  Mangin  have  recorded  an  example  of  fibro-myoma  of  the 
abdominal  wall  where  recurrence  followed  operation.  Stein 
himself  operated  on  two  sisters  for  the  same  disease.  The  first 
operation  was  performed  on  a  woman,  aged  37,  a  year  after  she 
had  undergone  ovariotomy.  A  firm,  solid  tumor,  as  big  as 
a  hen's  tgg,  was  enucleated  from  between  the  right  obliquus 
internus  and  transversalis.  The  other  sister  underwent  opera- 
tion for  a  rather  large  tumor  over  Poupart's  ligament  connected 
with  the  oblique  (?  external).  Recurrence  took  place,  and 
half  a  year  later  a  tumor  as  big  as  a  fist  was  removed.  There 
was  reason  for  believing  that  a  piece  of  the  growth  was  left 
behind  at  the  first  operation,  so  that  there  was  not  true  recur- 
rence. All  the  three  tumors  removed  by  Stein  were  made  up 
of  white  fiber  and  plain  muscle-cells. 

This  form  of  new  growth  has  never  been  found  in  males, 
who  rarely,  as  compared  with  women,  suffer  from  pure  fibroma 
of  the  abdominal  walls.  The  plain  muscle-cells  are  probably 
derived  from  the  coats  of  the  vessels  in  the  abdominal  muscles. 
Schauta  (Zentralbl.  f.  Gyn.,  No.  9,  1904)  removed  a  pure  fibroid 
weighing  21-2  lbs.  from  the  abdominal  wall  of  a  woman,  aged 
28,  who  had  borne  two  children,  the  youngest  11  months  old. 
The  peritoneum  had  to  be  opened  and  resected. 

Surgical  Scarlatina. — From  Eschersch's  clinic  in  Vienna 
Rossiwall  (Jahrbuch  fur  Kinderheilkunde)  describes  in  detail  12 
cases  of  scarlatina  in  which  the  infection,  he  believes,  entered 
through  a  wound  and  not  through  the  throat.  Some  doubt  as 
to  the  correctness  of  his  diagnosis  in  two  of  the  cases  must  be 
expressed,  as  there  was  no  desquamation  subsequently.  In 
another  the  disease  was  possibly  septicemia.  But  in  the  re- 
maining cases  there  is  no  doubt  the  disease  was  scarlatina, 
showing  the  typical  rash,  strawberry  tongue,  desquamation, 
and  the  usual  course  of  febrile  reaction.  Nephritis  also  oc- 
curred in  some  cases.  No  swelling  of  the  tonsils  or  submax- 
illary lymph  glands  was  present,  showing  that  the  throat  was 
not  the  portal  of  infection.  On  the  other  hand,  various  skin 
lesions,  either  accidental  wounds,  surgical  incisions,  or  large 
suppurating  skin  vesicles,  showed  marked  local  reaction,  be- 
ing covered  by  a  deposit  of  yellowish-gray  lymph,  with  redness 
and  edema  of  the  surrounding  skin  and  enlargement  of  the 
corresponding  lymph  glands.  Local  antiseptic  treatment  was 
always  employed.  He  believes  that  the  reason  scarlatina  is  so 
prone  to  attack  surgical  cases  is  that  a  wound  is  an  exception- 
ally favorable  soil  and  fosters  the  development  of  the  most  min- 
ute particle  of  scarlatinal  infective  material.  This  view  is  op- 
posed to  that  which  attributes  the  susceptibility  in  question  to 
a  lowered  vital  resistance  of  the  constitution. 
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Surgical  Wounds  of  Cervical  Portion  of  Thoracic  Duct. — 

Lecene  (Revue  de  Chirurgie)  publishes  together  with  a  full  re- 
port of  a  recent  case  treated  by  Terrier,  abstracts  of  twenty-one 
collected  instances  of  accidental  wounding  of  the  cervical  por- 
tion of  the  thoracic  duct  in  the  course  of  a  surgical  operation. 
Cases  of  this  infrequent,  though  not  exceptionally  rare,  lesion 
may  be  arranged  in  two  groups ;  one  in  which  the  nature  of  the 
injury  is  apparent  at  the  time  of  the  operation,  the  other  in 
which  the  indications  of  such  an  accident  are  not  made  out  until 
a  later  period.  In  cases  of  the  first  group  the  charn'^''?ristic 
sign  of  the  injury  is  a  flow  that  is  sometimes  rhythmical,  into  the 
w^ound,  of  a  clear  or  a  white  and  latescent  fluid.  The  indications 
in  the  second  group  of  cases  are  a  discharge  from  the  wound 
of  lymph  or  chyle,  and,  in  course  of  time,  intense  thirst,  emacia- 
tion, and  general  asthenia.  The  prognosis  of  this  injury  wath 
regard  to  the  life  of  the  patient  is  not  serious,  one  only  of  the 
twenty-two  collected  cases  having  had  a  fatal  ending,  but  it  is 
necessary  to  bear  in  mind,  the  author  points  out,  that  serious 
results  may  follow  a  prolonged  and  excessive  discharge  of 
lymph  from  a  fistula  in  the  thoracic  duct.  The  treatment  would 
vary  according  to  the  nature  of  the  case.  The  surgeon,  if  he 
be  aw^are  of  the  nature  of  the  injury  before  the  completion  of 
his  operation,  should  endeavor  to  apply  a  ligature  to  the  per- 
ipheral end  of  the  w-ounded  duct.  Tn  a  very  large  majority 
of  cases  it  would  be  useless,  the  author  states,  to  tie  the  central 
end  as  the  ostial  valve  is  competent  to  arrest  the  flow  of  lymph. 
Ligature  of  the  peripheral  end,  as  has  been  proved  by  clinical 
observation  and  also  by  experiments  on  animals,  is  quite  free 
from  danger.  In  cases  in  which  the  injury  escaped  notice  at 
the  time  of  the  operation,  the  best  and  simplest  treatment,  the 
author  believes,  is  to  pack  the  wound  tightly  and  to  do  away 
with  direct  drainage.  Free  opening  of  the  wound  with  the  ob- 
jects of  exposing  and  closing  by  ligature  the  opening  in  the 
duct  might,  it  is  acknowledged,  be  found  practicable  and  suc- 
cessful, but  such  treatment  would  in  most  cases  be  found  very 
diflicult  and,  as  simple  packing  is  usually  sufficient,  quite  use- 
less. 

Prophylactic  Version  in  Cases  of  Pelvic  Contraction. — 

WolflF  (Berl.  Klin.)  defines  version  as  strictly  speaking  pro- 
phylactic only  when,  the  head  presenting  and  the  pelvis  being 
contracted,  the  operation  is  performed  before  any  trouble  has 
arisen  in  the  condition  of  the  mother  or  child,  to  avoid  dangers 
which  may  possibly  occur  if  the  labor  is  allowed  to  proceed  with 
the  child's  head  first.  The  proceeding  was  based  by  its  in- 
ventor, J.  Y.  Simpson,  on  the  idea  that,  the  smaller  end  of  the 
cone  going  first,  the  aftercoming  head  would  pass  through  a 
flat  pelvis  more  easily  than  the  head  first.  Moreover,  in  the 
former  case  the  child's  body  is  of  material  assistance  in  extract- 
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ing  the  head.  When  performed  before  the  membranes  have 
ruptured  and  when  the  os  is  fully  dilated,  version  is  a  com- 
paratively simple  and  easy  proceeding;  injury  to  the  soft  parts 
is  most  exceptional  and  delivery  is  rapidly  completed.  On  the 
other  hand,  labor  if  allowed  to  proceed  head  first  may  be  pro- 
longed for  hours  or  even  days,  and  yet  a  deferred  version,  high 
forceps,  symphysiotomy,  or  craniotomy — ^all  much  more  serious 
proceedings  than  early  version — may  be  required. 

As  regards  symphysiotomy,  Hofmeyer  has  declared,  and  all 
German  obstetricians  agree,  that  it  has  no  place  in  private 
practice.  It  has  been  urged  against  turning  that  the  molding 
of  the  after-coming  head  is  far  from  favorable  to  the  child,  and 
that  the  child,  when  extraction  is  difficult,  is  very  liable  to  seri- 
ous injury.  Some  obstetricians  condemn  prophylactic  version 
altogether,  and  even  those  who  do  not  do  so  are  by  no  means 
like-minded  as  to  the  indications  for  it.  While  some  do  it  in  the 
interest  of  both  mother  and  child,  or  more  especially  in  that  of 
the  child,  others  perform  it,  chiefly  or  exclusively,  for  the  sake 
of  the  mother.  Some  confine  it  to  cases  in  which  the  conju- 
gata  vera  is  not  less  than  8  cm.,  others  to  those  in  which  the 
contraction  is  more  pronounced.  Opinions  diflfers  also  as  to 
whether  the  method  is  better  adapted  to  the  flat  pelvis  or  to 
the  pelvis  justo  minor.  It  is  generally  deemed  to  be  unsuit- 
able for  primiparae,  but  Runge  and  Duhrssen  perform  it  in 
such,  Duhrssen  supplementing  it  with  lateral  incisions  in 
the  introitus,  and  if  need  be  in  the  cervix.  Most  unfavorable 
opinions  have  recently  been  expressed  on  prophylactic  ver- 
sion by  Krcenig  and  Menge  (Leipzig),  Ludwig  and  Savor 
(Vienna)  and  Henkel  (Beriin),  but  it  has  been  warmly  de- 
fended by  Albert,  Krull  and  v.  Magnus,  and  by  WolflF  him- 
self, who  points  out  that  in  the  extern  maternity  of  the 
Charite  Hospital  during  the  years  1892-1902  labor  was  con- 
ducted in  581  women  with  contracted  pelves ;  version  was  per- 
formed in  243,  prophylactically  in  54  instances.  Comparing 
the  results  in  these  54  cases  with  each  other  and  with  those  of 
expectant  treatment,  he  finds  that  they  were  very  much  better 
when  the  contraction  of  the  pelvis  was  only  of  the  first  degree, 
and  also  when  performed  under  favorable  conditions,  mem- 
branes unruptured  and  os  fully  dilated,  than  otherwise.  .When 
all  these  conditions  were  fulfilled  (30  cases)  the  mortality 
of  the  children  was  absolutely  nil ;  on  the  other  hand,  the  labors 
with  the  same  degree  of  pelvic  contraction  which  were  allowed 
to  proceed  head  first  (85  cases)  showed  a  mortality  for  the 
children  of  9.4  per  cent. 

Tlie  results  of  version  performed  after  the  rupture  of  the 
membranes  was  not  so  good  as  those  of  expectant  treatment; 
and  when  the  conjugata  vera  was  less  than  8  cm.  even  when 
performed  before  the  rupture  of  the  membranes  gave  no  better 
results  than  waiting,  but  the  number  of  such  cases  was  too  small 


2 1 8  Translations. 

to  justify  any  definite  deductions.  Wolff  concludes  that  in  the 
conduct  of  labor  in  contracted  pelves,  whether  prophylactic 
version  to  be  undertaken  or  not,  it  is  of  the  chiefest  impor- 
tance to  prevent,  perhaps  by  the  aid  of  a  colpeurynter  intro- 
duced into  the  vagina,  the  rupture  of  the  membranes  before 
the  mouth  of  the  womb  has  become  fully  dilated,  as  when  this 
•can  be  done  the  conditions  are  most  favorable  for  expectant 
treatment  as  well  as  for  version  and  extraction.  Prophylactic 
version  should  not  be  attempted  after,  certainly  not  long  after, 
the  rupture  of  the  membranes,  nor  unless  the  os  uteri  is  suffi- 
ciently dilated  to  admit  of  the  extraction  of  the  child  im- 
mediately after  turning.  It  is,  moreover,  better  not  to  turn  in 
primiparae,  in  whom  the  operation  is  always  more  difficult,  and 
the  chances  of  a  happy  termination  after  expectant  treatment 
are  more  favorable,  nor  in  multiparse,  though  the  membranes 
are  intact  and  the  os  fully  dilated,  if,  as  sometimes  occurs,  the 
head  is  so  well  engaged  that  the  course  of  the  labor  is  almost 
sure  to  be  happy,  and,  after  the  waters  have  come  away,  ex- 
peditious. But  in  a  considerable  number  of  cases  of  the  first 
degree  of  contraction  (C.  V.  not  below  8  cm.),  with  intact  mem- 
branes and  a  fully-dilated  os,  it  may  appear,  from  the  history 
of  former  labors,  more  or  less  improbable,  though,  perhaps, 
not  impossible,  that  the  child  can  be  born  head  first  without 
serious  difficulty  or  injury.  In  such  cases  prophylactic  version, 
undertaken  before  the  waters  have  escaped,  offers  an  almost 
certainly  favorable  prognosis  for  both  mother  and  child,  while 
expectant  treatment  must  always  leave  the  issue  doubtful,  es- 
pecially as  regards  the  child. 

Hemorrhoids  in  Children. — Comby  (Arch,  de  Med.  des 
Enfants)  insists  on  the  fact  that  hemorrhoids  are  not  so  rare 
in  children  as  has  been  supposed.  His  observations  as  well 
as  those  referred  to  by  him  show  that  hemorrhoids  may  appear 
during  the  earlier  months  of  life  and  cause  internal  hemorrhage. 
As  a  rule  there  is  no  pain.  Internal  hemorrhoids  may  be  pre- 
sent without  causing  any  hemorrhage,  and  are  only  discovered 
on  local  examination.  Many  such  cases  therefore  remain  latent 
for  a  considerable  time,  and  only  make  their  existence  felt  in 
late  childhood  or  adolescence.  Internal  hemorrhoids,  therefore, 
must  be  looked  for  if  we  would  form  any  idea  of  the  frequency 
of  their  occurrence.  External  hemorrhoids  sometimes  appear 
at  an  early  date,  and  tlieir  appearance  is  characteristic.  It  is 
rare  for  them  to  attain  a  large  size.  The  prognosis  of  infantile 
hemorrhoids  is  good,  and  it  is  uncommon  for  children  to  suffer 
much  from  hemorrhage.  Spontaneous  cure,  however,  is  not  to 
be  expected,  and  operative  interference  is  necessary. 

Malignancy  of  Ovarian  Growths. — Emil  MuUer  (Hospital- 
stidende)  records  the  results  of  some  47  operations  for  the  re- 
moval of  ovarian  swellings.    In  all  he  removed  and  examined 
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6  follicular,  i  suppurating  and  2  parovarial  cysts,  5  embryo- 
mata,  i  myosarcoma,  6  carcinomata,  and  26  cystadenomata. 
Of  the  26  cystadenomata  13  were  non-papillated,  11  containing- 
pseudo-mucinous  and  2  serous  material ;  10  unilateral,  3  bilat- 
eral ;  3  cases  being  complicated  with  ascites,  3  with  torsion  of 
the  pedicle,  i  with  parovarial  cyst,  i  with  salpingitis  with  ad- 
hesions, and  one  with  fibro-myoma  of  the  uterus:  11  patients 
made  complete  recovery ;  one  died  on  the  fifth  day  after  opera- 
tion from  pulmonary  embolism,  and  another  on  the  seventh  day 
after  operation  from  gangrene  of  the  ascending  colon  and  per- 
foration. Of  the  13  cystadenomata  which  were  papilliferous 
in  nature,  the  contents  of  5  were  pseudo-mucinous  and  of  8 
serous.  Four  were  bilateral,  9  unilateral ;  6  were  complicated 
with  ascites,  3  with  torsion  of  the  pedicle,  and  in  seven  meta- 
stases were  observed.  Two  of  these  patients  died  immediately 
after  the  operation,  one  on  the  fifth  day  from  hypostatic  pneu- 
monia, the  other  on  the  seventh  day  from  peritonitis.  In  j 
cases  in  which  metastases  were  noted  before  the  operation,  deatli 
occurred  in  eighteen  days  and  five  months  later ;  the  remaining 
patient  living  and  in  good  health  two  years  later ;  a  fourth  pa- 
tient died  two  and  a  half  years  later  from  general  peritoneal 
extension.  In  2  cases  without  metastases  it  was  necessary  \o 
remove  the  other  ovary  two  and  three  years  later  for  the  same 
type  of  growth ;  one  of  these  died  at  once  from  pneumonia,  the 
other  surviving  for  a  few  months  only.  Operations  were  un- 
dertaken in  4  cases  of  bilateral  cystadenoma;  three  patients, 
died  from  cachexia  within  one  and  a  half  years,  the  fourth  pa- 
tient having  good  health  for  two  and  a  half  years,  then  becom- 
ing cachetic  and  dying  five  years  after  the  operation. 

Eclampsia:  Vesicular  Mole  Without  Fetus. — Hitschmanir 
(Zentralbl.  f .  Gynak)  publishes  a  case  in  order  to  show,  amongst 
other  facts,  that  eclampsia  may  occur  without  metamorphosis, 
of  tissues  in  a  fetus  as  a  cause.  The  patient  was  a  girl,  aged 
18,  who  had  borne  a  child  when  14  years  old  normally  to  ternu 
The  patient  was  well  nourished,  but  very  anemic,  and  there 
was  suspicion  of  incipient  phthisis.  The  period  when  she 
came  under  observation,  had  been  absent  for  four  and  a  half 
months,  whilst  the  uterus  had  attained  the  average  size  of  the 
seventh  month.  But  no  fetal  heart  sounds  could  be  heard,  no 
outline  of  a  fetus  detected,  and,  on  the  other  hand,  there  had 
been  hemorrhages  in  the  second  month.  Vesicular  mole  was 
therefore  diagnosed.  The  urine  was  distinctly  albuminous, 
therefore  the  patient  was  at  once  taken  into  Schauta's  maternity 
clinic  in  Vienna.  A  sudden  attack  of  eclampsia  set  in,  and  she- 
was  unconscious  for  fourteen  hours.  One  hour  after  she  re- 
gained cinsciousness  a  violent  fit  occurred,  and  lasted  for  three 
minutes.  The  uterus  was  at  once  emptied  of  a  large  vesicular 
mole,  and  no  further  eclamptic  attacks  occurred.     The  propor- 
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tion  of  albumen  dropped  from  9  per  cent.,  just  before  the  opera- 
tion, to  4  per  cent,  twenty-four  hours  later.  By  the  seventh 
day  no  albumen  could  be  detected.  There  was  no  trace  of  a 
fetus  in  the  mole.  Hitschmann  quotes  Olshausen's  two  cases 
of  eclampsia  associated  with  vesicular  mole ;  the  fits  in  one  case 
ceased  when  the  mole  was  expelled,  in  the  second  the  mole  was 
extracted,  and  eight  fits  occurred  within  the  first  day.  The 
urine  remained  slightly  albuminous  for  a  few  days. 

Hydrocolpos  and  Imperforate  Hymen  in  Infant. — Com- 
mandeur  (L'Obstetrique)  observed  this  condition  in  a  very  ro- 
bust female  infant  which  weighed  over  8  1-4  lbs.  at  birth,  on 
the  next  day  the  midwife  observed  that  when  it  cried  a  protru- 
sion like  a  prolapse  appeared  at  the  vulva.  The  urethra  was 
patent  and  the  anus  and  rectum  normal.  The  tumor  at  the 
vulva  was  surrounded  by  a  groove  and  on  close  inspection  the 
liymen  was  seen  to  be  imperforate  and  pushed  forw^ards  by  the 
mass.  An  incision  was  made  from  behind  the  urinary  meatus 
to  the  posterior  fourchette  and  3  1-2  fluid  oz.  of  a  white  viscid 
fluid  escapd.  It  had  been  secreted  by  the  vaginal  mucous  mem- 
brane, but  the  uterus  was  not  dilated — a  complication  met  with 
in  some  cases  of  dilated  vagina  with  imperforate  hymen  and 
watery  contents.  In  hematocolpos  the  uterine  complication  is 
yet  more  usual.     Commandeur's  patient  recovered. 

Fibroma  of  Abdominal  Wall  Diagnosed  as  Ovarian. — 

Filth  (Zentralbl.  f.  Gynak)  publishes  a  case  of  some  importance, 
as  the  tumor  was  diagnosed  as  an  intra-peritoneal  growth  even 
after  careful  examination  under  anesthesia ;  he  further  observes 
that  Olshausen  has  already  recorded  a  similar  error.  Futh's 
patient  was  48,  unusually  old  for  a  subject  with  this  class  of  tu- 
mor ;  she  had  not  been  pregnant  for  twenty-seven  years  and  had 
noticed  enlargement  of  the  abdomen  for  one  year,  her  neighbors 
Relieving  her  to  be  pregnant.  The  period  remained  regular 
and  the  patient,  annoyed  by  suspicions,  consulted  three  doctors 
who  all  diagnosed  ovarian  tumor.  Admitted  into  the  clinic 
of  a  university,  the  diagnosis  was  confirmed,  indeed  the  shape 
of  the  tumor  was  very  like  that  of  a  solid  ovarian  fibroma. 
Under  anesthesia  the  right  ovary  could  not  be  detected  on  pal- 
pation; this  appears  to  have  confirmed  the  diagnosis,  whilst 
the  small  extent  of  mobility  of  the  tumor  was  attributed  to 
parietal  adhesions.  At  the  operation  the  tumor  was  found  to 
be  entirely  external  to  the  peritoneum,  it  sprang  from  a  kind  of 
pedicle  connected  with  the  anterior  sheath  of  the  rectus  and 
weighed  a  little  under  6  lbs.  It  was  made  up  of  very  dense 
fibrous  tissue  with  much  fat  in  its  peripheral  part,  but  appar- 
ently no  sarcomatous  elements.  The  incision  was  drained  and 
the  result  was  satisfactorv. 


THE  JOURNAL  OF 

SURGERY,  GYNECOLOGY 
AND  OBSTETRICS. 


Editor,  WM.  FRANCIS   HONAN.  M.  D., 

Hotel  Regent,  New  York. 

Associate  Editor,  GILBERT  FITZ-PATRICK,  M.  D.. 

loo  State  Street,  Chicago. 


I  NOTE  TO  CONTRIBUTORS  AND  SUBSCRIBERS. 

X.  All  articles  or  communicatioRs  to  this  Journal  should  be  exclusively  for  its 
pages. 

2.  This  Journal  is  published  for  its  subscribers  only,  and  has  no  free  list.    Sam 
pie  copies  are  never  sent.    Subscriptions  are  not  discontinued  until  so  ordered. 

A.  L.  Chatterton  Co.,  Publishers,  New  York. 


No.  3.  May,  1905.  Vol.  xxvii. 


PUERPERAL    SEPTICEMIA:     ITS    ETIOLOGY   AND 
TREATMENT. 

BY    L.    L.    DANFORTH,   M.    D. 

Fever  in  puerpera  of  septic  origin  is  not  yet  wholly  a  specter 
of  the  past;  it  often  looms  into  the  field  of  the  immediate 
present  when  least  expected,  in  some  instances  by  an  open  and 
frank  manifestation  of  its  destructive  power,  in  others  insidi- 
ously attacking  hidden  structures,  impairing  function,  causing 
permanent  changes  in  tissues  and  organs,  and  in  not  a  few 
producing  death. 

To  one  who  has  witnessed  the  effects  of  puerperal  infection, 
the  mind  is  filled  with  horror  at  the  possibilities  which  it  entails, 
and  whatever  means  we  have  at  our  command  are  eagerly 
sought  to  control  the  ravages  of  this  dread  malady. 

In  considering  the  treatment  of  puerperal  infection,  prophy- 
laxis should  occupy  the  foremost  place.  We  know  now  that 
puerperal  infection  and  wound  infection  are  synonymous  terms, 
and  that  it  is  caused  by  the  introduction  of  pathogenic  micro- 
organisms in  the  majority  of  instances  by  the  hands  or  instru- 
ments of  the  physician  or  nurse ;  hence  it  naturally  follows  that 
the  most  scrupulous  asepsis  immediately  before  and  during 
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labor  is  the  means  upon  which  we  have  mainly  to  rely  to  Hmit 
its  occurrence. 

I  fear  we  are  not  all  sufficiently  impressed  with  the  impor- 
tance of  entering-  into  the  minutiae  of  aseptic  and  antiseptic 
practices  in  the  conduct  of  our  work,  notwithstanding  all  that 
has  been  said  and  written  on  this  subject. 

I  am  firmly  of  the  opinion  that  the  utmost  vigilance,  the  most 
painstaking  attention  to  detail  is  necessary  in  order  to  prevent 
septic  infection  in  our  puerperal  cases.  I  am  willing  to  confess 
furthermore,  that  with  the  most  careful  attention  that  I  can 
give  to  my  patients  during  labor,  in  the  way  of  aseptic  and 
antiseptic  precautions  I  do  now  and  then  have  in  spite  of  these 
precautions,  mild  cases  of  sepsis  to  deal  with. 

If  these  morbid  conditions  were  not  recognized  promptly, 
the  danger  boldly  faced,  and  appropriate  treatment  promptly 
adopted,  I  am  sure  I  should  have  the  more  extreme  degrees  of 
illness  to  contend  with. 

The  chances  of  septic  fever  in  a  hospital  should  be  much  less 
than  in  private  practice.  The  extra  assistance  that  is  afforded 
in  a  lying-in  hospital  is  a  great  safeguard  against  infection. 
The  one  who  presides  over  delivery,  or  does  an  operation,  has 
nothing  else  to  do  but  prepare  himself  aseptically  and  continue 
to  keep  clean.  Nurses  and  physicians  who  have  been  trained 
in  aseptic  detail,  stand  ready  to  assist,  and  thus  minimize  the 
danger  of  infection.  In  private  practice  the  conditions  are 
entirely  different.  In  spite  of  the  greatest  care  violations  of 
aseptic  technique  will  occur;  the  result  is  fever,  and  in  the 
majority  of  instances  it  is  septic  in  origin. 

We  have  no  reliable  data  as  to  the  morbidity  in  puerperal 
cases  in  private  practice,  but  we  are  quite  sure  that  the  mortality 
from  puerperal  sepsis  in  private  practice  is  much  higher  than  it 
is  in  well  regulated  modern  hospitals.  Why  this  difference? 
Doubtless  faulty  technique  in  asepsis  so  often  observed  in 
private  practice  plays  an  important  part.  But  it  seems  to  me 
that  there  must  be  some  other  reason.  The  explanation  is  not 
difficult  to  find. 

In  public  practice  the  patients  are  carefully  observed,  and  as 
soon  as  there  is  the  slightest  elevation  of  temperature  the  pa- 
tient is  assumed  to  be  septic,  unless  some  other  cause  is  found 
to  account  for  the  fever.  The  proper  treatment  is  at  once 
adopted,  be  it  the  removal  of  sutures,  the  application  of  carbolic 
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acid  to  the  infected  tissues,  the  irrigation  of  the  vagina  or  the 
uterus,  or  the  removal  of  putrid  secundines.  In  private  prac- 
tice the  opposite  state  of  things  prevails.  Slight  elevation 
of  temperature  is  overlooked,  or  if  noted,  it  is  explained  by  the 
old  and  well-worn  phrase  "  filling  of  the  breasts,"  "  milk  fever," 
**  nervous  excitement,"  constipation,  etc.,  and  the  probable 
real  cause,  septic  infection,  is  kept  in  the  back-ground.  This 
tendency  on  the  part  of  physicians  to  cover  up  the  real  cause 
is  due  in  a  large  measure  to  the  dread  that  the  family  shall 
know  that  there  exists  some  abnormal  condition  which  nature 
never  intended  should  be  a  concomitant  of  a  normal  labor; 
and  the  laity  in  general  do  know  that  puerperal  fever  as  it  used 
to  be  called  and  is  now  by  many,  is  something  which  ought 
not  to  occur,  and  its  presence  is  a  confession  of  something 
wrong  in  the  conduct  of  the  case,  a  fault  somewhere  which 
ought  to  have  been  averted,  and  so  when  it  does  occur  it  is 
concealed  until  the  patient  becomes  desperately  ill;  a  con- 
sultant is  called,  and  a  serious  illness  is  discovered  which  may 
have  a  fatal  issue. 

It  is  unquestionably  a  source  of  deep  mortification  to  a  con- 
scientious man,  who  has  striven  to  secure  the  most  perfect  con- 
ditions to  insure  the  safety  of  his  patient,  to  find  that  he  has 
not  succeeded  in  his  efforts.  The  fault,  if  fault  there  be,  can 
be  condoned,  if  the  nature  of  the  malady  be  quickly  recognized 
and  means  taken  to  correct  it.  It  is  better  to  state  to  those  who 
are  chiefly  concerned,  that  in  spite  of  all  the  precautions  that 
have  been  taken,  there  has  been  some  infection  of  the  genital 
passages,  and  proceed  at  once  to  treat  the  condition  in  what- 
ever way  may  be  required. 

Before  taking  up  the  subject  of  treatment  in  detail,  I  desire 
to  consider  for  the  sake  of  completeness,  the  question  of  eti- 
ology. 

There  can  be  no  question  as  to  the  possibility  of  contamina- 
tion of  the  genital  canal  during  pregnancy,  labor,  or  the  puer- 
peral state,  by  the  unclean  hands  or  instruments  of  the  phy- 
sician or  nurse,  or  indeed  by  means  of  impure  atmosphere. 
Upon  these  well  established  facts  is  based  our  present  pain- 
staking methods,  in  the  way  of  asepsis,  antisepsis,  and  the 
essential  conditions  of  wholesome  atmosphere  and  surround- 
ings. But  outside  of  and  beyond  all  this  comes  up  the  question 
as  to  the  possibility  of  auto-infection  during  the  pregnant  and 
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puerperal  states.  It  is  generally  held  that  the  cavity  and  con- 
tents of  the  gravid  uterus  are  sterile  in  the  majority  of  cases. 
The  exceptions  are  those  in  which  a  pre-existing  endometritis 
or  one  contracted  during  gravidity  or  death  of  the  fetus  of 
some  maternal  blood  infection,  may  bring  about  infection.  On 
the  other  hand  the  claim  that  the  vaginal  secretions  of  the 
healthy  woman,  whether  pregnant  or  not,  is  essentially  sterile 
and  bactericidal,  appears  to  be  untenable.  This  statement 
is  borne  out  by  bacteriologic  investigation  and  by  the  clinical 
results  recorded  in  most  of  the  large  maternities  in  Europe. 

Doderlein  in  195  cases  found  streptococci  in  the  vagina  In 
4.1  per  cent,  of  his  cases.  Burckhardt  in  116  pregnant  women 
found  streptococci  in  4.3  per  cent.  Burgerburn  in  12  cases 
found  streptococci  once.  Williams  in  15  cases  found  strepto- 
cocci three  times.  Vable  in  30  pregnant  women  found  strepto- 
cocci three  times.  The  same  observer  found  in  60  puerperal 
women  streptococci  in  25  per  cent.  Many  more  observers 
could  be  quoted  to  the  same  effect. 

The  only  differences  of  opinion  at  the  present  time  refer  to 
the  ultimate  fate  of  the  bacteria  of  the  vagina.  Until  recently, 
that  is  within  a  few  years,  the  general  opinion  was  that  they 
soon  perished  in  the  normal  vaginal  mucus,  and  that  only  in 
pathological  states,  as  in  vaginitis,  etc.,  was  it  advisable  to 
practice  antisepsis  before  labor.  At  the  present  time,  the  pre- 
vailing opinion  seems  to  be  turning  in  the  opposite  direction. 

Max  Stolz,  in  his  book  published  in  1903,  gives  a  large  array 
of  statistics  and  clinical  facts  bearing  out  this  view.  In  two 
of  the  most  important  recent  works,  viz. :  Von  Winckel's 
"  Handbook  of  Obstetrics,"  and  Lanhartz's  monograph,  this 
reactionary  attitude  is  distinctly  favored,  and  the  opinion  of 
J.  Whitredge  Williams  of  Johns  Hopkins,  and  others  which 
were  accepted  so  unhesitatingly  a  few  years  ago,  appear  to  be 
correspondingly  questioned. 

The  facts  quoted  above,  concerning  the  findings  of  patho- 
genic micro-organisms  in  the  genital  tract  of  the  pregnant 
woman,  furnish  us  with  the  only  plausible  explanation  of  the 
high  percentage  of  morbidity  that  obtains  pretty  uniformly 
in  lying-in  hospitals  that  are  conducted  under  the  most  modern 
methods  of  rigid  asepcic  and  antisepsis.  They  explain  also 
the  not  infrequent  occurrence  of  septic  manifestations,  even 
of  a  severe  nature,  in  women  who  have  been  delivered  amid 
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perfectly  aseptic  surroundings,  and  who  had  not  even  been 
subjected  to  vaginal  examination. 

They  also  afford  us  an  explanation  of  those  perplexing 
cases  which  occur  now  and  then  in  our  individual  work  in 
private  practice,  when  we  have  the  consciousness  that  we  have 
observed  the  strictest  precautions  possible  under  the  circum- 
stances, and  yet  fever  of  a  septic  origin  or  the  contamination 
of  a  lacerated  wounded  surface  has  occurred. 

As  for  the  proof  on  this  point,  we  quote  from  Stolz,  who 
says ;  "  In  Kiistner's  Maternity,  529  women  in  labor  were  ex- 
amined with  the  bare  disinfected  hand,  and  the  morbidity  in 
them  was  19.6  per  cent." 

Six  hundred  and  twenty-eight  were  examined  with  disin- 
fected hands  covered  with  aseptic  rubber  gloves,  and  the  mor- 
bidity in  them  was  17.3  per  cent.  Neither  was  there  any  notice- 
able decrease  in  the  percentage  of  cases  of  severe  sepsis.  In 
the  former  case  the  percentage  was  5  1-2  per  cent.,  and  in  the 
latter  it  was  4  per  cent. 

The  results  in  the  operative  cases  were  similar.  In  257 
operative  cases  with  the  bare  disinfected  hand,  the  morbidity 
was  35  per  cent;  severe  cases  15.1  per  cent.  In  227  opera- 
tive cases  with  gloved,  disinfected  hands,  the  morbidity  was 
33.9  per  cent. ;  severe  cases  16.7  per  cent. 

(Studien  zur  Bakteriologie  des  Genitals  Kanales  in  der 
Schwangerschaft  und  im  Wochenbett.     1903.) 

In  Rosthorn's  maternity  at  Gratz,  in  899  women  in  labor 
examined  with  the  bare  disinfected  hands,  the  morbidity  was 
39.3  per  cent. ;  in  749  women  examined  with  gloved  disinfected 
hands,  the  morbidity  was  28.9  per  cent.  Stolz  says  that  this 
showing,  apparently  in  favor  of  rubber  gloves,  loses  its  force 
when  a  comparison  is  made  with  the  puerperal  woman  in  the 
maternity  during  the  same  period,  who  had  not  been  subjected 
to  any  vaginal  examinations.  The  morbidity  among  these 
during  the  first  period,  the  period  during  which  the  examina- 
tion was  made  with  the  bare  disinfected  hands,  was  38.7  per 
cent;  in  the  second  period,  the  period  of  gloved,  disinfected 
hands,  it  was  2j.y  per  cent.  It  will  thus  be  seen  that  the  re- 
duction in  morbidity  could  not  have  been  due  to  the  employ- 
ment of  gloves,  but  to  some  other  factor,  which  influenced  the 
morbidity  in  the  non-examined  puerpera. 

Notwithstanding  that  the  morbidity  in  these  lying-in  hos- 
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pitals  is  high,  the  mortality  is  exceedingly  low.  In  the  Gratz 
maternity  it  was  o.ii  per  cent,  and  0.26  per  cent,  respectively, 
for  the  periods  above  mentioned;  the  percentage  of  mortality 
corresponds  in  the  main  with  that  of  other  large  European 
hospitals. 

Concerning  the  diagnosis  of  puerperal  infection,  it  would 
seem  as  if  there  could  be  little  difficulty  in  determining  its 
existence. 

But  there  are  several  affections  which  may  cause  fever  in 
puerpera,  and  from  these  disorders  it  should  be  carefully  dif- 
ferentiated. 

Dr.  J.  Whitridge  Williams  of  Johns  Hopkins  University, 
in  his  text-book  on  Obstetrics  (p.  783)  says :  **  As  the  common 
form  of  puerperal  infection  is  an  endometritis,  it  is  a  matter 
of  some  importance  to  decide  whether  one  has  to  deal  with 
the  septic  or  putrid  variety;  but  although  in  many  cases  the 
clinical  symptoms  will  give  tolerably  definite  indications,  a 
positive  conclusion  can  only  be  arrived  at  after  a  bacteriological 
examination  of  the  uterine  lochia,  putrefactive  organisms  being 
obtained  in  the  sapraremic  and  pyogenic  organisms,  more  es- 
pecially the  streptococcus  in  the  septic  types."  In  his  practice 
bacteriological  examination  forms  a  part  of  the  routine  examin- 
ation in  every  case  presenting  a  rise  of  temperature  above  loi'* 
F.  This  method  of  precise  determination  of  the  particular 
form  of  septic  infection,  as  advocated  above,  does  not  seem  to 
be  corroborated  by  the  profession  at  large  up  to  the  present 
time.  It  is  no  longer  held  by  anyone  that  the  streptococcus 
pyogenes  is  the  only  micro-organism  that  can  cause  severe 
puerperal  sepsis.  Fatal  cases  of  puerperal  sepsis  have  been 
reported,  in  which  either  the  staphylococcus  pyogenes  aureus, 
the  bacterium  coli-communis,  the  bacillus  a^rogenes  capsulatus, 
the  gonococcus  or  an  undescribed  bacillus  has  been  the  sole 
micro-organism  found.  In  others  again  more  than  one  species 
were  met  with  showing  a  mixed  infection. 

Tlie  opinion  seems  to  be  at  the  present  time,  that  the  species 
of  micro-organism  found  in  the  uterine  or  vaginal  discharges 
in  a  given  case  of  puerperal  sepsis  is  no  criterion  of  its  severity, 
and  forms  no  safe  guide  as  to  prognosis  or  as  to  treatment 
to  be  adopted. 

It  would  seem  therefore  as  if  we  must  be  content  to  base 
the  diagnosis  of  puerperal  infection  upon  general  symptoms 
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rather  than  upon  those  to  be  obtained  by  bacteriological  ex- 
amination. 

Of  these  physical  signs  the  appearance  of  the  vulva,  espe- 
cially of  any  lacerated  surfaces  which  may  be  in  evidence,  and 
the  microscopic  appearance  of  the  lochia  is  of  considerable 
value.  In  a  putrid  endometritis  the  discharge  is  frothy,  and 
frequently  very  offensive  in  odor,  while  in  pure  streptococcic 
infections  it  is  very  little  changed  from  the  normal.  It  is  a 
mistake  to  infer  that  because  the  lochia  fs  not  offensive  that 
the  fever  is  not  of  uterine  or  vaginal  origin.  As  a  matter  of 
fact  the  reverse  is  almost  constantly  true,  and  as  a  rule  the 
foulness  of  the  odor  is  in  inverse  proportion  to  the  danger  to 
which  the  patient  is  exposed. 

When  the  cervix  uteri  is  sufficiently  patulous  the  introduc- 
tion of  the  sterile  index  finger  into  the  cavity  of  the  uterus 
enables  one  to  determine  certain  conditions,  which  are  impor- 
tant as  regards  both  diagnosis  and  treatment.  As  an  example : 
In  putrid  endometritis  and  infections  due  to  the  colon  bacillus, 
we  find  the  surface  of  the  uterine  cavity  rough  and  covered 
with  shreds  of  broken  down  tissue,  while  in  the  septic  forms 
its  interior  is  often  perfectly  smooth.  When  the  disease  has 
extended  beyond  the  uterus  and  has  affected  the  lymphatics, 
the  connective  tissue,  the  peritoneum  of  the  tubes  and  ovaries, 
the  diagnosis  is  readily  made. 

Treatment, — The  first  thing  to  do  in  cases  of  supposed  in- 
fection is  to  make  a  careful  visual  inspection  under  a  good 
light  of  the  vulva,  the  perineum  in  all  its  parts,  particularly  if 
it  contains  stitches,  and  the  vaginal  mucous  membrane  up  to 
and  including  the  cervix.  To  do  the  latter,  a  Sims  speculum, 
with  an  anterior  vaginal  retractor  is  necessary.  If  sutures  are 
in  the  perineum  they  should  be  removed,  or  as  many  as  may  be 
necessary  to  secure  thorough  inspection  of  all  infected  surfaces, 
and  to  secure  good  drainage. 

The  sooner  this  is  done  the  better  after  the  initial  chill  or 
rise  in  temperature.  There  should  be  no  half-way  work  about 
this. 

If  the  infection  be  putrefactive  from  the  contamination  by 
the  bacillus  coli-communis,  which  is  so  apt  to  take  place,  the 
odor  of  the  discharge  will  be  decidely  offensive,  frothy  and 
irritating.  Proceed  at  once  to  clean  the  affected  surfaces  with 
a  douche  of  electrozone,  1-4,  or  permanganate  of  potash,  i- 
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5000,  or  a  lysol  i  per  cent,  solution.  After  this  cleansing 
douche,  with  dressing  forceps  and  cotton  wipe  the  grayish  col- 
ored and  affected  surfaces  dry  and  apply  to  every  part  which 
is  gray  or  black,  pure  carbolic  acid ;  a  generous  application  is 
best,  going  down  into  all  pockets  and  high  up  whenever  the 
tissues  are  affected. 

Have  alcohol  at  hand  so  as  to  apply  quickly  after  the  car- 
bolic has  done  its  work.  If  on  inspection  of  the  cervix  the 
same  gray  appearance  is  found  on  normal  mucous  membrane, 
or  on  lacerated  surfaces,  treat  it  in  the  same  manner  as  the 
parts  below.  Vaginal  douches,  preferably  of  permanganate 
solution,  1-5000,  should  be  given  every  four  hours  until  the 
parts  assume  a  healthy  appearance.  Nearly  all  lacerated  in- 
fected areas  in  the  vagina  assume  the  characteristics  described 
above  and  should  be  treated  as  indicated.  If  the  treatment 
is  prompt  and  energetic  enough,  infection  of  the  uterine  endo- 
metrium and  deeper  tissues  in  the  pelvis  may  be  averted  and 
yet  it  is  almost  inconceivable  that  such  should  be  the  case  when 
one  considers  the  abundant  channels  whereby  contamination 
may  be  conveyed.  In  the  majority  of  cases  septic  endometri- 
tis exists  so  that  the  association  of  the  perineal  ulcers  with 
severe  general  symptoms  is  not  uncommon. 

Puerperal  endometritis  is  the  form  of  infection  most  fre- 
quently encountered,  and  unfortunately  the  directions  for  its 
treatment  differ  widely  and  are  often  contradictory. 

Probably  this  discrepancy  is  due  to  the  fact  that  there  are 
several  varieties  of  puerperal  endometritis,  and  the  treatment 
differs  in  each  form.  Thus  we  have  the  putrid,  pyogenic,  and 
mixed  forms,  according  as  the  pathogenic  micro-organisms 
are  infective,  or  saphrophytic,  or  both  combined. 

In  the  first,  the  putrid  variety,  the  lochia  are  very  offensive, 
contain  much  necrotic  frothy  debris  and  an  admixture  of  gas 
bubbles,  and  the  uterus  is  tender  on  bimanual  touch,  and  the 
organ  is  not  properly  contracted.  The  lochia  may  be  sup- 
pressed ;  this  is  not  due  to  a  drying  up  of  the  secretions,  but  to  a 
plug^gjng  up  of  the  os,  with  perhaps  a  necrotic  fragment  of  the 
membranes  which  adhered  to  the  uterine  wall  when  the  pla- 
centa was  cast  off,  or  to  a  decomposing  clot,  or  possibly  to  a 
retroversion  of  the  enlarged  relaxed  uterus,  causing  "  pocket- 
ing" of  secretions.  When  the  obstruction  is  removed,  and 
drainage  is  free,  the  discharge  at  once  returns,  but  has  the 
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characteristic  odor,  and  on  microscopical  examination  shows 
the  presence  of  saphrophytes.  Such  a  condition  as  this  is  usu- 
ally ushered  in  by  a  chill  with  a  sharp  rise  in  temperature  to 
102**,  103°,  or  even  104"*  F. ;  there  is  also  backache,  headache 
and  a  flushed  face,  with  full  bounding  pulse.  If  the  pent-up 
putrid  secretions  are  released  and  the  uterus  washed  out,  the 
whole  morbid  process  quickly  subsides. 

The  obvious  indications  therefore  in  cases  presenting  these 
characteristics,  is  to  first  give  an  antiseptic  vaginal  douche, 
then  search  the  uterine  cavity  with  the  sterile  finger,  removing 
all  debris  carefully.  But  conditions  have  to  be  just  right  to 
enable  one  to  use  the  finger  satisfactorily ;  the  uterus  must  be 
patulous,  and  depression  of  the  organ  by  the  bimanual  method 
possible.  When  the  finger  cannot  be  used,  the  dull  curette  of 
medium  size  is  very  effective.  Personally  I  prefer  the  dull 
curette. 

After  thorough  cleansing  of  septic  material,  the  uterus  should 
be  irrigated  internally  with  sterile  water  or  a  50  per  cent,  solu- 
tion of  alcohol  or  a  I  per  cent,  solution  of  lysol. 

Cases  where  the  endometrium  is  presumably  affected,  in 
connection  with  a  sapraremic  ulceration  of  a  perineal  wound, 
do  not  always  need  local  treatment ;  indeed  they  are  often  best 
left  untreated,  except  by  general  means.  When  the  uterus 
is  painful  an  ice-bag  over  hypogastrium,  and  the  internal  use 
of  belladonna,  or  baptisia,  or  bryonia,  will  be  all  that  is  re- 
quired. 

After  a  single  intra-uterine  injection,  the  temperature  will 
fall  and  no  more  trouble  will  be  experienced,  the  whole  process 
not  lasting  more  than  a  few  hours.  *  Should  no  benefit  follow, 
the  injection  may  be  repeated  in  ten  or  twelve  hours;  but  if 
no  improvement  follows  the  second  injection,  little  benefit  is 
likely  to  be  derived  from  further  intra-uterine  treatment. 
Should  the  parametrium  become  involved,  intra-uterine  injec- 
tions are  likely  to  do  harm  if  continued,  but  vaginal  douches 
should  be  kept  up  at  stated  intervals. 

With  reference  to  the  use  of  the  curette  in  puerperal  endo- 
metritis ;  it  is  of  most  use  in  sepsis  following  abortion,  and  in 
cases  where  portions  of  secundines  have  been  left  accidentally 
in  the  uterus  and  putrefaction  has  ensued.  But  there  are  dis- 
advantages and  dangers  in  the  use  of  the  curette  which  should 
not  be  ignored.    The  uterus  being  soft  and  friable  may  be 
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perforated.  This  has  happened  many  times,  even  in  the  hands 
of  skillful  men.  And  then  again  the  curette  destroys  the  bar- 
rier which  nature  has  established  against  the  progress  of  in- 
fection, the  leucocyte  host  which  does  so  valiant  work  in  pre- 
venting the  further  invasion  of  the  pathogenic  bacteria.  I 
have  seen  many  cases  where  the  fever  and  the  whole  morbid 
process  seemed  stirred  into  renew^ed  acticity  after  curettement 

Pyogenic  Infectious  Endometritis, — These  cases  are  due  to 
direct  infection  of  the  uterine  cavity  by  germs  which  are  carried 
there  by  the  hands  of  the  physician  or  his  instruments.  These 
germs  may  have  pre-existed  in  the  vagina.  There  is  not 
necessarily  any  residual  material  in  the  uterus ;  it  is  an  infection 
de  novo.  In  some  instances  the  starting  point  is  a  wound  in 
the  perineum  which  becomes  infected,  and  so  by  continuity 
of  tissue,  or  by  means  of  the  lymphatics,  not  only  the  endo- 
metrium but  the  lymphatic  and  connective  tissues  become  in- 
volved. Any  one  of  the  various  forms  of  pyogenic  micro-or- 
ganisms may  cause  this  form  of  endometritis;  living  tissues 
are  attacked,  in  contradistinction  to  that  of  the  putrid  form 
when  the  inflammation  is  produced  by  the  irritating  influence 
of  ptomains  and  leucomains,  bacterial  secretions  and  decom- 
position products  of  dead  tissue.  As  a  result  of  these  cor- 
rosive poisons,  a  grayish  diphtheretic-like  exudate  layer  forms 
over  the  affected  surfaces.  The  course  of  this  variety  of  endo- 
metritis depends  entirely  upon  the  intensity  of  the  infection  as 
compared  with  the  resisting  power  of  the  organism.  Anemia 
from  hemorrhage,  or  any  condition  of  lowered  vitality  predis- 
poses to  intense  infection.  There  are  all  grades  therefore, 
from  the  simple  form  with  slight  fever,  purulent  lochia,  ten- 
der uterus,  to  the  more  intense  forms,  resulting  in  septic  phle- 
bitis, septic  metritis  and  septic  lymphangitis,  depending  upon 
which  variety  of  structure  received  the  brunt  of  the  onslaught. 
In  the  mild  forms  there  may  be  but  little  constitutional  dis- 
turbance, merely  a  slight  fever  and  no  marked  local  symptoms. 
In  the  more  intense  forms  of  the  disease  the  constitutional 
symptoms  predominate,  and  include  all  those  symptoms  which 
depend  upon  pus  formation,  resorption,  evidence  of  localized 
peritonitis,  etc. 

In  the  treatment  of  this  more  malignant  variety  of  endo- 
metritis, as  well  as  that  of  the  mixed  form  (which  simply 
means  that  the  first  or  putrid  infection  with  an  unevacuated 
uterus)  little  or  no  good  comes  from  intra-uterine  injections; 
indeed  harm  more  often  results  than  good,  except  it  be  in  a  case 
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which  originates  unmistakably  in  putrefaction  and  retained 
products,  with  subsequent  deeper  infection.  If  an  attempt  be 
made  to  examine  the  interior  of  the  uterus,  it  will  be  found  to 
be  small  and  to  contain  no  debris.  The  uterine  discharge  is  not 
offensive,  though  pyogenic  cocci  exist  in  it,  in  large  numbers. 

In  the  mild  cases,  the  use  of  cold  locally,  and  the  indicated 
homeopathic  remedy,  such  as  belladonna,  bryonia,  mercurius 
corrosius  and  solubilis  lachesis  hepar,  the  symptoms  will  grad- 
ually subside. 

In  the  severe  types  I  am  positively  in  favor  of  the  operation 
suggested  by  the  late  lamented  Dr.  R.  W.  Pryor,  viz. :  a  poste- 
rior colpotomy,  whereby  an  opening  is  made  through  which  a 
finger  is  introduced,  the  opening  enlarged,  the  connective  tis- 
sue and  lymphatics  in  the  lateral  spaces  is  opened  up,  and 
through  which  drainage  of  infected  tissues  takes  place.  The 
cavity  thus  made  is  lightly  packed  with  10  per  cent,  iodoform 
gauze.  Profuse  discharge  of  dark  colored  liquid  takes  place, 
in  which  great  numbers  of  pyogenic  cocci  are  found  by  micro- 
scopical examination.  Pryor  advocates  enteroclysis  or  intra- 
venous infusion  or  both  to  aid  the  kidneys  in  eliminating  the 
toxins. 

In  order  to  be  effective,  this  operation  must  be  done  early, 
that  is  before  pus  formations  have  taken  place.  This  is  a  con- 
sistent surgical  procedure,  and  I  believe  in  it  thoroughly. 
When  done  at  the  right  time  it  will  save  the  patient  from  those 
dreadful  complications  of  pelvic  abscess,  suppurative  metritis 
and  phlebitis  and  for  the  relief  of  which  entire  removal  of 
the  organs  becomes  necessary. 

The  treatment  of  a  parametritis  is  that  of  connective  tissue 
inflammations  in  general.  Absolute  rest  in  bed,  ice-bag  or  the 
cold  coil,  and  hot  water  douches,  coupled  with  the  internal 
use  of  the  indicated  homeopathic  remedy,  will,  if  adopted  early 
and  followed  up  diligently,  give  a  good  prognosis. 

If  suppuration  becomes  inevitable,  hot  poultices,  with  hepar 
internally,  will  hasten  the  process.  Pus  should  be  evacuated 
by  the  posterior  incision. 

In  pelvic  peritonitis,  the  ice-bag  if  it  be  tolerated,  if  not,  hot 
applications  will  be  useful. 

If  an  affusion  of  serum  alone  is  suspected,  the  treatment 
consists  in  preventing  further  extension  of  the  process  by  re- 
moving the  causative  form  of  infection.  The  serum  will  then 
be  absorbed. 

If  lymph  is  affused,  the  cnl-dc-sac  should  be  opened,  and 
all  attachments  between  the  viscera  should  be  removed,  after 
the  form  of  infection  (usually  the  uterus)  has  been  cleansed. 

Suppurative  pelvic  peritonitis  demands  the  most  energetic 
means.  The  operation  to  be  done  is  purely  an  evacuative  one. 
Open  the  ail-de-sac,  let  out  the  pus,  and  fill  the  pelvis  with 
iodoform  gauze. 
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THE    RELATION   OF   THE   KIDNEYS    TO 
GYNECOLOGY.* 

BY   HOMER   I.    OSTROM,   M.  D. 

There  is  nothing  to  show  that  a  disease  of  the  kidney  is  ever 
conveyed  to  the  pelvic  organs,  save  through  the  ureter,  and 
when  we  speak  of  the  relation  of  the  kidneys  to  the  female 
pelvis,  we  refer  to  an  anatomical  relation,  and  one  that  is 
maintained  by  means  either  of  the  circulation  or  of  the  ner- 
vous system.  The  former  is  mechanical,  and  is  brought  about 
by  displacements  of  the  kidneys  that  obstruct  the  return  of 
blood  through  the  ovarian  veins,  and  possibly,  in  extreme 
cases,  through  the  vena  cava  as  well.  The  latter  is  accom- 
plished through  the  ovarian  plexus,  which  is  derived  from 
the  renal  plexus.  Impulses  are  thus  transmitted  between  the 
sexual  glands  and  the  kidneys,  which  explains  the  conges- 
tion of  the  kidneys  that  not  infrequently  attends  men- 
struation, and  also  the  pains  in  the  renal  organs  that  some- 
times coexist  with  derangements  of  the  generative  organs. 
The  neurasthenia  that  accompanies  displacement  of  a  kidney, 
and  the  ovarian  pain  that  forms  a  part  of  the  picture  of  a  cal- 
culus, lodged  either  in  the  kidney  or  in  the  ureter,  is  also  due  to 
a  nerve  impulse  that  becomes  arrested  at  a  point  of  least 
resistance.  This  nerve  relation  may  be  made  known  without 
displacement,  but  the  anatomical  conditions  of  a  kidney  that 
has  moved  out  of  its  natural  position  are  favorable  to  nerve 
irritation,  and  this  irritation  may  be  expended  at  the  remote 
end  of  a  nerve  tract,  rather  than  at  the  point  of  insult. 

The  relation  between  nephroptosis  and  g^necic  pathology 
to  which  I  especially  wish  to  direct  attention,  is  that  which 
is  induced  by  pressure  on  one  or  the  other  of  the  ovarian 
veins,  and  the  displacement  of  the  kidney  that  is  more  liable 
than  any  other,  I  am  almost  inclined  to  believe  it  is  the  only 
one  capable  of  compressing  the  ovarian  vein,  is  the  patholog- 
ically movable  kidney. 

There  is  a  well-marked  distinction  to  be  made  between 
an  acquired  movable  kidney  and  a  congenital  floating  kidney. 
The  floating  kidney,  having  a  mesentery,  possesses  a  wide  range 

*  Presented  to  the  Bureau  of  Gynecology,  of  the  Homeopathic  Medical 
Society  of  the  State  of  New  York,  February  14,  1905. 
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of  motion,  and  can  exert  only  a  spasmodic  pressure  at  a  given 
point,  subject  to  the  ever-changing  position  of  the  other 
abdominal  organs.  At  no  time  will  pressure  on  the  ovarian  vein 
continue  long  enough  to  induce  pathological  changes  in  the 
ovary,  or  endure  sufficiently  to  set  up  more  than  a  temporary 
condition,  that  will  disappear  with  the  removal  of  the  cause. 

The  effect  of  a  movable  kidney  is  quite  different.  In  this 
condition,  which  is  frequently  due  to  the  absorption  of  perirenal 
fat,  relaxation  of  the  peritoneum,  or  stretching  of  the  vertebro- 
costal ligament,  the  kidney  dissects  its  investing  peritoneum 
from  the  renal  region  and  following  the  psoas  muscle,  is 
directly  downward,  and  toward  the  spine,  on  the  right  side 
making  pressure  against  the  ovarian  vein  and  the  vena  cava, 
and  on  the  left  side  compressing  the  corresponding  left  ovarian 
vein.  Possibly  in  extreme  downward  dislocations,  obstruction 
may  be  induced  by  dragging  on  the  pedicle,  or  pulling  forward 
the  ureter  which  lies  behind  the  vein,  but  this  is  unusual.  The 
pelvic  phenomena,  therefore,  of  a  movable  kidney  which  con- 
cern the  tradus  vasailaris,  appear  as  the  various  forms  of 
hyperemia  and  congestion  that  result  from  interference  with  the 
physiological  depletion  of  the  organs  that  are  drained  by  the 
ovarian  veins. 

These  veins,  it  will  be  recalled,  collect  the  blood  from  the 
ovaries,  from  the  pampiniform  plexus,  and  indirectly  from 
the  uterus.  The  right  vein  empties  into  the  inferior  vena 
cava  about  on  a  level  with  the  lower  end  of  the  kidney,  while 
the  left  vein  opens  into  the  renal  vein,  about  midway  between 
the  kidney  and  the  vena  cave.  They  are  the  principal  chan- 
nels through  which  the  return  of  blood  from  the  ovaries,  and 
the  erectile  tissue  of  the  genital  organs,  is  accomplished,  and 
their  obstruction  will  interfere  more  or  less  profoundly  with 
the  health  and  function  of  these  organs  and  parts. 

In  a  paper  that  I  presented  to  the  American  Institute  of 
Homeopathy,  in  June,  1904,  I  called  attention  to  the  "  Qinical 
Significance  of  the  Pampiniform  Plexus  of  Veins  in  Women," 
and  pointed  out  that  not  infrequently  cases  diagnosed  as 
ovarian  congestion  are  really  due  to  varix  of  this  plexus, 
caused  by  interference  with  the  flow  of  blood  through  the 
ovarian  vein.  I  have  verified  this  in  practice,  when,  after  open- 
ing the  abdomen  for  the  relief  of  persistent,  dull,  aching  pain 
in  the  region  of  the  ovary,  accompanied  with  a  sensitive  iliac 
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mass,  tentatively  diagnosed  as  ovarian,  the  true  pathology 
has  been  found  to  consist  of  a  varicocele  of  the  broad  liga- 
ment, a  surcharging  of  the  pampiniform  plexus  of  veins  with 
blood,  the  ovary  being  free  from  disease.  Examination  through 
the  opened  abdomen  has  discovered  a  dislocated  kidney  pressing 
on  the  ovarian  vein,  and  by  ligating  the  plexus,  as  we  do  the 
spermatic  vein  in  the  male,  and  fixing  the  kidney  in  position, 
I  have  effected  a  cure  without  sacrificing  the  ovary.  Increased 
familiarity  with  pelvic  diagnosis  will  enable  us  to  map  out  a 
varicocele  of  the  broad  ligament  before  opening  the  abdomen, 
and  in  many  instances  make  it  possible  to  tie  the  varix  through 
the  vagina.  That  the  ovary  does  not  always  share  in  the  con- 
gestion of  the  pampiniform  plexus  when  the  cause  is  pressure 
on  an  ovarian  vein,  may  be  due  to  a  more  than  usual  pro- 
vision for  depletion,  through  its  anastomosis  with  the  uterine 
vein  and  plexus. 

But  the  most  frequent  and  serious  lesion  caused  by  the 
pressure  of  a  mova])le  kidney  upon  an  ovarian  vein  is  passive 
hyperemia  of  the  ovary,  and,  because  the  right  kidney  in  women 
is  more  liable  to  displacement  than  the  left,  the  right  ovary 
is  especially  concerned  with  malpositions  of  the  urinary  glands. 
Through  the  mesenteric  vein,  and  indirectly,  through  the  ap- 
pendicular artery — a  branch  of  the  ovarian  artery — that  lies 
in  the  ligament  of  Clade,  a  structure  which  in  about  one  in 
ten  cases  extends  from  the  meso-appendix  to  the  right  ovary, 
the  appendix  may  also  become  involved. 

The  normal  kidney  possesses  a  considerable  range  of  motion 
behind  its  peritoneum,  and  this  may  increase  without  giving 
rise  to  subjective  symptoms,  but  we  should  regard  every  kidney 
that  has  loosened  its  peritoneal  bandage  sufficiently  to  slip 
out  of  its  renal  fossa,  as  pathological.  So  entirely  convinced 
am  I  of  the  etiological  importance  of  a  movable  kidney  in 
pelvic  pathology,  that  I  do  not  expect  to  cure  ovarian  hy- 
peremia, or  congestion,  as  long  as  a  kidney  remains  out  of 
place.  Even  if  after  the  ovary  and  pampiniform  plexus  of  veins 
are  removed,  and  the  ovarian  vein  continues  to  be  compressed 
by  a  dislocated  kidney,  the  obstruction  will  effect  the  return  of 
blood  from  the  uterus,  and  cause  passive  congestion  of  that 
organ. 

The  clinical  relation  between  a  movable  kidney  and  a  mor- 
bid ovary  will  be  suggested  by  the  coexistence  of  the  two  con- 


The  Relation  of  the  Kidneys  to  Gynecology.  235 

ditions.  No  gynecological  examination  should  be  considered 
complete  that  does  not  include  an  outlining  of  the  renal  fossae 
and  an  ascertainment  of  the  position  of  the  kidneys;  and  if 
a  kidney  is  found  to  be  displaced,  it  should  be  held  as  a  suspect 
until  proven  to  be  innocent  of  any  connection  with  the  pelvic 
disease. 

Nor  are  we  to  rest  satisfied  with  an  examination  of  the 
renal  fossae  before  opening  the  abdomen,  when  such  an  ex- 
amination results  negatively,  and  the  condition  of  the  ovaries 
necessitates  a  laparotomy.  We  should  make  ourselves  fa- 
miliar with  the  abdomen  and  its  contents,  and  examine  the 
kidneys  and  the  appendix,  whenever  we  have  the  opportunity  to 
do  so  through  a  laparotomy  incision.  We  may,  with  propriety, 
go  still  further  in  urging  the  advisability  of  considering  the 
examination  of  the  kidneys  a  routine  part  of  every  gyneco- 
logical examination,  and  in  addition,  insist  upon  the  neces- 
sity of  restoring  a  displaced  org^n  to  its  position,  even  though 
it  does  not  compress  the  ovarian  vein,  in  view  of  the  fact  that  a 
pathologically  movable  kidney  is  never  spontaneously  anchored, 
and,  even  though  when  examined  it  may  not  have  reached 
the  degree  of  making  pressure  on  the  ovarian  vein,  unless  the 
falling  of  the  gland,  and  consequent  dissection  of  the  peri- 
toneum are  arrested,  there  is  every  reason  to  expect  that  in  the 
near  future  the  kidney  will  assume  such  anatomical  relations 
to  the  pelvic  organs,  as  to  cause  a  more  or  less  permanent 
obstruction  to  the  flow  of  blood  through  the  ovarian  vein. 
Ovaries  have  been  removed  without  affording  the  relief 
from  suffering  that  was  confidently  expected,  and  in  many 
such  cases  a  cure  has  not  been  accomplished  until  the  misplaced 
kidney  is  fixed  in  its  normal  position. 

Such  histories  find  their  explanation  in  a  faulty  technique, 
that  did  not  include  complete  obliteration  of  the  pampiniform 
plexus  of  veins,  and  did  not  remove  the  pressure  of  a  mis- 
placed kidney  on  the  ovarian  vein, — the  ovary  may,  or  may 
not,  have  been  needlessly  sacrifieced.  We  naturally  ask  our- 
selves, does  not  such  an  operative  sequence,  beginning  with 
the  removal  of  the  ovary,  and  ending  with  the  fixation  of  the 
kidney,  attack  the  condition  from  the  wrong  direction?  Em- 
phasis, however,  should  be  laid  upon  the  necessity  of  relieving 
pressure  on  the  ovarian  vein,  even  though  it  has  been  found 
necessary  to  remove  the  ovary. 
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In  a  condition  that  concentrates  attention  upon  the  ovarian 
region,  unless  I  am  able  to  assure  myself  that  an  actual 
pathology  of  the  ovary  is  present,  or  that  there  exists  degen- 
eration demanding  excision,  I  withhold  operating  on  the 
ovary  in  the  presence  of  a  movable  kidney,  and  turn  my  at- 
tention to  the  renal  organ,  assuming  that  its  malposition  bears 
an  important  relation  to  the  sexual  gland,  and  should  be  cor- 
rected before  the  ovary  is  operated  upon.  Even  if  eventually 
it  becomes  necessary  to  remove  the  ovary,  it  is  wise  as  a 
preliminary  measure  to  attack  the  kidney,  and  so  possibly 
render  an  oophorectomy  unnecessary.  Cases  have  been  sent 
to  me  for  operation,  with  a  diagnosis  of  ovarian  and  tubal 
disease,  in  which  there  was  also  a  movable  kidney  on  the  same 
side  as  the  ovarian  derangement.  The  cases  not  urgently 
demanding  a  laparotomy,  because  of  evident  disease  of  the 
ovary,  have  been  advised  to  first  try  the  effect  of  relieving 
pressure  on  the  pelvic  circulation  by  restoring  the  kidney  to 
its  normal  position.  The  result  has  been  relief  of  suffering 
as  long  as  the  kidney  is  retained  in  its  fossa.  The  pain — it  is 
more  a  sense  of  weight  and  discomfort — ceases  when  the  kidney 
is  lifted,  and  the  enlarged  and  hyperesthetic  ovary  soon  be- 
comes reduced  in  size,  and  loses  its  sensitiveness.  The  dys- 
menorrhea, and  menorrhagia,  that  are  so  frequently  associated 
with  ovarian  hyperemia,  also  disappear  with  the  removal  of 
pressure  on  the  ovarian  vein. 

I  do  not  wish  to  be  understood  as  saying,  that  because  a 
movable  kidney  and  passive  hyperemia  of  an  ovary  coexist, 
the  ovarian  disease  must  of  necessity  depend  upon  the  mis- 
placed organ,  but  my  case-book  furnishes  too  many  illustra- 
tions of  such  a  relation  for  me  to  disregard  its  possibility,  or 
to  feel  satisfied  that  my  pelvic  surgery  is  complete,  without 
having  considered  the  effect  of  a  movable  kidney,  should  such 
be  present. 

The  method  of  treating  a  movable  kidney — that  is,  of  re- 
storing it  to  its  position  in  the  renal  fossa,  and  holding  it 
here — will  be  mechanical,  hygienic,  or  surgical,  for  not  every 
kidney  that  has  changed  its  anatomical  relations  requires  an 
operation.  Mechanical  measures  will  sometimes  suffice.  The 
"  Gallant "  corset  is  deserving  of  consideration.  If  properly 
adjusted,  and  applied  according  to  the  advice  of  Dr.  Gallant, 
it  affords  great  relief,  and  will  hold  the  kidney  in  position 
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while  it  is  worn.  The  inventor  justly  says  that  the  corsets 
ordinarily  worn  compress  the  colon  and  small  intestines, 
crowding  the  liver  and  stomach  upward  and  backward,  thus 
seriously  interfering  with  the  shape  and  position  of  the  kid- 
neys. He  advises  that  his  corset,  'which  is  first  well  fitted, 
should  be  fastened  while  the  patient  is  in  the  recumbent  po- 
sition, beginning  with  the  lowest  hook.  In  this  way  the  dis- 
placed kidney  is  forced  upward,  and  held  in  its  fossa. 

From  my  personal  experience,  I  feel  more  confidence  in  a 
regimen  that  will  increase  the  quantity  of  fat  about  the  kidney 
than  in  any  mechanical  appliances.  Most  of  the  women  who 
suffer  from  a  movable  kidney  are  either  naturally  thin  and 
scrawny,  or  have  lost  flesh  rapidly,  and  if  a  diet  is  followed 
that  will  increase  the  deposit  of  perirenal  fat,  the  kidney  will 
frequently  resume  and  retain  its  normal  position. 

Some  cases,  however,  require  an  operation  to  hold  the  dis- 
located organ  in  position,  and  to  relieve  the  pressure  on  the 
ovarian  vein.  Nephrorrhaphy  will  then  be  the  operation  of 
election,  if  the  kidney  operation  precedes  that  on  the  ovary, 
and  is  done  with  the  hope  of  avoiding  a  laparotomy.  But  if 
the  kidney  lesion  has  not  been  discovered  before  the  abdomen 
is  opened,  we  may  reasonably  hesitate  to  add  an  immediate 
nephrorrhaphy  to  in  oophorectomy. 

Such  a  condition  has  suggested  to  me  the  possibility  of 
retaining  a  displaced  kidney  in  position,  by  gathering  up  the 
relaxed  peritoneum  through  the  median  abdominal  wound, 
made  for  the  removal  of  the  damaged  appendage,  and  of  so  con- 
structing a  pillar  for  the  kidney  to  rest  upon.  This  propsal 
does  not  open  the  question  of  the  lumbar  and  the  abdominal 
incisions.  The  advantages  of  the  former  route  for  reaching 
the  diseased  organ  are  so  far  superior  to  the  abdominal  open- 
ing, that  the  latter  will  not  be  considered  when  the  operation 
on  the  kidney  is  a  primary  procedure,  but  we  may  be 
able  to  avail  ourselves  of  the  already  opened  abdomen,  and 
through  it,  fix  the  kidney  in  its  fatty  pouch,  thus  avoiding 
a  lumbar  operation. 

The  technical  difficulties  are  considerable,  especially  if  the 
manipulations  must  be  carried  on  through  an  incision  in  the 
linea  alba,  the  usual  one  for  an  oophorectomy,  for  the  posterior 
layer  of  the  meso-colon  as  its  peritoneum  is  spread  over  the  kid- 
ney, is  not  easily  reached  through  a  median  incision,  and  inter- 
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ference  with  the  anterior  layer,  which  contains  the  vessels  that 
supply  the  mesentery,  and  several  large  veins,  would  endanger 
the  nourishment  of  the  colon.  Therefore,  the  kidney  must  be 
reached  on  its  outer  face,  from  the  surface  that  is  covered  by 
peritoneum  reflected  from  the  posterior  aspect  of  the  colon. 

Experiments  on  the  cadaver  convince  me  that  this  can  be 
accomplished  through  a  median  incision,  though,  if  there  is 
reason  to  believe  that  the  abdominal  manipulation  will  be  ex- 
tended to  the  kidney,  it  would  be  well  to  employ  Langenbuch's 
incision  at  the  edge  of  the  rectus  muscle,  which  gives  better 
access  to  the  renal  fossa,  and  does  not  greatly  hamper  the 
oophorectomy  technique. 

By  placing  the  patient  in  an  exaggerated  Trendelenburg  po- 
sition, the  intestines  can  be  packed  away  from  the  operative 
field,  and  together  with  the  ascending,  or  the  descending  colon, 
according  to  the  kidney  operated  upon,  held  over  to  the  oppo- 
site side  of  the  abdomen. 

The  method  of  gathering  up  the  redundant  peritoneum 
will  differ  with  the  kidney  operated  upon,  for  the  relation  of 
the  peritoneum  to  the  kidney  is  not  the  same  on  both  sides. 
The  lower  third  of  the  right  kidney,  which  is  the  portion  that 
will  be  attacked,  is  in  direct  contact  with  the  bare  posterior 
surface  of  the  sigmoid  flexure,  and  is  not  covered  with  peri- 
toneum, save  as  that  membrane  spreads  out  to  form  the  meso- 
colon. On  the  left  side,  the  fascia  prercnalis  is  intimately  as- 
sociated with  the  connective  tissue  of  the  descending  colon, 
but  the  lower  third  of  the  kidney  is  entirely  covered  with 
peritoneum.  Therefore,  taking  up  the  peritoneal  slack  on  the 
left  side  would  interfere  but  little  with  the  function  of  the  meso- 
colon, while  on  the  right  side  it  would  be  necessary  to  guard 
against  shortening  the  attachment  of  the  colon,  lest  by  so 
doing  the  kidney  should  be  dragged  downward  with  the  dis- 
tended intestine. 

The  original  incision  must  be  continued  upward,  and  pos- 
sibly curved  outward,  and,  after  exposing  the  operative  field 
in  the  manner  indicated,  the  kidney  should  be  replaced  in  its 
fossa  for  the  purpose  of  better  calculating  the  degree  of  perito- 
neal relaxation.  Beginning  well  below  the  point  of  reflection  of 
the  peritoneum  that  marks  the  downward  displacement  of  the 
kidney,  a  layer  of  continuous  sutures  is  placed  parallel  with  the 
spine,  running  well  upon  the  kidney  as  it  lies  in  its  fossa. 
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These  sutures  should  encroach  more  on  the  peritoneum  that 
spreads  toward  the  abdomen,  than  on  that  which  covers  the 
colon.  Over  this  is  placed  a  second,  and  possibly,  a  third  row 
of  sutures,  the  number  of  layers  to  be  determined  by  the 
quantity  of  slack  of  the  peritoneum  that  it  is  necessary  to 
take  up.  It  will  be  well  for  the  first  layer  of  sutures  to  pene- 
trate the  perinephric  fascia,  for,  by  so  doing,  a  stronger  prop 
is  constructed  against  further  falling  of  the  kidney. 

Severe  cases  of  movable  kidney  would  not  be  amenable  to 
this  treatment,  but  the  milder  and  more  recent  cases,  those  in 
which  the  organ  is  only  beginning  to  wander  downward,  and 
in  which  there  remains  a  bed  of  areolar  fatty  tissue,  may  be 
benefited  by  the  procedure. 

Summing  up  the  points  to  which  I  have  briefly  directed 
attention,  and  concerning  which  I  hope  to  have  an  expression 
of  your  experience  and  practice,  we  have  for  consideration: 

First.  The  frequency  of  a  movable  kidney  as  an  etiological 
factor  in  diseases  of  the  ovary,  and  of  the  pampiniform  plexus 
of  veins. 

Second.  The  anatomical  explanation  of  this  relation. 

Third.  The  necessity  of  making  an  examination  of  the  renal 
fossae  a  part  of  every  gynecological  examination. 

Fourth.  The  cure  of  ovarian  hyperemia,  and  of  varicocele 
of  the  broad  ligament,  that  frequently  follows  nephrorrhaphy, 
suggests  the  propriety,  in  selected  cases,  of  fixing  a  displaced 
kidney  before  resorting  to  an  abdominal  operation  for  the 
treatment  of  the  ovarian  malady. 

42  West  Forty-eighth  Street.  New  York. 
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UTERINE  FIBROIDS— REPORT  OF  TWENTY-SIX 
SUCCESSIVE  HYSTERECTOMIES  WITHOUT  A 
DEATH. 

BY  FLORENCE  N.  WARD,  M.  D. 

y 

Before  considering  the  perfected  technique  for  the  removal 
of  uterine  fibroids,  it  is  not  without  interest  to  look  back  over 
the  evolution  of  the  operation  of  hysterectomy,  which  has 
practically  had  its  origin,  its  wonderful  development,  and  its 
present  finished  technique,  all  within  the  experience  of  the 
present  surgeon. 

As  the  sum  of  human  knowledge  is  enhanced  by  contribu- 
tions from  each  worker,  be  they  ever  so  meager,  the  personal 
note  may  be  pardoned  in  this  article,  if,  step  by  step,  I  recall 
important  changes  that  have  marked   its  evolution. 

During  the  latter  eighties,  as  an  assistant  and  observer  of 
the  work  of  the  different  gynecological  operators,  the  chief 
points  noted  were  the  formidable  character  of  hysterectomy 
and  its  great  mortality.  The  statistics  as  quoted  from  Thoma§  * 
were  as  follows: 

Pean  collected  44  cases,  14  recoveries,  30  deaths. 

Pozzi  collected  119  cases,  42  recoveries,  77  deaths. 

Boinet  collected  46  cases,  12  recoveries,  34  deaths. 

A.  Leblond  collected  12  cases,  8  recoveries,  4  deaths. 

Storer  collected  24  cases,  6  recoveries,  18  deaths. 

Thomas  collected  12  cases,  i  recovery,  11  deaths. 

Schroeder  collected  108  cases,  30  recoveries,  78  deaths. 

Giving  a  total  of  365  cases,  252  deaths,  and  113  recoveries, 
or  over  69  per  cent,  mortality  rate. 

It  is  not  to  be  wondered  at  that  Emmet  reflected  the  gen- 
eral conservative  sentiment  of  the  profession  at  that  time, 
when  he  said :  "  Seeing  the  results  of  the  operation  in  this 
country,  no  surgeon  is  justified  in  attempting  to  remove  the 
uterus  for  the  growth  of  a  fibroid  tumor,  except  as  a  forlorn 
hope." 

Several  elements  contributed  to  the  grave  mortality  of  this 
period;  first,  the  unfortunate  character  of  cases  for  operation, 
usually  only  those  patients  with  very  large  tumors,  whose  re- 
sistance had  been  lessened  by  continued  pain  and  hemorrhage ; 

*  Thomas'  '*  Diseases  of  Women,"  p.  547. 
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secondly,  imperfect  asepsis ;  and  thirdly,  technique  inadequate 
to  meet  the  formidable  character  of  such  operations. 

There  were  two  principal  methods  of  abdominal  hysterectomy 
at  that  time — ^the  extra-peritoneal,  the  Pean  or  Thomas  method, 
and  the  Schroeder  or  intra-peritoneal  method.  By  the  extra- 
peritoneal method,  the  uterine  stump,  after  the  removal  of 
the  fibroids,  was  brought  up  to  the  abdominal  wall,  and  trans- 
fixed in  the  lower  angle  of  the  abdominal  wound,  and  there 
allowed  to  undergo  a  process  of  necrosis,  until  the  wound 
finally  healed  by  granulation  through  a  period  of  several  weeks ; 
if  the  patient  recovered,  she  did  so  with  a  large  ventral  hernia. 
The  Schroeder  operation  of  dropping  the  stump  into  the  peri- 
toneal cavity  was  attended  with  such  high  mortality  that  it 
had  but  few  advocates. 

At  this  time,  by  contrast,  came  the  reports  from  the  French 
surgeons  of  their  brilliant  results  in  dealing  with  the  removal 
of  fibroids  by  vaginal  hysterectomy,  almost  nil  mortality  as 
compared  with  the  70  per  cent,  by  the  abdominal  route. 

After  observing  the  work  and  studying  the  methods  of  Pean, 
Bouilly,  Segond,  and  others,  I  undertook  with  enthusiasm  the 
removal  of  uterine  fibroids  by  the  vaginal  route.  In  1895, 
I  made  a  report,  at  the  meeting  of  the  California  State  So- 
ciety of  a  series  of  "  Twelve  Successful  Fibroid  Operations," 
mostly  by  the  vaginal  route. 

Although  the  mortality  rate  was  all  that  could  be  desired, 
the  surgical  technique,  I  felt,  could  be  improved;  the  slough- 
ing of  the  stumps  incident  to  the  pressure  of  the  clamps  made 
an  unsurgical  convalescence.  In  the  effort  to  improve  the 
technique,  I  contrived  new  vaginal  spcula  to  enlarge  the  field 
of  operation,  and  a  ligature  carrier  with  a  blunt,  curved,  mov- 
able needle  to  carry  a  ligature  out  into  each  broad  ligament 
to  separately  Ugate  the  ovarian  and  uterine  arteries,  thereby 
doing  away  with  the  clamps. 

A  report  of  the  same  was  made  at  the  meeting  of  the  State 
Society  in  1896,  under  the  title  of  "  Modifications  in  the  Tech- 
nique of  Vaginal  Hysterectomy." 

In  simple  uncomplicated  cases  it  worked  well,  but  in  com- 
plicated cases,  with  contracted  broad  ligaments,  or  with  thick- 
ened and  inflamed  appendages,  it  was  found  difficult  to  throw 
the  ligature  over  the  infundibulo-pelvic  ligament  and  ligate 
the  ovarian  arteries,  without  danger  of  the  ligature  slipping. 
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My  attention  was  again  turned  to  the  pelvic  route  by  Howard 
Kelly's  classic  paper  upon  Uterine  Fibroids,  presented  to  the 
American  Gynecological  Society  in  May,  1900.  *  He  described 
his  finished  technique  and  reported  307  operations,  with  a 
mortality  of  4.88  per  cent. 

It  is  the  ideal  abdominal  operation,  and  has  made  possible 
the  same  fine  mortality  results  that  have  been  achieved  by  the 
vaginal  route,  with  many  points  of  advantage.  I  have  employed 
it  with  modifications  in  suitable  cases  with  increasing  satis- 
faction. 

It  is  with  pleasure  that  I  present  a  series  of  26  successive 
hysterectomies  without  a  death.  This  series  includes  15  vaginal 
hysterectomies,  10  abdominal,  and  i  abdominal  myomectomy, 
and  dates  from  July,  1901,  to  May,  1904.  It  includes  all  forms 
of  fibroids,  with  ever>'  variety  of  complication.  The  technique 
that  was  employed  may  be  divided  into  three  classes: 

I.  Small,  uncomplicated  fibroids  readily  removed  by  the  vag- 
inal method. 

II.  Large,  uncomplicated  fibroids  best  treated  by  the  ab- 
dominal route. 

III.  Large,  multiple  or  complicated  cases  not  amenable  to 
simple  abdominal  technique. 

The  techinque  for  the  first  class  of  cases  needs  no  descrip- 
tion. If  the  uterus  is  too  large  to  be  delivered  readily,  bisection 
of  the  uterus  renders  its  delivery  easier,  and  the  broad  liga- 
ments more  accessible  for  ligating. 

The  technique  of  the  second  class,  or  those  requiring  abdom- 
inal hysterectomy,  may  be  briefly  stated  as  follows :  The  ovarian 
artery  on  the  accessible  side  is  first  ligated  and  divided,  followed 
by  the  tying  off  and  severing  the  round  ligaments.  The  vesico- 
peritoneal  fold  is  then  incised  and  the  bladder  is  pushed  down, 
which  exposes  the  cellular  space  close  to  the  cervix  in  which 
the  uterine  artery  is  seen  or  felt.  It  is  ligated  and  severed, 
after  which  the  cervix  is  amputated,  exposing  the  uterine  artery 
on  the  other  side.  This  is  ligated  and  the  incision  is  carried 
up  and  across  the  broad  ligament  of  that  side,  after  the  round 
ligament  and  ovarian  artery  have  been  ligated. 

The  stump  of  the  cervix  is  seized  with  strong  traction  for- 

*  '*  The  Evolution  of  My  Technique  in  the  Treatment  of  Fibroid  Uterine 
Tumors."  By  Howard  Kelly,  M.  D.,  American  Journal  of  Obstetrics,  Sep- 
tember, 1900. 
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ceps,  and  the  cervical  tissues  brought  together  by  two  or  three 
interrupted  sutures  of  No.  3  chromatized  catgut.  The  peri- 
toneal edges  are  then  united  with  a  continuous  suture  of  No. 
2  catgut,  beginning  at  the  infundibulo-pelvic  ligament  of  one 
side,  passing  downward  across  the  cervix,  drawing  the  perito- 
neal flaps  well  across  it  and  up  over  the  other  side,  thereby  leav- 
ing no  raw  surface  in  the  pelvis.  Enucleation  can  be  made  very 
quickly  in  favorable  cases,  taking  but  a  few  moments;  there 
is  very  little  blood  lost,  and  as  a  consequence,  very  little  shock 
to  the  patient.  The  pulse  runs  usually,  after  these  operations, 
between  70  and  80.  The  patient  shows  but  very  little  more 
evidence  of  shock  than  a  patient  does  after  a  vaginal  hyster- 
ectomy. 

The  abdomen  in  all  clean  cases  is  closed  immediately,  no 
drainage  being  required.  The  patient  needs  but  very  little  after- 
care, the  convalescence  being  simple  and  uneventful.  The 
advantages  of  leaving  the  vaginal  portions  of  the  cervix  are 
many:  there  is  no  mutilation  of  the  vagina,  its  normal  ana- 
tomical relations  are  maintained,  and  it  offers  a  good  support 
for  the  vaginal  vault. 

In  the  complicated  cases  of  fibroids,  where  the  growths 
extend  into  the  broad  ligaments  or  deeply  into  the  pelvis,  or 
where  they  have  distorted  the  pelvic  structures  from  their 
normal  relations,  it  may  be  impossible  to  remove  them  by  this 
method.  The  first  point  always  is  to  aim  for  the  ligation  of 
the  uterine  and  ovarian  arteries.  When  the  blood  supply  is 
cut  off,  then  to  proceed  to  enucleate  them  by  a  process  of  bi- 
section of  the  uterus  or  morcellation.  The  difference  in  the 
process  by  the  different  routes  lies  in  the  fact  that,  by  the 
vaginal  route,  we  enucleate  the  growths  from  within  their 
capsules,  thereby  avoiding  cutting  into  the  capsule  with  its  usual 
profuse  blood  supply ;  while  from  the  abdominal  side,  we  must 
cut  into  the  capsule  first,  which  is  always  attended  with  much 
free  bleeding,  unless  we  h^ve  previously  ligated  the  arteries. 

In  large  tumors,  with  extensive  adhesions,  it  may  be  nec- 
essary to  first  amputate  the  cervix,  ligate  the  uterine  arteries, 
and  work  from  below  upward.  Each  case  of  fibroids  requires 
the  individual  judgment  as  to  the  method  of  attack  at  the 
time  of  operation,  as  almost  invariably  do  we  find  them  com- 
plicated with  pathological  conditions  of  tubes  and  ovaries  and 
surrounding  structures. 


fd 


> 

o 


S     Sag 

"■sj  Is 


^ 


I- 


o 

H 

fd 
Pk 
O 


0 


6^  ::, 
3  =  ^  =  1 


i  ff  S   ^  W-Ci 


si 


3  3  ^   P  *  > 

a    *    ^   a 


-  oa-  «i:c 

>ii:::Jg 

Sao  aO'S 


CO 

o 
o 


^J 


S.-S 


Cm 


u 


«42 


•a 

IE 


el 


5||i.|.i: 


I 


s 

» 

< 


eg) 


o 
sz: 


pes 

0^ 

£ 

£ 

V 

O 

8 

>  2 

"11 

-1 

«1l 

% 

a 

•5>. 
|| 

|l 

55 

O 

H 

< 

o 

£'•2    «;  n 

II 

1=1 

>E«JS 
SEW 

2*:  B  y  o  o  - 

1 

«|.iE 

i 

s 

5 

t4  p'rt'5 

5S 

ill 

'Hi 

1 ;  J  ?.s 

'111 

^  b    h  A   (J 

IS 

1 

0 

i 
1 

i 

i 

1 

1 

i 

5t 

Si 

1    s 

1      ' 

i 

1    ' 

NAME 
AGE 

> 

0^ 

< 

d 
5^ 

^ 

" 

00 

H 

U 

o 

2r 

t 

w 

>« 

t 

£2 

« 

V 

u 

> 
0 

V 

Oi 

^ 

ii 

t 

^ 

o< 

P6 

a^ 

P6 

Q^ 

i.Hii 

:| 

(d 

> 
S5 

1 

X 

0. 

3 

9s 

X 
« 

3 

o 

•; 

(/)     V     M 

•* 

•* 

u 

<S 

■sa 

j; 

J! 

i 

< 
(d 

lift! 

^  e  V  ii   •  rt 

nil 

lift. 

>  E  i  E.5 

1  .a« 

Ei-j-S  g  ••  H  =   . 

r 

2  E  E-S-S 

22^52 

tiZi 

H^22=-^^5 

0 

w 

CO 

O 

O 

< 

Q 

1 

Ii 
III 

i 

V 

i 

3->   « 

S3 

s=-s. 

•?3*S 

s 

21;; 

ii 

Ill 
HUM 

jl 

1| 

S 

>  SJ 

a., 

(1 

mi 
mill 

wg  JJ  >  ^  M 

Si 

Hi 

SI.S 

u 

i 

i 

i 

i 

i 

H 

< 

Q 

00 

«^ 

> 

ci 

a 

£^ 

o 

x; 

s 

3 

cX 

cX 

?: 

hj2 

<r' 

. 

jj 

rt 

« 

52 

8 

c 
> 

"a 

2 

«; 

1 

cn 

1 

2 

d 

7i 

sg 

X 

J 

U 

^' 

< 

2< 

^'5, 

ci?r 

X 

bo 

Si 

^^ 

£Si 

£ 

iSi 

e& 

S< 

s< 

:^ 

55< 

:«< 

6 

o 

d 

w 

rn 

2 

•* 

** 

•J 

(A 


U 


< 
> 

O 

u 


D 

if 


o 

H 

< 

O 


S  -  S  e  '^        ^^  ■ 

o  E  c  e  c  «*^  5 
V  n  o  rcvi^  n^i 


>  E  «  3  B-5 


SE 


H 


u 


51  ;| 

*  5^35  5 


I' 

If 

I'- 
ll 


5  «S  0  *  ^ 

>^  B  W   I-       ._ 

*!  :j  ^  tj  ^  w  C 


b5 

as 

£8 


i 
& 


i 
S. 


u 


0  ^ 

1 


c 

a. 


<2 


e 


W  5! 


0. 

u 


o 


H 

i 

pes 

I 

i 

1 

1 

1 

u 

« 

^ 

X 

fii 

U 

'^£ 

U 

■10 

s 

1 

i 
1 

1 

5 

> 

a. 

& 

Or 

l-S 

a 

z, 

p 

jj 

= 

9 

o 

*- 

c^-E  s^ 

u 

1 

J 

;S 

£^ 

(S 

o 

< 

la 

limn 

till 

ihsifl 

II 

en 

g 

O 

.2C 

>  1 

CO 

< 

.2  "si 

-^1 

M 

i 

1 

II 

OS 

Ii 

S 

^i 

Is 

s«JS 

^■M 

9 

"^ 

^ 

j3 

—  "J 

til 

III! 

5-3 

ill 

lis 

1 

£d 

i     1 

i 

t 

1 

1 

!; 

9, 

-f 

i;^ 

f 

o 

1  ■< 

^ 

< 

1 

i 

i 

z 

^2 

<H 

i 

E" 

C 

ii 

, 

^ 

J 

J. 

"5 

1 

1 

u 

" 

Z 

5C 

1 

■>• 

> 

I' 

a:  ^ 

< 

«i 

II 

l<- 

II 

11 

6 

» 

2^ 

« 

•^ 

r, 

« 

M 

a 

•4  ^ 

D 

g' 

b 

as 

Hi 

> 

V 

I 

^ 

* 

* 

(d 

> 
o 

> 
o 

°.io-3  .  g  2  S 

1^ 

6 

S 

E  S      g  J^'S  J~ 

E'E 

C/3 

v 

%> 

v3  e  S»n  1  ii± 

«p  s 

\» 

>•     0  &s  E     ' 

"     2 

•J 
•< 
> 

2; 

8 

ii 
«1 

H 

.§•3 
"1 

^1 
^11 

:z: 

01' 

iill 

01 

o 

H 

i 

O 

2."     S  " 

•pill 

^Is-JI 

^ii^i 

^lil 

^Wi 

III 

sCd 

ill 

1 

i. 

-tr 

□ 

A 

i 

1 

5 

u 

pT 

« 

^ 

!? 

h 

< 

A 

^ 

? 

If 

% 

o 

s 

1           ' 

t 

i 

:s 

<< 

•? 

Ji 

?= 

^2 

1 

i 

J 

^ 

"o 

c 

u 

X 

s 

- 

ffi 

X 

s« 

•-i 

J 

tri 

i^ 

-^s 

«i 

^-„ 

Hi 

II 

!<* 

II 

11 

d 

S5 

4 

j 

i, 

Uterine  Fibroids.  251 

Certain  cases  of  the  series  presented  unusual  features  of 
interest. 

Case  23. — Mrs.  J.  J.  H.  She  had  passed  through  two  celi- 
otomies within  a  year  and  a  half,  both  of  which  had  been  fol- 
lowed by  infection,  with  the  formation  of  a  pelvic  abscess.  The 
right  tube  and  ovary  and  appendix  had  been  removed,  and 
hysterorrrhaphy  had  been  performed.  She  had  had  profuse 
flooding  spells  and  most  violent  attacks  of  abdominal  pain, 
closely  resembling  obstruction  of  the  bowels,  from  which  she 
emerged  after  each  attack,  weak  and  exhausted.  She  begged 
for  operative  measures  to  relieve  her  sufferings.  A  ventral 
hernia  existed  at  the  site  of  two  abdominal  cicatrices.  On 
opening  the  abdomen  the  uterus,  studded  with  fibroids,  was 
found  imbedded  in  coils  of  intestines  that  were  adherent  over 
the  uterus  and  down  over  the  bladder  on  both  sides.  The 
intestines  were  very  carefully  separated  on  right  side  of  uterus, 
and  the  enucleation  begun  on  the  right  side,  from  which  ap- 
pendages had  previously  been  removed.  The  uterine  artery 
on  the  right  side  was  ligated,  the  uterus  was  amputated,  and 
then  careful  separation  of  the  uterus  on  the  left  side  from 
the  intestines,  which  were  also  matted  around  the  tube  and 
ovary,  was  carried  out.  This  was  greatly  facilitated  by  having 
the  uterus  free,  so  that  the  enucleation  could  be  carried  upward 
and  behind  the  broad  ligament.  The  separation  was  finally 
completed,  and  the  broad  ligament  ligated  without  disaster  to 
any  of  the  viscera.  It  was  the  most  delicate  and  extensive 
intestinal  separation  I  had  ever  met  with  in  abdominal  work. 
Separation  of  the  intestines  from  the  abdominal  cicatrices, 
followed  by  repair  of  the  ventral  hernia,  completed  the  work. 
The  patient  made  an  uninterrupted  recovery,  with  entire  free- 
dom from  intestinal  pain. 

Case  24. — Mrs.  B.  L.  presents  a  unique  history  and  a  com- 
plicated pelvic  pathology  to  an  unusual  degree.  Figure  I. 
Ten  years  previously  she  had  had  an  amputation  of  the  cer- 
vix performed  in  Germany  for  laceration  of  the  cervix.  Three 
days  after  the  operation  she  was  seized  with  a  chill,  followed 
by  a  high  fever  and  severe  pelvic  pains,  which  confined  her  to 
her  bed  for  a  number  of  weeks.  Menstruation  not  appearing 
for  several  months,  examination  revealed  almost  complete  clo- 
sure of  the  cervix,  for  which  she  received  a  dilatation.  This 
was  followed  at  intervals  by  four  operations,  aimed  for  relief 
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of  stenosis,  but  without  avail.  Examination  revealed  entire 
absence  of  the  vaginal  portion  of  cervix,  and  on  one  side,  in 
a  pocket  of  the  vaginal  cicatrix,  could  be  found  a  minute  open- 
ing into  which  a  fine  probe  could  be  passed  and  which  proved 
to  be  the  uterine  canal.  The  uterus  was  found  studded  with 
fibroids.  The  patient  begged  for  radical  work  to  relieve  her 
from  her  sufferings  and  the  necessity  for  repeated  operations. 
After  consultations,  it  was  decided  to  perform  hysterectomy. 

The  uterus  was  found  to  be  filled  with  small  fibroids.  There 
was  a  parovarian  cyst  upon  the  right  side,  over  which  the  tube 
coursed.  There  was  also  a  hematoma  of  right  ovary  and  small 
fibroid.  The  left  tube  and  ovary  were  firmly  bound  down  in 
a  mass  of  dense  adhesions  and  were  enucleated  with  difficulty. 

Case  25.  Mrs.  K.  S.,  a  poor  woman  from  whom  the  uterus 
and  appendages  had  been  removed  on  account  of  fibromatous 
condition  of  the  uterus,  producing  pressures  which  had  pre- 
vented her  from  being  upon  her  feet.  She  made  an  unin- 
terrupted recovery,  temperature  running  normal,  pulse  between 
70  and  80;  stitches  were  removed  on  the  tenth  day,  showing 
union  by  first  intention.  Pelvis  in  normal  condition.  Without 
apparent  cause,  she  suddenly  developed  most  violent  abdominal 
pain  and  tenderness,  which  soon  localized  on  the  right  side, 
in  the  region  of  the  appendix.  Pulse  ran  up  to  120,  and 
temperature,  102°.  Blood  count  on  the  evening  of  the  elev- 
enth day  showed  leucocytes  of  12,000.  On  morning  of  twelfth 
day  it  had  run  up  to  18,000.  Diagnosis — appendiceal  abscess,, 
confirmed  by  consultation. 

Operation  was  performed  that  evening  by  incision  over  ap- 
pendix, and  large  quantity  of  pus  with  fecal  odor  evacuated. 
Abdomen  thoroughly  flushed  with  quantities  of  saline  solution, 
followed  by  gauze  packing.  Patient  made  uninterrupted  re- 
covery, the  last  piece  of  gauze  being  removed  in  a  week. 

There  is  only  one  other  method  of  dealing  with  a  certain 
class  of  uterine  fibroids,  and  that  is  myomectomy,  which  has 
a  very  limited  sphere.  I  think  it  is  a  mistaken  conservatism 
that  enucleates  a  number  of  fibroids  from  a  uterus  and  leaves 
it  with  minute  fibroids,  such  as  we  always  find  in  a  fibromatous 
uterus  to  develop  later  on  and  necessitate  a  second  operation. 

The  only  indication  for  myomectomy  is  for  the  removal  of 
a  single  or  pedunculated  fibroid  in  a  young  woman,  with  the 
hope  of  saving  the  uterus  for  a  possible  future  pregnancy. 
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This  was  the  method  pursued  in  Case  12,  Miss  O'K.,  where  a 
fibroid  the  size  of  a  child's  head  was  removed  from  the  fundus 
of  the  uterus. 

Constantly  throughout  the  work  was  borne  the  conviction 
of  the  necessity  for  early  removal  of  fibroid  growths.  The 
ease  and  simplicity  of  the  early  operation  was  in  marked 
contrast  with  the  complications  and  difficulties  attending  their 
late  removal. 

Fibroids  are  the  growths  of  the  pelvis  most  frequently  en- 
countered— 2l  research  through  2,268  recorded  cases  in  my 
private  and  clinic  practice  shows  120  suffering  from  uterine 
fibroids,  or  over  5  per  cent.,  one  patient  in  every  twenty  carrying 
a  fibroid.  It  is  for  the  general  practitioner  to  realize  their 
true  importance  that  the  gynecologist  may  most  successfully 
treat  them. 
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THE  PARASITIC  ORIGIN  OF  CARCINOMA.  * 

BY  THEODORE  J.  GRAMM,  M.  D. 

Special  attention  has  of  late  years  been  directed  to  carci- 
noma in  its  various  forms.  Closer  study  has  given  us  a  fairly 
accurate  knowledge  of  its  peculiar  features  and  clinical  course. 
That  this  attention  was  well  merited  was  demonstrated  by 
the  amazing  increase  in  the  frequency  with  which  carcinoma 
affects  all  organs  of  the  body.  This  increased  frequency  is 
believed  to  be  real,  after  making  due  allowance  for  greater 
accuracy  in  diagnosis,  and  has  become  a  matter  for  national 
concern,  as  Roger  Williams  says.  He  has  shown  (Abs.  Am. 
J.  Obs.,  XXXIV.,  598)  that  in  England  there  were  in  1896 
four  times  as  many  deaths  from  cancer  as  from  typhoid  fever. 
During  the  last  fifty  years,  deaths  from  tuberculosis  have 
diminished  by  more  than  one-half,  while  those  from  carcinoma 
have  more  than  quadrupled.  His  tables  show  that  in  the 
year  1840,  the  mortality  from  carcinoma,  in  proportion  to  the 
total  death  rate,  was  i  to  129.  Since  then  a  regular  progressive 
increase  is  noted,  so  that  in  1890,  it  was  I  to  29;  in  1891,  I 
to  27;  in  1892,  I  to  27;  in  1893,  i  to  23.  The  latest  ascer- 
tained cancer  death  rate  is  the  highest  on  record,  while  that 
from  tuberculosis  is  the  lowest.  In  Germany  Finkelnberg 
(Kroemer,  Arch.  f.  Gyn.  bd.  65-684)  collected  data  from 
1881  to  1890,  and  Maeder  from  1891  to  1896,  and  both  tables 
show  a  progressive  increase  of  carcinoma,  while  the  mortality 
from  tuberculosis  regularly  improves.  Of  the  increase  of 
cancer  in  America,  Roswell  Park  has  said  (Pract.  1899,  Apr.) 
that  if  for  the  next  ten  years  the  relative  death  rates  are  main- 
ained,  we  shall  find  that  in  1909,  there  will  be  more  deaths 
In  New  York  State  from  cancer  than  from  consumption,  small- 
pox, and  typhoid  fever.  Also,  in  some  statistics  published  by 
Massey  (Am.  Jr.  Med.  Sci.,  Feby.,  1900),  it  appears  that 
in  seven  large  cities  of  the  United  States  cancer  has  increased 
twofold  in  twenty-eight  years.  The  greatest  increase  has 
occurred  in  San  Francisco,  being  sixfold  in  thirty-two  years. 
The  city  of  Boston  stands  next  in  order,  where  the  increase 
has  been  threefold  in  twenty-four  years.    If  the  proportionate 

*  Read  before  the  Homeopathic  Medical  Society  of  the  State  of  Pennsylvania 
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increase  is  maintained  until  the  year  1910,  there  will  be  an 
average  of  20  deaths  in  each  of  the  large  cities  to  every 
100,000  living  persons.  In  1898,  there  were  664  deaths  per 
1,000,0000  inhabitants,  according  to  which  there  must  have 
been  49,800  deaths  from  cancer  in  the  United  States,  and  in 
1900,  there  must  have  been  100,000  victims  of  the  disease. 
Similar  conditions  have  been  found  to  exist  in  France,  but 
a  repetition  of  such  figures  need  not  further  delay  us. 

This  increased  frequency  of  carcinoma  has  attracted  much 
attention  abroad ;  and,  in  view  of  the  malignancy  of  the  disease, 
its  infrequent  curability  and  the  bad  results,  despite  highly 
developed  operative  technique,  have  for  the  present  suggested 
a  closer  attention  to  early  diagnosis  and  prophylaxis.  This 
thought  has  led  Winter  to  suggest  a  wide-spread  campaign 
against  cancer,  which  he  proposes  to  carry  out  and,  indeed, 
has  inaugurated  by  circular  letters  to  physicians  and  midwives, 
and  by  popular  lectures  and  articles  in  the  lay  press.  In  all 
of  these,  besides  pointing  out  the  early  symptoms,  he  has 
urgently  insisted  upon  the  necessity  for  internal  examination 
in  all  cases  of  gynecic  disease  which  do  not  readily  respond 
to  therapeutic  means  instituted  for  conditions  believed  to 
exist.  In  this  attempt  to  limit  carcinoma  by  recognizing  it 
in  its  early  stages  and  instituting  proper  treatment,  he  has 
been  ably  seconded  by  a  number  of  well-known  physicians, 
and  already  the  results  of  his  endeavors  appear  in  the  reports 
of  cases  recognized  quite  early,  in  consequence  of  popular 
attention  being  called  to  the  subject. 

Now  the  study  of  carcinoma  has  placed  the  recognition  of 
its  clinical  manifestations  and  its  early  diagnosis  within  the 
reach  of  most  physicians;  but  the  determination  of  the  essen- 
tial cause  of  carcinoma  in  a  manner  satisfactory  to  the  scien- 
tific demands  of  to-day  has  baffled  the  skill  of  the  most  expert. 
Innumerable  attempts  have  been  made  to  solve  this  problem, 
and,  in  spite  of  investigations,  brilliant  in  their  conception, 
and  conducted  with  splendid  perseverance,  final  results  have 
not  as  yet  been  produced  which  are  able  to  withstand  the 
searching  criticism  of  modern  science.  Clinical  observations 
heretofore  have  suggested  theories  as  a  working  basis,  and 
some  of  them  have  held  sway  for  many  years.  Many  patholo- 
gists adhere  to  the  theory  first  proposed  by  Tiersch,  and 
later  by  Waldeyer,  that  this  neoplasm  takes  its  origin  from 
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the  epithelium  and  glands,  which  are  cellular  derivatives  of  the 
outer  and  inner  germinal  layers.  The  decisive  factor  deter- 
mining this  abundant  proliferation  is  not  stated.  It  was  as- 
sumed that  a  typical  destructive  proliferation  of  epithelium 
took  place,  which  further  developed  in  the  stroma,  irritated 
by  inflammation,  and  grew  unrestrainedly  beyond  its  original 
confines.  In  1875,  Cohenheim  proposed  the  view  that  car- 
cinoma originated  from  epithelium  displaced  or  nipped  off 
during  embryonic  development  and  included  in  connective 
tissue,  and  later  from  some  acquired  activity  developed  a  can- 
cer. Cullen  says  cancer  of  the  uterus  (p.  652)  ;  this  theory  had 
been  proposed  by  Durante  a  year  previous  to  Cohenheim's 
publication.  The  localities  where  such  displacement  was  most 
likely  to  occur  are  those  where  the  several  blastodermic  come 
into  contact  with  others,  as  at  the  orifice  of  individual  organs. 
This  theory  was  only  applicable  to  a  limited  number  of  cases 
of  carcinoma,  and  it  remained  problematic  why  such  epithelial 
inclusion  in  some  instances  led  to  the  development  of  carci- 
noma, while  in  many  others  no  such  malignant  activity  was 
acquired  by  them.  Cullen  has  lately  examined  a  large  num- 
ber of  specimens,  in  order  to  discover  such  epithelial  inci- 
sures, and  his  attempts  have  been  uniformly  negative.  He 
concludes  that  he  has  never  found  the  slightest  evidence  in 
support  of  the  theory  of  an  embryonic  origin.  Ribbert  pro- 
posed to  explain  the  genesis  of  carcinoma  by  maintaining 
that  epithelial  cells  became  separated  in  some  manner  from 
their  normal  site  and  relations.  No  cancer  would  arise  from 
primary  active  proliferation  and  anaplasia.  The  displace- 
ment of  epithelium  from  its  normal  relations  may  be  brought 
about  during  embryonic  development,  as  suggested  by  Cohen- 
heim, by  traumatism,  but  especially  by  primary  active  pro- 
liferation of  the  connective  tissue  lying  beneath  the  epithelial 
layer.  The  connective-tissue  cells  were  said  to  grow  into  the 
epithelial  layer  of  the  surface  of  glands,  and  thereby  brought 
about  a  separation  of  certain  epithelial  masses,  which  there- 
after multiplied  in  the  stroma  and  grew  atypically.  This  theory 
has  been  subjected  to  debate  with  varying  results,  but  a  num- 
ber of  investigations  instituted  to  re-examine  the  question 
have,  however,  shown  that  the  connective  tissue  in  beginning 
carcinoma  is  inactive,  so  that  there  can  be  no  thought  of  its 
having  a  dominating  participation  in  the  genesis  of  cancer. 
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Critical  analysis  of  the  several  theories  thus  far  proposed  to 
explain  the  genesis  of  cancer,  has  shown  that  they  are  not 
universally  ^>plicable.  The  fact  remains  that  we  are  still 
waiting  to  obtain  the  clew  which  shall  lead  to  a  revelation  of 
the  mystery  of  why  these  epithelial  cells  take  on  this  aston- 
ishing proliferative  activity,  which  is  so  fatally  associated  with 
local  recurrence  after  removal,  metastases  in  distant  organs, 
and  the  other  characteristics  of  malignancy. 

The  study  of  bacteriology,  which  has  proven  to  be  such 
a  fruitful  source  of  information  in  pathogenesis,  so  that  it 
has  established  a  new  era  in  medical  science,  has  been  appealed 
to  and  its  methods  have  been  invoked  in  an  endeavor  to  solve 
the  problem  of  the  etiology  of  carcinoma.  Even  a  cursory 
examination  of  the  clinical  course  of  cancer  suggests  the 
probability  that  such  methods  of  research  would  yield  the 
desired  information,  while  if  this  disease  be  compared  with 
other  infectious  diseases,  a  remarkable  parallelism  is  manifest. 
If,  therefore,  a  specific  micro-organism  could  be  demonstrated 
to  be  constantly  associated  with  carcinoma,  so  that  it  might  be 
looked  upon  as  bearing  a  causal  relation,  probably  no  one 
will  deny  that  the  genesis  of  carcinoma  would  be  as  easy  of 
comprehension  as  that  of  other  infectious  diseases,  as  simple 
as  are  other  works  of  Nature,  when  some  accurate  knowl- 
edge of  them  has  brushed  away  much  of  their  seeming 
mystery.  A  number  of  persistent  attempts  in  bacteriological 
investigation  met  with  apparent  success,  and  a  cancer  bacillus 
was  thought  to  have  been  discovered;  but  re-examination  on 
the  part  of  others  showecj  that  these  results  could  not  be 
confirmed,  although  micro-organisms  have  been  abundantly 
demonstrated  in  cancer  tissue,  so,  that  of  late,  nothing  is  heard 
of  a  specific  cancer  bacillus,  particularly  $ince  the  fundamental 
difference  between  genuine  tumor  formation  and  inflammatory 
neoplasms  was  recognized. 

But  since  the  failure  of  these  attempts  to  discover  the 
causal  relation  of  a  micro-organism  allied  to  those  associated 
with  other  infectious  diseases,  and  in  view  of  the  conviction 
widely  entertained  that  a  living  organism,  with  its  spore  forma- 
tion, would  furnish  an  explanation  of  many  of  the  clinical 
manifestations  of  carcinoma,  and  whose  presence  could  supply 
the  persistent  irritation  to  the  cells  which  would  stimulate 
them  to  abundant  proliferation,  attention  has  been  directed 
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to  other  low  forms  of  micro-organic  life.  That  success  might 
attend  such  inquiry  was  suggested  by  numerous  analogies  in 
diseases  affecting  man,  among  some  of  the  lower  animals, 
and  particularly  in  plants.  It  is  a  not  unprofitable  undertak- 
ing to  examine  some  of  the  older  text-books,  written  before  the 
acquisition  of  such  facts  as  those  just  referred  to,  and  observe 
how  near  the  truth  their  authors  reasoned  and  described, 
and  yet  how  far  removed  from  a  satisfactory  explanation; 
whereas,  an  acquaintance  with  the  agency  of  some  of  these 
elusive  micro-organisms  would  have  furnished  the  ke3mote, 
according  to  which  a  work  could  be  arranged  in  harmonious 
and  satisfactory  accord.  It  was  the  revelations  of  bacteriology, 
after  all,  that  brought  about  the  necessity  for  rewriting  our 
text-books,  as  is  well  known. 

The  low  forms  of  animal  life,  to  which  attention  was  di- 
rected, are  the  monocellular  group  of  protozoa,  belonging  to  the 
very  lowest  in  the  animal  scale.  They  are  characterized  by 
extreme  simplicity  of  structure,  the  lowest  forms  consisting 
of  single  protoplasmic  bodies,  and  the  higher  ones  mere  repe- 
titions of  one  another,  each  capable  of  maintaining  an  inde- 
pendent existence.  It  is  said  that  the  lowest  forms  do  not  even 
possess  a  cell  wall  and  contained  nucleus,  and  consist  only  of 
particles  of  protoplasm,  which,  however,  have  the  abilit}'  to 
perform  the  functions  of  digestion  and  reproduction  as  among 
higher  animals.  Some  protozoa  also  exhibit  several  forms 
during  their  life  history.  Thus,  there  is  a  stage  of  encystment 
when  the  animal  represents  only  a  globular  mass  whose  inner 
portion  is  faintly  granular:  a  morula  or  mulberry  stage  repre- 
senting an  incipient  spore  formation,  and  after  the  bursting  of 
which  the  liberated  individuals  lead  the  life  of  an  ameba,  which 
is  later  followed  by  a  flagellate  stage.  According  to  this,  the 
organism  by  no  means  presents  the  same  appearance  when 
seen  at  different  periods  of  its  existence.  Some  investigators 
have  referred  to  the  sporozoa,  which  are  protozoic  animals 
characterized  by  their  means  of  reproduction,  which  consists 
in  a  period  of  encystment,  followed  by  a  breaking  up  of  the 
protoplasm  into  a  large  number  of  spores.  Belonging  to  the 
sporozoa  are  the  coccidia,  which  have  attracted  considerable 
attention.  They  appear  like  minute  ova,  and  their  abiding 
place  during  their  parasitic  life  is  within  the  cells  of  their  host. 
They  form  spores,  falciform  in  shape,  and  have  the  power  of 
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motion  and  of  penetrating  cells.  The  coccidia  have  been  found 
in  intestinal  epithelium,  and  particularly  in  the  liver  of  rabbits. 
Here  they  cause  a  disease  which  may  be  mistaken  for  tuber- 
culosis. The  disease  often  proves  fatal,  and  may  occur  in  an 
epidemic  form.  The  coccidium  oviforme  has  been  found  in  the 
livers  of  other  vertebrates  and  in  man.  It  gains  access  to 
the  liver  from  the  intestines  by  means  of  the  bile  ducts.  This 
very  general  reference  to  some  protozoa  is  sufficient  to  present 
some  idea  of  the  character  of  the  forms  of  animal  parasitic 
life,  which  have  been  thought-  to  bear  some  relation  to  the 
etiology  of  cancer.  Besides  them,  others  have  been  studied, 
but  their  description  would  not  only  be  voluminous,  but  also 
not  in  accord  with  a  general  presentation  of  the  subject,  as 
the  present  paper  only  aspires  to  do. 

The  literature  of  this  subject  has  within  a  very  few  years 
attained  to  very  generous  proportions.  The  supposed  causal 
relation  of  parasites  to  cancer  has  also  stimulated  to  closer 
study  of  their  relations  to  diseases  in  animals  and  in  plants, 
and  this  has  added  greatly  to  our  accessible  knowledge.  Ros- 
well  Park  has  given  an  interesting  historical  resume  of  the 
literature  (Trans.  Med.  Soc,  New  York,  1895).  No  attempt 
will  be  made  at  present  to  review  this,  though  it  would  be 
profitable  to  do  so;  but,  since  attention  has  finally  appeared  to 
become  centered  upon  the  coccidium,  a  word  in  this  connection 
is  in  place.  Shattock  and  Ballance  (Allbutt:  Syst.  Med., 
Vol.  i)  have  closely  studied  coccidia,  and  have  made  ingenious 
attempts  to  cultivate  them,  but  without  success.  The  reports 
of  their  work,  both  in  culture  experiments  and  their  chemical 
investigations  are  valuable  contributions  to  the  subject.  It 
might  be  said  in  passing,  that  although  they  have  failed  to 
cultivate  the  protozoa,  and  although  their  chemical  investiga- 
tions were  negative,  yet  throughout  their  writings  is  exhibited 
a  tentative  adherence  to  the  probability  of  a  parasitic  origin  of 
carcinoma. 

Leopold  has  given  much  attention  to  the  study  of  cancer. 
In  association  with  his  assistant,  Rosenthal  (Arc.  f.  Gyn.  Bd. 
51-104),  he  studied  the  cells  showing  motion  of  the  contents 
in  human  carcinoma  and  cell  inclusion  in  living  tissue,  and 
from  these  studies  subsequently  continued  alone,  he  was  re- 
peatedly able  to  observe  budding  and  binary  division  of  cells. 
In  his  subsequent  papers  he  described  observations  of  fresh 
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cancer  material  studied  in  the  hanging  drop  during  a  period 
of  two  hundred  days  in  a  specially  constructed  microscope 
inclosed  in  a  thermostat,  and  here  again  he  was  able  to  de- 
scribe the  budding  of  shining,  transparent  spheres,  which 
strongly  suggested  similar  processes  to  be  observed  in  blas- 
tomycetes.  Subsequently,  he  succeeded  in  making  cultures 
(Arch.  f.  Gyn.  Bd.  6i,  80)  of  blastomycetes,  obtained  from 
human  carcinoma,  and  experimentally  produced  tumors  in 
animals,  both  by  implantation  of  cancerous  tissue,  and  from 
the  cultures.  Quite  numerous  drawings  illustrate  his  articles. 
That  the  objects  studied  were  blastomycetes,  Leopold  was  able 
to  assure  himself  both  by  observation,  extending  over  long 
periods  in  his  specially  constructed  heated  microscope,  and 
by  fermentation  tests.  Leopold's  results  have  been  confirmed 
in  several  respects  by  other  observers :  thus,  Kahane  repeatedly 
found  blastomycetes  in  sarcomata  and  carcimomata  examined 
in  a  fresh  state,  and  succeeded  in  making  cultures;  Busse 
obtained  white  yeast  cultures  from  a  sarcoma  from  a  four- 
year-old  girl,  from  surface  epithelial  cancer  and  from  a  car- 
cinoma of  the  cheek;  Corselli  and  Frisco  obtained  cultures 
from  ascitic  fluid  obtained  by  tapping,  and  from  the  sarcoma- 
tous mesenteric  glands  removed  at  the  sections;  Rencalli 
obtained  cultures  from  a  lingual  cancer,  and  from  a  mammary 
sarcoma,  in  both  of  which  in  fresh  preparations  many  doubly 
contoured  cell  inclusions  were  seen;  Curtis  obtained  the  same 
from  a  myxo-sarcoma.  Leopold  himself  obtained  cultures 
of  blastomycetes  from  the  circumference  of  four  malignant 
neoplasms,  including  an  ovarian  carcinoma,  a  double  ovarian 
carcinoma,  a  carcinomatous  nodule  of  the  breast  with  infil- 
tration of  both  axillary  glands,  and  from  a  carcinoma  of  the 
vaginal  portion  of  the  cervix.  In  animal  experiments,  San 
Felice  produced  adeno-carcinoma  by  injecting  saccharomyces 
neoformans  into  the  mammary  glands  of  a  dog,  and  the 
diseased  lymph  glands  contained  the  same  epithelial  elements. 
A  pure  culture  injected  into  the  scrotum  of  a  dog  produced 
adeno-carcinoma  in  the  main  growth  and  in  metastatic  nodules. 
In  Corselli's  and  Frisco's  experiments,  the  ascitic  fluids,  and 
their  cultures  were  pathogenic  in  guinea  pigs,  rabbits, 
and  dogs,  and  produced  neoplasms.  Curtis'  myxo-sarcoma 
produced  tumors  in  animals,  but  which  were  not  histologi- 
cally malignant.     From  this  it  appears  that  only  San  Felice 
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succeeded  by  the  introduction  of  cultures  of  blastomycetes  in 
producing  tumors,  of  connective  tissue  and  epithelial  origin, 
which  were  malignant,  contained  blastomycetes,  and  caused  the 
death  of  the  animal.  From  the  survey  of  his  work,  Leopold 
became  convinced  that  it  would  finally  become  possible,  under 
favorable  conditions,  to  propagate  in  another  animal  these 
growths  with  which  he  had  been  working,  and,  after  numerous 
attempts,  he  was  successful.  He  inserted  a  fragment  of 
tissue  from  the  circumference  of  a  cervical  cancer  into  the 
abdomen  of  a  white  rat,  and  one  hundred  and  fifty-six  days 
later,  after  the  death  of  the  animal,  a  tumor  was  found  be- 
neath the  liver,  consisting  of  a  multilocular  mass  which  within 
a  tough  capsule  contained  some  purulent  fluid,  in  which  nu- 
merous blastomycetes  were  found.  He  also  succeeded  by  the 
injection  of  pure  cultures  into  a  rat,  in  producing  a  giant- 
celled  sarcoma.  Leopold  believes  that  blastomycetes  may  be 
the  cause  of  malignant  neoplasms  in  the  human  being,  and 
from  the  latter  they  may  be  transferred  to  animals  and  cause 
their  death.  His  experiments  are  unfortunately  not  complete, 
since  he  has  not  as  yet  made  cultures  from  his  sarcomatous  rat 
and  induced  malignant  disease  in  another  animal.  His  critics 
(Noesske,  Centralbl.  f.  Gyn.,  1902,  507)  have  emphasized 
this  fact,  and  have  also  said  that  in  the  rat  above  referred  to 
the  growth  consisted  of  giant  cells  in  granulation  tissue. 

Max  Schuller  has  also  isolated  and  described  what  he  be- 
lieves to  be  a  parasite  causing  cancer.  It  consists  of  a  small 
round  body,  the  rather  thick  walls  of  which  are  striated  and 
inclose  a  granular  mass  or  oval  bodies  resembling  the  parent 
cell.  They  vary  in  size,  and  are  often  hyaline  in  appearance. 
With  the  exception  of  the  striations  of  the  wall,  his  parasites 
resemble  those  described  by  Leopold,  but  he  distinctly  says 
they  are  not  blastomycetes.  In  his  smaller  article  (Parasitare, 
Krebsferschung,  Berlin,  1903),  he  does  not  further  classify 
them.  He  has  isolated  them  from  malignant  growths,  has 
cultivated  them,  and  made  some  animal  experiments,  and 
has  shown  that  they  occur  in  many  forms  of  cancer.  He  is 
convinced  that  these  bodies  are  the  cause  of  cancer,  though 
his  critics  say  that  they  consist  only  of  foreign  matters  acci- 
dentally obtained  by  faulty  technique. 

Gilchrist  (Johns  Hopkins  Hosp.  Reports,  Vol.  i,  and  Tr. 
Amer.  Med.  Assoc,  1902,  i486)  has  made  extensive  studies 
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of  diseases  due  to  the  agency  of  protozoa,  and  has  particularly 
described  the  conditions  found  in  some  cases  arising  from 
coccidial  and  blastomycetic  infection.  It  is  only  fair  to  say 
that  he  has  not  been  able  to  confirm  many  of  the  observations 
of  investigators  who  preceded  him. 

Thus  we  see  that  just  at  present  the  entire  subject  is  in  an 
unsettled  condition,  though  the  amount  of  time  and  labor 
expended  has  been  astonishingly  great.  The  literature  has 
attained  extensive  proportions.  There  has  been  no  attempt 
whatever  made  in  the  present  article  to  review  the  latter.  It 
must  be  conceded  that,  so  far,  we  have  no  conclusive  proof 
of  the  parasitic  origin  of  cancer;  on  this  account,  as  Cullen 
says,  the  view  is  gaining  ground  that  cancer  is  primarily  a 
disease  of  the  epithelium,  but  we  still  remain  totally  ignorant 
of  the  causes  of  this  cell  alteration.  Investigations  are  now 
being  directed  along  these  lines,  but  we  cannot  devote  the 
necessary  space  to  their  review.  In  this  connection,  how- 
ever, one  cannot  fail  to  be  impressed  with  the  confidence 
which  Leopold  displays  when  he  says  that  an  experienced 
microscopist,  who  has  devoted  many  years  to  such  studies, 
must  necessarily  have  become  familiar  with  the  forms  of 
cell  degeneration,  and,  therefore,  any  new  objects  appearing 
in  his  microscopic  fields  specially  prepared  for  studying  them, 
must  be  able  to  appraise  the  latter  at  their  real  value.  Many 
authors,  also,  are  ready  to  agree  with  Pianese  (quoted  by 
Cullen)  that  the  parasitic  origin  of  cancer  is  a  justifiable 
hypothesis,  and  it  must  be  conceded  that  a  parasitic  origin 
would  explain  the  majority  of  its  clinical  manifestations.  The 
truth  of  the  matter  is,  we  find  ourselves  just  now  at  a  historical 
stage  in  the  study  of  this  question,  corresponding  to  the  time 
when  Sommelweis  published  his  views  concerning  puerperal 
fever.  His  views  would  have  been  accepted,  could  the  special 
committee  appointed  to  conduct  animal  experiments  have  been 
successful  in  them.  The  experiments  were  made,  and  the 
suits  unfortunately  were  negative.  We  know  now  why 
they  failed,  but  it  took  many  years  of  close  study  to  de- 
termine why  infectious  matter  introduced  into  the  vagina 
of  some  of  the  lower  animals  did  not  produce  puerperal  fever 
in  them.  Another  similar  instance  is  furnished  in  the  writ- 
ings of  Oliver  Wendell  Holmes  about  the  contagiousness 
of  puerperal  fever.     In  the  light  of  to-day,  it  is  profitable  to 
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read  his  arguments  and  examine  his  clinical  proofs,  as  men- 
tioned in  this  controversy  with  a  well-known  teacher.  In  the 
former  instance,  the  laboratory  proofs  demanded  could  not  at 
that  time  be  furnished,  and  in  the  second  instance,  the  weight 
of  authority  was  against  the  advocate.  But  just  as  in  these 
instances  subsequent  years,  with  their  improved  methods  and 
technique,  revealed  the  etiology  of  puerperal  fever,  so  it  is 
not  unlikely  that  the  etiology  ^of  cancer  will  be  cleared  up. 
In  the  meanwhile,  as  Czemy  says,  it  is  to  be  hoped  that  ad- 
verse criticism  will  not  deter  investigators  from  pursuing  the 
subject. 

There  are  some  authentic  observations  about  carcinoma 
which  should  hold  our  attention  in  considering  its  etiology; 
indeed,  these  observations  are  so  striking  that  they  may  well 
be  used  as  arguments  in  favor  of  a  parasitic  origin  of  the 
disease.  As  Frommel  says  (Veit's  Handbuch,  Bd.  3,  2,  i), 
however,  and  we  may  well  agree  with  him,  that  the  proof  of 
the  parasitic  origin  must  not  rest  upon  arguments  and  clin- 
ical observations,  but  laboratory  demonstrations  are  required. 
Still,  it  is  self-evident  that  any  theories  founded  upon  mi- 
croscopic examinations  must  also  be  able  to  explain  gen- 
erally observed  clinical  facts.  Thus,  for  instance,  if  we  are 
inclined  to  accept  the  theory  of  nuclear  degeneration  or  other 
epithelial  changes,  a  rational  explanation  must  be  offered 
of  why  cancer  appeared  to  show  a  predilection  to  occur  not 
only  in  certain  geographical  localities,  but  in  certain  houses 
of  a  town,  and  in  other  members  of  a  family  who  have 
been  in  a  prolonged  contact  with  a  cancer  patient.  The 
failure  to  prove  a  positive  is,  of  course,  no  evidence  for  a 
negative,  and  the  converse  is  also  true.  Moreover,  such  sug- 
gestions that  cancer  is  dependent  upon  a  modification  of  the 
formative  process  by  abnormal  forces  generated  within  the 
body  (Williams,  Abs.,  Amer.  Jr.  Obs.,  XXXIIL,  451),  or 
that  the  fundamental  phenomenon  is  the  assumption  of  a  habit 
of  growth  independent  of  external  stimulus  (Adami,  Abs., 
Amer.  Jr.  Obs.,  XXXIIL,  609),  may  probably  be  classed  with 
a  former  suggestion  that  puerperal  fever  was  caused  by 
psychical  disturbances.  When  the  latter  author  says  that  the 
only  distinction  between  inflammation  and  cancerous  growths 
is  that  in  the  former  the  abnormal  growth  ends  when  the 
cause  of  irritation  is  removed,  while  in  the  latter  the  cells 
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have  gained  a  habit  of  unrestrained  growth  from  frequent 
multiplication  in  a  somewhat  embryonic  state,  the  question  at 
once  arises,  irrespective  of  laboratory  proofs,  as  to  why  the 
general  laws  governing  reactions  in  the  system  have  made 
such  a  striking  exception  in  the  case  of  cancer,  and  why  the 
most  hideous  and  malignant  of  human  diseases  should  not 
depend  upon  an  external  stimulus,  but  arise  from  just  an 
innate  wickedness  of  certain  cells.  The  idea  is  not  plausible 
in  the  light  of  our  present  knowledge  of  other  processes. 

There  is,  of  course,  an  essential  difference  between  inflam- 
matory processes  and  neoplasms;  but  just  the  existence  of 
these  differences  speaks  in  a  measure  for  a  parasitic  origin 
of  the  latter.  Martin  (Abs.,  Amer.  Jr.  Obs.,  XXXIIL,  609) 
has  pointed  out  out  that  parasites  cause  cell  proliferation 
independent  of  inflammatory  conditions,  as  shown  by  the 
lymphoma  of  typhoid  and  the  enlarged  spleen  of  malaria,  a 
proliferation  analogous  in  general  features  to  cancer;  that 
they  produce  metastases,  as  does  cancer ;  that  they  often  select 
special  cells  for  their  habitat,  as  blood  cells  in  malaria,  mul- 
tinuclear  leprosy  cells  in  leprosy,  and  giant  cells  in  tuberculosis, 
while  the  hypothetical  cancer  parasite  may  equally  well  choose 
epithelium.  Finally,  certain  parasites,  coccidia,  cause  in  the 
bile  duct  of  rabbits  an  increase  of  epithelial  and  fibrous  tissue 
closely  resembling  malignant  adenoma  of  the  rectum. 

Irritation  alone  cannot  cause  cancer.  This  has  amply  been 
demonstrated  by  experiments  extending  over  long  periods 
of  time  and  continued  most  persistently.  Inflammation  may 
be  produced,  or  granulation  tissue,  or  hypertrophy  may  arise, 
but  there  has  always  so  far  been  lacking  that  something  which 
stimulates  the  epithelium  or  glandular  cells  to  reactive  pro- 
liferation unassociated  with  the  usual  evidences  of  inflam- 
mation. But  when  chronic,  non-experimental  irritation  has 
long  existed  in  a  certain  part  of  the  body,  plus  that  unknown 
agent  of  cancer,  then,  for  instance,  arises  the  smokers'  lip 
cancer.  Long-continued,  chronic  irritation  has  been  found 
to  precede  carcinoma  in  bodily  localities  where  it  most  pre- 
vails ;  namely,  the  female  genitalia,  and  particularly  the  cervix 
uteri.  Many  cases  affected  with  cancer  here  have  displayed 
an  unusual  fertility  in  former  years.  Difficult  labors  also  often 
precede  cancer,  though  not  immediately.  It  has  been  found 
that  in  frequently  repeated  metrorrhagia  an  examination  of 
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the  fragments  from  first  curettements  have  been  negative,  while 
in  the  later  repeated  curettements  the  tissue  showed  evidences 
of  cancer.  Long-continued  irritation  of  the  cervix,  as  in  old 
cases  of  laceration,  are  a  well-recognized  precursor  of  cancer 
of  the  vaginal  portion.  The  work  of  Ruge  and  Veit  in  this 
connection  is  well  known.  That  cancer  attacking  the  body  of 
the  uterus  is  most  frequent  in  nulliparae,  is  a  significant  fact, 
about  which  one  is  strongly  tempted  to  speculate  in  favor  of  a 
parasitic  origin.  In  some  instances  a  hypothetical  site  of  infec- 
tion may  not  be  found  externally,  as,  for  instance,  when  in 
chimney-sweeps  the  disease  first  appears  in  the  iliac  or  inguinal 
glands. 

Further  facts  may  be  cited  concerning  carcinoma,  which 
must  be  capable  of  explanation  by  any  theory  of  the  etiology 
ultimately  adopted.  Thus  cancer  is  auto-inoculable.  It  is  a 
common  observation  that  cancer  of  the  vaginal  walls  is  induced 
from  contact  with  the  new  growth  affecting  the  cervix.  The 
same  occurrence  is  noted  when  a  cancer  of  the  upper  lip  is 
induced  at  point  directly  opposite  a  pipe  cancer  of  the  lower 
lip ;  and  the  same  phenomenon  of  contact  cancer  is  seen  when 
the  corresponding  vulvar  labium  is  affected  from  one  on  the 
other  side.  A  case  is  also  recorded  where  a  cancer  was 
induced  upon  the  paralyzed  arm  in  prolonged  contact  with  a 
mammary  cancer.  The  occurrence  of  cancer  upon  the  site  of 
an  accidental  injury  in  the  neighborhood  of  a  primary  growth 
removed  by  surgical  operation  is  an  occurrence  which  has  been 
so  frequently  observed  that  distinct  cautions  to  avoid  such 
injuries  are  frequently  mentioned  in  the  text-books.  Trans- 
plantations, not  in  direct  line  of  communication  through  ves- 
sels, is  often  seen  as  in  carcinoma  within  the  peritoneal  cavity. 
Metastases  are  so  common  in  cancer  as  to  constitute  one  of  its 
characteristics,  and  are  one  of  the  principal  causes  of  its 
malignancy.  Did  time  allow,  some  interesting  and  instructive 
data  could  be  recorded  concerning  them.  Experimentally, 
cancer  has  been  transferred  to  other  individuals  by  inoculation. 
Futterer  (Medicine,  Vol.  VIII,  118)  mentions  thirteen 
authors  who  succeeded  in  transplanting  cancer  cells  from  man 
to  animals.  He  also  mentions  twenty-one  experimenters  who 
had  negative  results.  The  successful  transplantations  were 
made  from  man  to  dogs,  rats,  and  white  mice.  From  the 
above,  he  says,  it  can  be  concluded  that  many  transplanted  cells 
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perish  despite  the  fact  that,  as  shown  by  successful  transplanta- 
tion, carcinoma  cells  have  inherent  quaUties  that  allow  them 
to  grow  when  transplanted.  Transplantations  of  carcinoma 
cells  from  one  animal  to  another  have  frequently  been  suc- 
cessful. 

Carcinoma  has  long  had  the  reputation  of  being  hereditary, 
but  that  view  has  gradually  lost  ground  among  physicians.  It 
is  true  that  many  observations  seem  to  substantiate  this  belief, 
but  the  same  is  true  of  tuberculosis ;  and  yet,  in  the  latter  dis- 
ease, the  idea  may  well  be  thrown  out  of  account,  as  has 
recently  been  proven  to  be  the  correct  thing  to  do.  We  may, 
perhaps,  still  be  permitted  to  use  the  vague  term  hereditary 
tendency ;  that  is,  some  individuals  inherit  a  greater  predisposi- 
tion to  the  reception  of  certain  diseases  than  others,  but  the 
idea  of  heredity  in  its  former  accepted  significance  seems 
doomed  to  be  abandoned.  Close  observation  seems  to  justify 
this  position :  thus  CuUen  found  that  in  seventy-six  cases  there 
was  a  family  history  of  cancer  in  fourteen  instances,  which 
equals  18.4  ped  cent. ;  Gusseroq  found  a  family  history  of  7.4 
per  cent,  in  a  series  of  statistics  collected  from  the  literature, 
and  Winckel  found  6.3  per  cent,  among  his  own  cases. 

In  studying  the  geographical  distribution  of  carcinoma  it 
appears  that  a  predilection  exists  for  certain  localities;  thus 
Haviland  (Practitioner,  1899,  April,  p,  000)  says  that  the  dis- 
tricts having  the  highest  death  rates  for  cancer  among  women 
were  invariably  associated  with  seasonally  flooded  areas  trav- 
ersed by  or  in  close  proximity  to  fully  formed  rivers.  That, 
geographically,  these  high-mortality  districts  were  character- 
ized by  alluvium  and  subsoils  of  clays  of  every  variety  of  ag^ 
and  formation.  That  the  districts  having  the  lowest  death  rates 
from  cancer  were  situated  on  elevated  land,. where  the  drainage 
was  good,  and  the  physical  features  of  the  country  such  as  to 
preclude  the  possibility  of  floods.  That,  geologically,  these 
low  mortality  districts  were  characterized  by  the  oldest  paleo- 
zoic rocks,  especially  those  of  the  carboniferous  (limestone) 
period.  That  cancer  prevails  not  only  in  such  wider  areas,  but 
has  been  confined  to  certain  villages,  houses,  and  even  rooms, 
is  mentioned  by  Power  (Practitioner,  1899).  In  the  editorial 
review  (Annals  of  Surgery,  Vol.  XVII,  212)  of  Gueilliot's 
work  on  the  contagion  of  cancer  an  amazing  array  of  such 
facts  is  recorded.     The  same  may  be  said  of  Behla's  report 
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(quoted  by  Kroemer,  Arch.  f.  Gyn.  Bd.  65-685)  of  the  preva- 
lence of  cancer  in  various  localities  in  Europe. 

The  repetition  of  well-substantiated  observations  like  those 
just  mentioned  could  be  multiplied  indefinitely,  but  sufficient 
has  been  said  in  a  suggestive  way  to  indicate  that  to  say  in 
debate  as  yet  we  have  no  conclusive  proofs,  does  not  by  any 
means  dispose  of  the  problem  of  the  parasitic  origin  of  car- 
cinoma. Roger  (Introduction  to  the  Study  of  Medicine,  New 
York,  190 1 )  even  says  he  does  not  see  how  cancer  can  be 
explained  upon  any  other  theory. 

In  conclusion,  it  is  true  that  the  investigations  of  the  etiology 
of  cancer  have  not  been  able  to  comply  with  the  four  postulates 
of  Koch;  and  it  is  just  possible  that  the  study  of  parasites  in 
general  may  show  that  we  will  of  necessity  be  compelled  to 
modify  our  demands  for  them  in  that  connection.  Such  is 
the  fact  with  reference  to  the  Plasmodium  malariae,  and  some 
other  recognized  infective  organisms.  Reviewing  the  entire 
subject,  one  cannot  avoid  the  conviction  that  we  are  on  the  eve 
of  great  revelations  concerning  cancer  and  other  diseases, 
about  whose  essential  causes  we  have  so  far  only  been  per- 
mitted to  entertain  very  probable  hypotheses. 
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SUB-ARACHNOID    INJECTION    OF    COCAINE    FOR 
SPINAL    ANESTHESIA. 

BY    EDGAR    REEVE   BRYANT,    M.  D. 

The  most  important  innovation  in  surgery  since  the  intro- 
duction of  antisepsis  and  asepsis  is  that  of  the  sub-arachnoid 
injection  of  cocaine  for  general  anesthesia.  I  still  note  the 
careless  way  in  which  great  surgeons  and  their  text-books  dis- 
miss this  important  question  with  but  a  line  or  two  of  warning 
against  its  use.  I  confess  that  I  was  one  of  those  who,  being 
totally  ignorant  of  its  value,  condemned  the  use  as  a  dangerous 
proceeding  and  predicted  that  many  unknown  spinal  diseases 
would  follow  its  use. 

Upon  receiving  charge,  however,  of  an  important  surgical 
service  at  the  City  and  County  Hospital  at  San  Francisco,  I 
concluded  to  experiment  with  the  sub-arachnoid  injection  of 
cocaine.  The  first  injection  was  given  by  Dr.  R.  F.  Tomlinson, 
my  assistant.  The  result  was  better  than  I  had  anticipated, 
and  I  resolved  to  use  cocaine  analgesia  in  every  suitable  case. 
My  associates  have,  at  various  times,  assisted  me,  and  given 
the  injection  themselves.  Dr.  O.  G.  Freyermuth,  who  has 
charge  of  the  rectal  work  at  the  hospital,  uses  spinal  anesthesia 
in  all  his  operations. 

Many  of  our  patients  are  old,  debilitated  alcoholics,  and  very 
poor  subjects  for  ether  or  chloroform  narcosis*  Some  are 
injured  after  a  long  debauch,  and  many  are  suffering  from 
bronchitis,  and  other  organic  diseases.  One  old  veteran  of  over 
eighty-one  years,  who  almost  succumbed  from  the  effects  of  a 
general  anesthesia  given  for  a  comparatively  insignificant  ope- 
ration, stood  two  immense  operations  for  hernia  of  over  sixty 
years'  standing,  under  spinal  anesthesia;  the  first  operation 
with  slight  signs  of  shock,  but  in  the  second  no  change  in  the 
condition  of  the  pulse  or  evidences  of  shock  could  be  perceived. 

Patients  with  incipient  tuberculosis,  bronchitis,  heart,  liver, 
kidney,  and  other  organic  and  functional  diseases,  and  robust 
persons  suddenly  taken  from  the  busy  walks  of  life — unpro- 
pitious  subjects  for  general  anesthesia — stand  severe  operations 
under  cocaine  analgesia  with  but  slight  reaction. 

Anyone  familiar  with  the  accidents  and  inconveniences  of 
general  anesthesia— the  danger  to  life,  the  shock,  the  debilitating 
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effect  upon  the  blood,  the  vomiting  and  the  suppression  of 
urine — should  sincerely  welcome  any  absolutely  safe  and  con- 
venient substitute.  How  many  times  have  the  surgeons  been 
compelled  to  abandon  operations  before  making  the  incision, 
on  account  of  the  depressing  effects  of  ether  or  chloroform 
upon  the  respiratory  or  cardiac  centers !  Under  cocaine  anes- 
thesia, during  the  most  serious  operations,  patients  can  be  kept 
cheerful  and  jolly  by  recital  of  witty  and  humorous  stories; 
especially  so  when  they  get  the  whisky  that  I  often  dispense 
to  patients  during  operations.  One  jolly  son  of  Ireland 
cracked  jokes  with  the  nurses  and  assistants,  and  enjoyed  him- 
self hugely,  while  I  removed  his  entire  hypertrophied  prostate 
gland.  Some  find  solace  in  smoking  a  cigar  or  chewing  tobacco. 
Conversation  can  be  carried  on  with  the  conscious  patient,  and 
questions  suggested  by  the  conditions  revealed,  or  by  visiting 
physicians,  can  be  asked.  If,  upon  resection  of  a  joint,  ampu- 
tation is  found  necessary,  the  patient  can  give  authority  to 
proceed.  In  cases  of  long-standing  hernia,  the  patient  can  be 
of  great  assistance  in  helping  to  isolate  the  sac  by  coughing, 
and  often  forced  expirations  will  help  in  the  withdrawal  of 
intestines  which  cause  inconvenience  in  ligating  the  sac.  Stim- 
ulants, nutrition,  and  water  can  be  administered  during  opera- 
tion, and  if  shock  appears,  no  depression  from  ether  or  chloro- 
form narcosis  complicates  the  case.  Adrenalin  chloride,  25 
minims  of  a  i  to  1000  solution,  atropine,  spartine,  strychnine, 
and  morphine  are  among  the  efficient  antidotes  to  cocaine. 
Upon  the  first  indication  of  shock,  stimulants  and  antidotes 
should  be  given  immediately,  as  they  will  promptly  arrest  any 
depressing  symptoms.  Before  giving  a  spinal  anesthesia  I  am 
always  careful  to  have  strychnine,  atropine,  spartine,  and 
adrenalin  chloride  at  hand,  and,  preferably,  two  or  three 
syringes  loaded  with  these  drugs.  The  injection  01  cocaine 
has  been  given  before  and  after  a  hearty  meal,  with  no  apparent 
inconvenience.  Patients  have  partaken  of  regular  dinners  dur- 
ing an  operation,  with  no  digestive  symptoms.  When  three  or 
four  patients  are  to  be  operated  upon,  all  are  often  given  the 
spinal  anesthesia  at  the  same  time.  As  the  noon  hour 
approaches,  they  become  hungry,  and,  unless  especially  contra- 
indicated,  they  are  given  their  regular  hospital  meal  after  the 
injection  and  before  the  operation.  We  formerly  operated 
after  the  patients  had  fasted  for  several  hours,  lest  they  might 
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have  become  nauseated  during  the  operation,  or  assuming  that 
we  might  have  to  administer  ether  or  chloroform,  but  now 
nourishment  is  given  before  or  after  operation,  if  the  patient 
is  hungr>\ 

The  post-operative  symptoms  following  cocaine  anesthesia 
are  inconsiderable,  and  the  cerebro-spinal  fluid  seems  to  be 
antiseptic,  for  after  an  injection  made  with  faulty  asepsis,  no 
signs  of  infection  followed. 

A  Luer's  glass  syringe  with  solid  glass  piston,  which  is 
easily  sterilized  and  always  in  order,  is  preferred.  The  needles 
are  usually  three  inches  long  and  made  from  No.  19  steel-wire 
tubing.  Care  should  be  taken  to  sterilize  both  needle  and 
syringe. 

The  points  selected  for  puncture  are  between  the  second  and 
third,,  third  and  fourth,  or  fourth  and  fifth  lumbar  spines.  The 
back  should  be  carefully  cleansed,  so  that  the  aseptic  operator 
may  palpate  the  crests  of  the  ilium  and  the  lumbar  spines.  A 
line  drawn  from  one  crest  of  the  ilium  to  the  other  crosses  the 
space  between  the  third  and  fourth  lumbar  vertebrae.  The 
patient  may  be  seated  on  a  chair  or  on  the  edge  of  the  operating 
table,  or  reclined  upon  either  side  on  the  table  with  the  body 
curved  forward  to  separate  the  spinous  processes.  The  point 
of  insertion  is  frozen  with  ethyl  chloride  or  rendered  anesthetic 
with  sterile  water  distention.  The  needle  is  inserted  in  the 
median  line  between  the  third  and  fourth  lumbar  spines,  with 
the  point  directed  upwards  for  operations  below  the  diaphragm. 
As  the  needle  is  introduced,  it  is  felt  to  puncture  a  membrane ; 
then  the  resistance  suddenly  lessens,  and  if  the  cerebro-spinal 
fluid  appears,  the  needle  is  in  the  canal.  The  lumen  may  be 
blocked ;  if  so,  coughing  may  be  sufficient  to  open  it,  or  if  that 
does  not  succeed,  a  sterile  wire  can  be  used  to  clear  the  needle. 
It  may,  however,  be  necessary  to  remove  the  needle.  If  there 
is  still  no  fluid,  the  needle  is  not  in  proper  position,  and  must 
be  inserted  in  another  direction.  Frequently  several  attempts 
are  necessary  to  effect  an  entrance  into  the  canal,  especially  in 
the  presence  of  spinal  curvature. 

Complete  analgesia  can  be  produced  by  injecting  from  a 
third  to  one  and  a  half  or  even  two  grains  of  cocaine.  We 
formerly  used  one  grain,  but  later  two  grains  for  experimental 
purposes.  I  have  found  the  best  results  with  tropo-cocain, 
prepared  by  J.  H.  Hubacheck,  druggist  at  the  City  and  County 
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Hospital,  San  Francisco.  No  alarming  or  serious  symptoms 
have  followed  the  use  of  tropo-cocaine.  If  it  is  sterilized  by 
bringing  it  to  a  temperature  of  235  degrees  Fahrenheit  and 
maintaining  it  at  that  temperature  for  fifteen  minutes.  Dry 
crystals  of  tropo-cocaine  are  preferred ;  but  when  not  at  hand, 
fourteen  minims  of  a  2  per  cent,  solution  is  used.  To  achieve 
a  perfect  result  it  is  necessary  that  the  cocaine  be  pure  and  not 
over-sterilized;  and  the  technique  of  the  injection  must  be 
faultless.  Great  care  should  be  taken  not  to  spill  the  cocaine 
or  lose  a  portion  of  the  fluid. 

Upon  the  appearance  of  the  fluid,  the  end  of  the  needle  is 
closed  with  the  finger.  The  tropo-cocaine  may  be  dissolved 
in  the  syringe  or  in  the  aseptic  vial  in  which  it  has  been  steril- 
ized by  allowing  the  spinal  fluid  to  escape  into  it.  The  cocaine 
usually  adheres  to  the  sides  of  the  vial,  hence  I  prefer  to 
dissolve  the  cocaine  in  it  and  pour  the  solution  into  the  syringe. 
After  the  cocaine  solution  is  placed  in  the  syringe,  the  tip  of 
the  latter  is  inserted  into  the  needle,  and  more  fluid  withdrawn 
to  still  further  dissolve  the  cocaine.  The  fluid  is  then  injected 
through  the  needle,  and  the  needle  withdrawn  as  the  patient 
straightens  out  the  back.  Care  must  be  taken  not  to  withdraw 
the  plunger,  for  the  fluid  will  be  withdrawn  as  the  needle  is 
removed.  If  the  2  per  cent,  solution  of  cocaine  is  used,  it 
can  be  injected  directly  into  the  canal. 

Some  have  feared  the  increase  of  spinal  pressure,  but  I  have 
failed  to  observe  unpleasant  symptoms  following  either  method. 
I  have  never  seen  an  acceleration  of  the  pulse  follow  this  in- 
jection, except  in  rare  instances,  or  as  the  result  of  fright  or 
nervousness.  After  a  loss  of  blood  or  tension  upon  the  nerves 
or  pressure  upon  abdominal  organs,  a  change  in  the  character 
of  the  pulse  becomes  apparent;  but  no  more  than  would  be 
present  without  the  lumbar  puncture  could  the  pain  be  alle- 
viated. 

For  operations  above  the  diaphragm  the  needle  is  inserted 
in  the  second  space  and  the  cocaine  forcibly  injected  into  the 
canal. 

Anesthesia  of  the  lower  extremities  occurs  in  from  five  to  ten 
minutes;  for  the  body  and  upper  extremities,  in  from  fifteen 
to  twenty-five  minutes.  We  have  waited  forty-five  minutes 
for  the  desired  result.  This  analeesia  lasts  from  one  to  five 
hours.     If  the  injection  has  taken  effect,  patients  complain 


2/2  Edgar  Reeve  Bryant,  M.  D. 

of  a  numbness  and  tingling  of  the  feet.  They  always  remark 
that  "  their  feet  have  gone  to  sleep  "  or  that  their  feet  tingle. 
This  is  a  sure  sign  that  the  anesthesia  is  effective.  They  often 
complain  of  pain  in  either  limb  as  the  cocaine  is  injected. 

The  condition  of  the  nervous  system  of  the  patient  has 
much  to  do  with  the  efficiency  of  the  analgesic.  Timid,  nervous 
people  often  complain  of  pain  when  none  exists.  This  nervous- 
ness is  increased,  if  several  bungling  attempts  to  insert  the 
needle  are  made.  A  few  whiffs  of  alcohol  or  chloroform  on  a 
chloroform  inhaler  usually  suffice  to  restore  their  courage. 

During  a  herniotomy,  performed  upon  a  man  over  seventy 
years,  a  good  deal  of  tearing  was  necessary  to  separate  the 
sac  from  the  cord.  His  pulse  became  very  weak  and  the 
characteristic  symptoms  of  shock,  sighing,  gaping,  and  per- 
spiration appeared.  He  was  perfectly  conscious,  but  not  cog- 
nizant of  his  condition.  Owing  to  a  faulty  syringe,  he  may 
have  received  two  grains  of  cocaine.  He  had  been  admitted 
to  the  medical  ward  one  and  a  half  days  before  for  delirium 
tremens.  He  was  discharged  as  cured,  and  came  to  my  ward 
for  operation,  and  I  did  not  see  him  until  he  was  on  the 
operating  table,  and  did  not  know  his  history  until  after  the 
operation.  Others  have  received  two  grains  with  no  evil 
results ;  hence,  I  do  not  believe  that  the  cocaine  was  responsible 
for  the  transient  symptoms  of  shock.  Upon  his  return  to  his 
bed,  he  asked  for  a  newspaper  to  read,  and  was  quite  disap- 
pointed because  his.  request  was  refused. 
•  What  would  be  the  result  if  an  anesthetic  of  chloroform 
or  ether  were  administered  for  herniotomy  one  and  a  half 
days  after  an  attack  of  delirium  tremens  ? 

As  a  rule,  locomotion  is  interfered  with  while  the  action 
of  the  cocaine  is  present,  but  some  patients  have  arisen  from 
the  operating  table  and  walked  to  their  beds.  We  have  trouble 
to  keep  patients  confined,  as  they  feel  but  slightly  the  results 
of  severe  operations.  They  feel  no  pain  as  the  result  of  the 
operation  until  several  hours  have  elapsed.  The  effect  of  the 
cocaine  disappears  so  gradually  that  only  a  dull  pain  appears 
hours  after  the  surgeon  has  finished.  The  patient  will  always 
be  found  smiling,  content,  and  grateful  when  the  first  visit 
is  made  after  the  operation,  and  never  groaning  or  writhing 
with  pain. 

A  colleague,   Dr.   A.  W.   Morton,  has  been  using   spinal 
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anesthesia  for  years.  He  has  employed  it  upon  1620  cases 
without  a  death.  He  has  been  successful  in  operations  .about 
the  chest,  head,  and  neck,  and  reports  excellent  results  in 
confinement  cases. 

The  symptoms  of  headache  and  backache  usually  reported 
as  following  the  sub-arachnoid  injection  of  cocaine  appear 
only  occasionally,  and  seldom  when  the  injection  is  not  fol- 
lowed by  operative  procedure.  Patients  receiving  chloroform 
or  ether  anesthesia  almost  invariably  complain  of  backache 
and  headache  among  the  various  other  complaints. 

Thirst,  the  great  cross  after  usual  abdominal  operations, 
can  be  assuaged  at  will  after  cocaine  anesthesia.  In  the 
report  of  the  following  cases,  I  did  not  consider  that  an 
occasional   headache   or  backache   merited   mention. 

As  I  have  used  cocaine  anesthesia  over  two  hundred  times 
without  the  slightest  alarming  symptoms  which  I  could  at- 
tribute to  the  injection  in  cases  suitable  for  any  form  of 
anesthesia  or  for  surgical  operation,  I  think  I  am  justified 
in  pronouncing  it  a  safe  and  efficient  means  of  general  anes- 
thesia in  most  operations  below,  and  in  many  operations 
above,  the  shoulders,  and  that  it  will  greatly  lessen  the  amount 
of  chloroform  or  ether  used  when  not  alone  effective  in  opera- 
tions above  the   shoulders. 

I  have  seen  alarming  symptoms  follow  the  use  of  spinal 
analgesia  in  but  two  cases. 

A  woman,  in  a  very  weak  and  feeble  condition,  suffered 
greatly  from  shock  and  depression  after  spinal  anesthesia 
with  two  grains  of  cocaine.  I  was  operating,  and  did  not  see 
her  immediately  before  the  injection,  and  did  not  know  that 
her  vitality  was  at  such  a  low  ebb.  Had  I  seen  her  before  the 
injection,  I  would  not  have  permitted  it.  She  recovered 
perfectly  from  the  shock,  and  had  no  symptoms  following 
the  injection  that  were  dependent  upon  the  cocaine.  The 
case  was  one  of  gangrene  of  the  foot.  Some  days  later  she 
was  operated  on  by  another  surgeon  under  chloroform  or 
ether  anesthesia,  and  died  two  days  following  the  operation. 

The  other  case  was  that  of  an  old  gentleman  who  had  been 
confiened  to  his  room  and  bed  with  extensive  ulcers  of  both 
legs.  He  was  troubled  with  asthma,  bronchitis,  and  a  very 
weak  heart.  He  received  two  grains  of  cocaine  in  the  fourth 
lumbar  space,  and  during  the  operation  for  the  resection  of 
varicose  veins  almost  succumbed  on  the  table.  The  effect 
of  the  shock  soon  disappeared,  but  he  died  from  pneumonia 
nine  days  after  the  operation. 
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It  will  be  noticed  that  these  two  cases  of  shock  resulted 
from  the  use  of  two  grains. 

I  used  two  grains  for  some  months  to  gain  experience 
with  that  amount  of  the  drug,  and  found  it  to  be  perfectly 
safe  in  any  except  very  weak  patients.  I  now  give  one  grain, 
and  if  anesthesia  is  not  established  in  fifteen  minutes  for  the 
lower  extremities,  another  grain  is  given.  In  some  cases 
the  effect  of  the  cocaine  is  almost  instantaneous;  in  others, 
twenty  minutes  to  half  an  hour,  or  even  longer,  is  necessary. 

The  injection  of  cocaine  seems  to  have  no  effect  upon  the 
cerebro-spinal  fluid.  Fluid  has  been  drawn  four  days,  six 
days,  ten  days,  thirty  days,  and  periods  ranging  from  six 
weeks  to  three  years,  after  the  injection  of  cocaine,  from 
numerous  patients,  and  Dr.  F.  G.  Canney,  our  city  pathol- 
ogist, found  the  fluid  normal  in  every  case.  The  injection 
seems  to  have  no  effect  on  the  gastro-intestinal  canal.  We 
have  given  patients  full  meals  immediately  before  and  after 
the  injection  of  cocaine,  during  the  operation,  and  after  the 
operation,  with  absolutely  negative  results. 

I  have  used  spinal  anesthesia  on  a  number  of  private  cases 
of  both  sexes,  and  would  not  hesitate  to  use  it  on  any  patient, 
except  where  contra-indicated;  and  this  contra-indication 
would  mean  an  almost  moribund  condition.  I  have  not  used 
it  in  children  under  ten  years  of  age,  as  I  am  not  sure  of  the 
position  of  the  cord  in  childhood.  A  case  of  puncture  of  the 
cord  in  a  child,  reported  by  Dr.  J.  Wyllis  Hassler,  came  as  a 
timely  warning  to  me,  and  I  feel  very  grateful  to  the  doctor 
for  the   report. 

The  systemic  effect  of  cocaine  is  of  very  short  duration, 
and  any  shock  arising  from  its  use  lasts  but  a  few  minutes; 
no  trace  of  it  can  be  found  in  the  cerebro-spinal  fluid  or  in 
the  system  after  its  anesthetic  effect  has  passed  away. 

There  is  no  line  of  surgery  in  which  any  other  anesthetic 
could  be  as  convenient,  practical,  and  safe  as  in  military 
surgery. 

On  account  of  their  volatility,  chloroform  and  ether  are 
given  with  great  difficulty  in  high  altitudes.  Altitude  or 
climate  has  no  effect  on  cocaine  crystals,  and  spinal  anesthesia 
would  be  especially  applicable  to  altitudes  or  climates  inimical 
to  ether  or  choloroform' narcosis. 

Needles  have  been  broken  off  and  the  tips,  evading  search, 
have  remained  in  the  spinal  canal.  I  have  not  been  able  to  find 
any  symptoms  resulting  therefrom. 

Spinal  anesthesia  is  to  be  recommended  in  operations  on 
the  urethra,  prostrate,  bladder  or  rectum  in  old  men.  There 
is  no  shock,  and  the  rectum  is  not  subject  to  the  pressing 
movements  so  often  seen  in  ether  or  chloroform  narcosis.  The 
rectum  can  be  dilated  to  its  full  extent  for  several  minutes 
without  any  effect  on  the  respiration  or  pulse. 
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EPIDEMIC  DIARRHEA  IN  CHILDREN  AND  ITS 
PROPHYLAXIS  AND  TREATMENT. 

BY  EDMUND  CAPPER^  M.   D. 

(a)  Prophylaxis.  Since  epidemic  infantile  diarrhea  is  to  a 
considerable  extent  a  preventable  disease,  a  grave  respon- 
sibility rests  with  the  sanitary  authorities  of  our  large  towns; 
and,  happily,  to  such  responsibility  they  are  keenly  alive,  es- 
pecially in  those  towns  where  the  mortality  from  this  cause 
is  alarmingly  great.  From  experience  acquired  from  con- 
tinuous observation,  there  is  a  fairly  constant  agreement  upon 
the  general  lines  to  be  followed.  Of  first  importance  (and 
this,  of  course,  applies  to  all  zymotic  diseases)  is  a  thorough 
and  efficient  drainage  system  with  properly  regulated  fall, 
ventilated  by  shafts  passing  above  the  houses,  and  not  through 
the  man-holes.  Attention  should  be  given  to  the  removal 
of  all  liquid  and  solid  filth;  pail  closets  should  be  absolutely 
abolished.  The  dryness  and  cleanliness  of  the  soil  should 
be  insured  as  far  as  possible,  and  the  ground  about  dwell- 
ings sealed,  wherever  practicable,  with  impenetrable  material, 
such  as  cement;  the  ground  water  should  be  lowered  per- 
manently to  such  a  point  as  will  prevent  dampness  of  the  soil. 
Free  ventilation  should  be  secured  by  such  means  as  the 
widening  of  streets,  the  provision  of  free  spaces,  etc.,  and  the 
erection  of  back-to-back  dwellings  totally  condemned.  The 
constant  watering  of  the  streets,  especially  in  summer  time, 
is  an  important  precaution,  since  it  is  maintained,  with  much 
reason,  that  dust  bears  no  small  part  in  the  spread  of  the  dis- 
ease. The  sanitation  of  road  traffic  is,  deservedly,  receiving 
much  more  attention  than  heretofore.  Offensive  oflfal  should  be 
as  far  as  possible  carefully  removed,  since  in  dry  weather, 
with  even  moderate  breezes,  foul  matter  is  blown  about  in  the 
air  we  breathe,  and  thus  comes  in  contact  with  food  exposed 
for  sale,  and  with  milk  served  in  open  vessels.  Bacterial  ex- 
amination reveals  in  this  street  pollution  the  presence  of  many 
organisms,  among  which  may  be  mentioned  those  of  tetanus, 
glanders,  anthrax:  also  streptococci,  torula,  and  sarcina, 
staphylococci,  B.  proteus,  B.  subtilis,  and  B.  coli  communis. 
Where  paving  is  defective  the  street  refuse  soaks  down  through 
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the  interstices,  and  the  polluter  under-stratum  thus  formed 
affords  a  fruitful  culture-bed  for  bacteria. 

Of  equal  importance  to  the  efficient  drainage  of  a  town  is 
the  purity  of  its  milk  supply.  Milk  is,  without  doubt,  the 
most  common  channel  through  which  diarrheal  infection  is 
propagated.  Given  a  perfect  milk  supply,  it  is  generally  agreed 
that  the  scourge  would  in  great  measure  disappear.  Hence, 
the  absolute  necessity  of  a  systematic  inspection  of  dairies. 
Moreover,  the  people  should  be  warned  by  whatever  means 
may  suggest  themselves  locally,  to  observe  certain  precautions 
in  regard  to  milk.  Its  storage  on  the  ground  floor  of  dwelling- 
houses  or  in  underground  cellars  should  be  discouraged ;  pan- 
tries should  not  be  underground  cellars  or  cellar  stair-heads. 
Receptacles  for  food  should  be  light,  cool,  dry,  and  wdl  ven- 
tilated, and  protected  against  rise  of  ground  air.  Where 
there  is  any  doubt  about  the  purity  of  the  supply,  the  milk 
should  be  boiled  immediately  on  receipt;  there  are  certain 
well-known  disadvantages  attending  this  measure,  but  when 
diarrhea  is  prevalent,  it  is  a  most  essential  precaution.  Besides 
the  milk,  other  food  should  be  constantly  inspected  by  the 
sanitary  authority;  stale  fruit  and  over-ripe  fruit,  especially, 
should  be  condemned,  the  exuding  juices  forming  a  most  fa- 
vorable nidus  for  the  development  of  bacteria.  With  the 
advent  of  diarrhea,  prominent  notices  should  be  posted  about 
the  town,  with  a  warning  in  regard  to  the  danger  of  neglecting 
early  symptoms,  emphasizing  the  importance  of  general  and 
personal  cleanliness,  and  especially  giving  simple  directions 
as  to  the   feeding  of  infants. 

Finally,  the  sooner  instruction  in  elementary  hygiene  is 
made  compulsory  in  schools,  the  better  for  the  community 
at  large.  It  has  been  often  suggested  that  the  feeding  and 
management  of  a  baby  should  be  an  essential  part  of  the 
education  of  senior  girls,  and  such  a  regulation  would,  without 
doubt,  be  the  means  of  saving  many  infant  lives. 

General  treatment. — Before  proceeding  to  the  homeopathic 
treatment,  it  is  necessary  to  refer  to  some  general  principles. 
First,  in  regard  to  diet:  The  almost  universal  teaching  now- 
adays is  to  immediately  stop  all  milk,  for  a  few  hours,  in  the 
case  of  breast-fed  babies ;  for  a  longer  period  where  hand- 
feeding  is  employed.  Escherich  has  shown  that  the  bacterial 
flora  of  the  infant's  intestines  change  radically  and  speedily 
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when  milk  is  excluded  from  the  diet.  Such  a  proposition 
sounds  simplicity  itself ;  practically,  the  problem  of  providing 
an  efficient  substitute  for  milk  is  often  well-nigh  insurmount- 
able ;  it  is,  in  fact,  the  "  counsel  of  perfection.**  Those  who 
have  been  engaged  extensively  in  dispensary  work  cannot  fail 
to  recognize  it  as  somewhat  Utopian. 

To  enter  into  details  of  dietary  treatment  would  be  to  write 
a  small  treatise  on  the  subject,  and  to  little  purpose,  since  the 
common-sense  adaptation  of  general  principles  to  the  special 
circumstances  is  often  the  only  practicable  possibility.  The 
greatest  difference  of  opinion  exists  as  to  the  means  that  should 
be  adopted.  To  cite  examples  of  this  divergence,  some  recom- 
mend the  employment  of  artificial  foods,  such  as  beef  jelly, 
panopepton,  bovinine;  while  others  (particularly  Vaughan) 
condemn  all  trade  meat  extracts  as  worse  than  worthless: 
solutions  of  egg-albumen  have  been  highly  lauded,  but  Synott 
considers  this  entirely  a  thing  of  the  past,  as  difficult  of  diges- 
tion. This  also  is  the  opinion  of  Kerley,  who  regards  it  as  an 
atrocious  substitute  for  milk,  forming  a  putrefactive  culture 
medium.  But,  at  all  events,  some  measures  must  be  taken 
for  providing  the  proteids  and  carbohydrates  which  milk  con- 
tains in  ideal  proportions;  the  former  are  best  supplied  by 
animal  broths,  e.  g.,  beef,  mutton,  chicken  or  veal  bouillon, 
and  the  latter  by  some  form  of  soluble  starch  or  dextrin, 
obtained  by  boiling  rice,  arrowroot,  barley,  etc.  Dr.  Rober- 
son  Day  recommends  as  the  best  diet  whey  made  with  rennet, 
or  wine  whey.  Dextrin ized  barley  gruel,  with  the  addition 
of  malt  diastase,  is  generally  available  and  of  the  greatest 
value.  As  soon,  however,  as  the  crisis  is  passed,  barley-water 
and  milk,  or  sterilized  milk  (preferably  peptonized),  should 
be  gradually  resumed  with  caution.  In  any  case,  all  food 
should  be  given  during  an  attack  in  small  quantities  (about 
one-quarter  the  usual  amount),  and  thirst  should  be  relieved 
by  giving  freely  water,  whey,  or  thin  barley-water. 

With  general  old-school  drug  treatment  we  are  not  con- 
cerned, since  with  such  limitation  we  might  well  feel  appalled 
at  the  feebleness  of  our  resources.  It  is  only  necessary  to  say, 
that  with  the  recognition  of  epidemic  diarrhea  as  a  zymotic 
disease,  the  treatment  has  naturally  developed  in  the  direction 
of  antiseptics,  and  many  of  these  have  been  tried  and  are 
recommended,  such  as  mercuric  chloride,  carbolic  acid,  creo- 
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sote,  salicylate  and  benzoate  of  sodium,  salol,  naphthalin,  resor- 
cin,  B-naphthol,  bismuth.    Treatment  on  such  lines  could  not 
be  lightly  put  aside,  were  it  not  impossible  in  this  way  to 
thoroughly  disinfect  the  alimentary  canal;  and,  at  the  very 
best,  it  is  but  a  crude  and  clumsy  device,  compared  with  the 
truly  scientific  method  of  homeopathy,  which  does  not  aim 
solely  at  clearing  away  poisonous  products  already  present, 
but  at  restoring  the  mucous  membrane  to  its  normal  healthy 
condition,  when  the  cells  become  self-protective,  and  no  suitable 
nidus  remains  for  the  development  of  putrefactive  processes. 
A  far  more  practical  and  certain  method  of  modern  ortho- 
dox treatment  than  the  exhibition  of  antiseptics  by  the  mouth, 
is  enteroclysis,  or,  in  plain  English,  the  washing  out  of  the 
stomach  and  large  intestine,  either  with  plain  water  or  with 
some  antiseptic  or  saline  solution.    By  the  mechanical  removal 
of  putrefactive  products,  as  far  as  possible  in  this  manner,  a 
clear  field  is  left  for  the  untrammeled  action  of  the  indicated 
remedy.    The  stomach  of  an  infant  is  simply  washed  out  by 
means  of  a  No.  7  French  elastic  catheter,  passed  through  the 
nose  as  the  child  lies  on  the  nurse's  lap;  giv  are  passed  into 
the  stomach  and  allowed  to  flow  out  by  bending  the  child 
forward.    This  is  repeated  several  times,  till  the  fluid  returns 
quite  clear  from  the  stomach.     It  is  especially  useful  where 
persistent  vomiting  prevents  the  retention  of  any  food  or  medi- 
cine.    As  a  substitute,  where  there  is  no  vomiting,  copious 
draughts  of  boiled  water  may  be  given,  especially  in  the  case 
of  older  children.     Irrigation  of  the  large  intestine  is  easily 
accomplished  by  means  of  a  flexible  catheter.     The  child  is 
placed  on  the  back,  the  thighs  flexed,  the  buttocks  brought 
to  the  edge  of  the  bed  or  table.    The  catheter  should  be  passed 
while  the  water  is  flowing,  or  it  is  apt  to  double  upon  itself 
and  fail  to  penetrate  sufficiently  far.     The  vessel  containing 
the  fluid  should  be  held  about  two  feet  above  the  patient,  and 
after  a  small  amount  of  fluid  has  been  allowed  to  trickle  into 
the  gut,  the  reservoir  should  be  gradually  raised  to  the  height 
of  three  feet.     Where  there  is  hyperpyrexia,  the  injection  of 
cold  water  acts  beneficially  in  reducing  the  temperature,  but 
care  must  be  exercised,  as  the  shock  is  in  exact  proportion 
to  the  coldness  of  the  water,  and  rapid  reduction  of  the  bodily 
heat  may  be  followed  by  alarming  symptoms  of  heart  failure. 
It  is  well,  therefore,  to  begin  with  water  at  a  temperature  of 
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about  80**.  Many  advocates  of  this  plan  of  treatment  use 
normal  saline  solution,  which  would  appear  specially  indicated, 
considering  the  impoverished  condition  of  the  blood.  Of 
these  methods  I  have  myself  had  no  practical  experience; 
nevertheless,  there  is  abundant  testimony  of  their  value  in  the 
hands  of  those  who  have  used  them. 

I  am  not  sure  how  far  your  sympathies  will  go  with  me 
when  I  confess,  though  I  have  never  tried  it,  to  having  some 
predilection  in  favor  of  commencing  the  treatment  with  a 
physiological  dose  of  some  cathartic.  Surely,  the  first  indica- 
tion is  to  remove,  as  far  as  possible,  the  poison  in  the  ali- 
mentary canal,  just  as  any  other  foreign  body  should  be  me- 
chanically got  rid  of,  before  medicinal  treatment  can  be  intel- 
ligently commenced.  Lavage  can  accomplish  this  as  far  as 
the  stomach  and  large  intestine  are  concerned;  by  cathartics 
alone  can  we  expect  to  get  at  the  contents  of  the  small  intes- 
tine. The  drugs  usually  employed  for  this  purpose  are  castor 
oil  (where  there  is  no  vomiting)  and  calomel.  I  have  tried 
similar  treatment  successfully  in  ordinary  cases  of  diarrhea, 
where  there  is  no  doubt  that  the  trouble  is  due  to  some  per- 
nicious accumulation  in  the  intestine,  and  it  may  be  defended 
on  the  broad  principle  of  tolle  causam.  The  argument  that 
will  be  brought  against  me  is,  I  know,  that  such  a  procedure 
would  interfere  with  the  action  of  the  homeopathic  remedy 
afterwards  administered,  but  I  venture  to  question  whether 
we  are  not  inclined  greatly  to  exaggerate  the  long-continued 
eflFects  of  drugs.  I  have  often  felt  that  one  of  our  greatest 
faults  as  homeopaths  in  the  past  has  been,  that  we  have  gone 
to  the  extreme  of  pinning  our  faith  far  too  much  upon  the 
homeopathic  remedy,  to  the  exclusion  of  equally  valuable 
accessory  means,  and  that  the  true  scientific  attitude  is  that 
of  the  eclectic,  ready  to  adopt  with  broad-minded  intelligence 
the  very  best  from  all  teaching.  If  this  attitude  were  more 
general,  I  am  convinced  that  it  would  not  be  long  before  ho- 
meopathic treatment  became  practically  universal. 

Alcoholic  stimulants  are  regarded  by  most  authorities  as 
of  the  greatest  importance.  Synott,  however,  would  avoid 
them,  as  a  rule,  on  the  ground  that  they  irritate  the  already 
inflamed  gastric  mucous  membrane,  and  prefers  cardiac  stimu- 
lants by  hypodermic  injection. 

It  only  remains  to  say,  in  this  section,  that  experiments 
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are  being  carried  out  in  the  direction  of  serum-therapy,  the 
serum  used  being  obtained  from  adults  suffering  from  acute 
dysentery,  or  that  of  other  infants  suffering  from  summer 
diarrhea.  The  specific  anti-dysenteric  serum  used  by  Shiga 
has  also  been  experimentally  tried. 

HOMEOPATHIC  TREATMENT. 

Although  practicing  for  the  last  five  and  a  half  years  in 
Leicester,  so  noted  as  a  diarrhea  town,  it  is  not  there  that  I 
have  had  the  largest  experience  in  infantile  diarrhea ;  but  while 
working  in  Liverpool,  particularly  at  the  dispensary,  I  saw 
a  great  deal  of  it.  The  general  treatment  we  have  just  con- 
sidered is  doubtless  important,  but,  after  all,  it  is  at  best 
accessory ;  our  sheet-anchor  is  homeopathy.  Deprived  of  that 
resource,  gentlemen,  I  do  not  think  I  should  dare  to  face  an 
epidemic  of  infantile  diarrhea.  In  the  treatment  of  the  cases  • 
I  now  bring  before  you^-cases  occurring  among  the  poorest 
and  most  ignorant  class  in  Liverpool — ^accessory  aids  were 
for  the  most  part  out  of  the  question ;  refinements  of  diets  were 
a  Utopian  dream;  milk  was  usually  the  only  available  source 
of  nourishment,  and  not  the  slightest  dependence  could  be 
placed  upon  the  mothers  for  its  preparation,  nor,  indeed, 
could  they  be  altogether  prevented  from  carrying  out  their 
own  ideas  in  the  way  of  food ;  lavage  of  the  stomach  and  intes- 
tines was  at  the  time  of  my  notes  hardly  thought  of,  and  in 
any  case  in  the  rush  of  dispensary  work,  the  details  of  carry- 
ing out  would  have  been  almost  impossible;  exposure  and 
neglect  was  only  too  often  the  lot  of  the  little  sufferers.  The 
treatment  was,  therefore,  homeopathy,  and  practically  ho- 
meopathy alone,  and  that  in  the  hands  of  one  fully  conscious 
of  the  limitations  of  his  knowledge  therein;  yet,  in  182  re- 
corded cases  only  6.6  per  cent,  died;  and  this  percentage,  as 
will  be  presently  shown,  is  a  most  rigorous  estimate,  and  if 
all  cases  treated  were  considered,  might  be  reduced  to  about 
half. 

Two  epidemis  are  tabulated,  dealing  with  my  own  cases  at 
the  North  Homeopathic  Dispensary,  Liverpool,  in  the  summers 
of  1894  and  1897:  these  were  the  only  two  in  which,  under 
the  difficulties  of  dispensary  work,  I  was  able  to  get  satis- 
factory records.  It  is  almost  impossible  to  prevail  upon  the 
parents  to  make  regular  reports,  especially  when  the  cases  do 
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well,  and  their  end  is  gained.  Often  a  case  would  be  coaxed 
carefully  on  to  convalescence,  and  then  disappear  altogether, 
leaving  the  issue  in  doubt;  this  is  especially  disappointing, 
where  a  seemingly  hopeless  case  has  got  almost  well,  but  ab- 
solute recovery  is  not  reported.  There  is  no  doubt  most 
of  these  cases  do  get  quite  well,  as  I  have  often  found  out 
weeks  afterwards,  quite  casually;  on  the  other  hand,  a  few 
cases  of  tardy  progress  are  taken  elsewhere  for  treatment.  To 
follow  them  all  up  would  be  an  almost  impossible  undertaking, 
since  sixty  or  seventy  cases  of  all  varieties  of  disease  were  a 
common  daily  experience  for  each  medical  officer  at  the  dis- 
pensary, and  the  time  at  his  disposal  was  necessarily  limited. 
Not  being  a  Chancellor  of  the  Exchequer,  I  am  at  a  loss  how 
to  present  my  statistical  statement  in  an  interesting  manner; 
again,  I  am  fully  aware  that  a  humorist  has  described  the  de- 
grees of  aberrations  from  the  truth,  not  without  some  show 

of  reason,  as  lies, lies,  and  statistics.    So  I  must  do  my  best 

in  face  of  these  difficulties  to  briefly  summarize  the  cases. 

All  cases  of  diarrhea  under  my  own  care  during  the  stated 
period  were  noted,  but  only  cases  definitely  reported  as  abso- 
lute recoveries,  or  at  least,  in  an  advanced  stage  of  conva- 
lescence, are  allowed  place  in  those  records. 

In  the  first  epidemic  (1894)  56  cases  are  thus  recorded 
to  the  end:  five  deaths  occurred,  or  8.9  per  cent.  Three  of 
these  deaths  appear  in  the  records ;  two  were  transferred  from 
the  out-patient  department  to  the  visiting  book,  and  so  are 
not  registered  in  the  lists  I  hold,  as  these  deal  only  with 
out-patients.  Though  only  56  cases  are  fully  reported,  131 
presented  themselves  for  treatment,  and  assuming,  as  may 
be  quite  fairly  done,  that  the  great  majority  of  these  got  well, 
the  mortality  is  reduced  about  4  per  cent. 

In  the  second  epidemic  (1897),  by  most  strenuous  efforts 
on  the  part  of  the  medical  officer,  the  cases  were  much  better 
reported  by  the  parents.  One  hundred  and  twenty-six  cases 
were  followed  to  the  end ;  the  deaths  recorded  were  seven ; 
six  of  these  appear  in  the  records,  but  of  the  seventh  I  have 
a  very  incomplete  history.  The  percentage  works  out  at  5.5. 
Two  hundred  cases,  however,  presented  themselves;  so,  reck- 
oning all  cases  treated,  the  percentage  is  reduced  to  3.5.  It 
may  be  noted  that  recurrences,  unless  occurring  a  month  or 
two  later,  are  not  considered  as  new  cases. 
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Such  are  some  of  the  possibilities  in  the  way  of  juggling 
with  statistics;  but  look  at  them  as  you  will,  the  figures  are 
a  brilliant  indication  of  the  treatment  employed,  especially 
considering  the  material  the  dispensary  office  has  to  work 
upon,  and  the  very  late  stage  at  which  very  many  cases  are 
brought. 

A  discussion  of  the  remedies  employed,  and  their  indica- 
tions, would  simply  amount  to  a  repertory  on  diarrhea,  and  it 
is  far  from  my  intention  to  attempt  anything  so  ambitious. 
By  far  the  most  helpful  book  to  me  has  been  Bell  and  Laird's 
"  Homeopathic  Therapeutics  of  Diarrhea,"  in  spite  of  the  fact 
that  some  of  the  statements  are  decidedly  inclined  in  the  direc- 
tion of  dogmatism.  Each  case  must  be  taken  on  its  own 
merits,  and,  as  ever  in  homeopathy,  the  totality  of  the  symp- 
toms considered,  so  far  as  this  is  possible.  Whilst  en- 
gaged on  these  notes,  I  have  read  with  pleasure  Dr.  Mc- 
Lachlan's  able  lecture  on  the  failure  of  the  indicated  rem- 
edy under  certain  conditions.  In  the  treatment  of  diarrhea 
this  is  a  frequent  experience,  and  no  success  is  obtained  till 
some  constitutional  remedy  has  been  exhibited — in  these  cases 
usually  calcarea,  sometimes  sulphur.  Call  this  constitutional 
taint  psora,  or  what  you  will,  the  broad  theory  of  Hahnemann 
remains  undisputed. 

In  the  records  of  my  treatment,  my  shortcomings  in  knowl- 
edge of  the  Materia  Medica  stand  brazenly  confessed.  In 
many  cases  I  have  had  to  resort  to  alternation.  Theoretically, 
this  is  absolutely  unscientific ;  with  perfect  knowledge,  I  believe 
the  necessity  would  entirely  disappear.  Practically,  however, 
it  is  often  impossible  to  cover  all  the  symptoms  with  one  rem- 
edy ;  take,  for  instance,  cases  where  diarrhea  is  complicated  with 
croupy  symptoms.  My  defense  is  that  alternation  does  suc- 
ceed in  practice,  and  personally,  I  dare  not  dispense  with  it. 
But  the  more  I  see  of  homeopathy,  the  more  I  become  con- 
vinced that  it  is  not  very  far  from  being  an  exact  science: 
only  our  own  limitations  in  knowledge  stand  in  the  way  of 
perfection. 

I  will  conclude  with  a  few  practical  clinical  points  in  regard 
to  the  selection  of  the  remedy. 

Ethusa  cynapium  is  a  medicine  that  has  a  better  clinical 
reputation  than  is  justified,  according  to  several  authorities, 
by  its  provings,  much  skepticism  being  expressed  as  to  the 
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reliability  of  these.  The  editors  of  the  "  Cyclopedia  of  Drug 
Pathogenesy "  add  a  note  that  is  exceedingly  doubtful  if 
ethusa  has  any  virulent  properties.  Nevertheless,  Guernsey 
speaks  most  highly  of  it,  and  its  value  is  indorsed  by  Bell.  I 
have  often  used  it  for  sudden,  curdy  vomiting  immediately 
after  feeding,  followed  by  great  collapse.  It  proved  of  use, 
at  least  for  the  vomiting,  in  four,  but  failed  in  one  instance. 

Arsen.  alb.  is  one  of  the  most  valuable  of  all  remedies. 
The  characteristic  stool  in  infantile  diarrhea  is  small  in  quan- 
tity, of  dark  color,  and  offensive  odor,  and  is  accompanied 
by  great  prostration.  I  need  hardly  refer  to  the  vomiting 
immediately  after  ingestion,  and  the  constant  thirst  for  small 
quantities. 

Calcarea  carb.  is  of  vast  importance.  It  would  be  super- 
fluous to  epitomize  the  well-known  indications.  Illustrations 
among  the  cases  are  too  numerous  to  be  specially  noted.  Its 
value  in  the  present  series  is  probably  because  the  number  of 
strumous  children  attending  at  the  dispensary  is  always  large. 
Calc.  phos,  is  sometimes  to  be  preferred ;  its  characteristic  stool 
is  noisy  and  spluttering,  with  the  emission  of  much  flatus. 

Chamomilla  is  a  very  frequently  indicated  remedy.  In  his 
remarks  on  this  drug,  Hughes  notes  that  the  crude  and  infin- 
itesimal action  seem  about  identical ;  in  the  intermediate  stages 
dilution  seems  merely  to  weaken.  I  have  usually  employed 
the  0  tincture;  where  this  fails  and  I,  nevertheless,  feel  cer- 
tain cham.  is  indicated,  I  have  often  been  successful  with 
the  1 2th  centesimal;  or,  when  the  0  tincture  has  seemed  only 
partially  successful,  the  12th  centesimal  has  completed  the  cure. 
The  great  characteristic  of  cham.  is  over-sensitiveness. 

China  is  the  most  important  remedy  where  there  are  lien- 
teric,  painless  stools,  especially  when  passing  immediately 
after  a  meal.  Ferr.  met,  and  arsenicum,  have  also  an  undi- 
gested stool  coming  on  after  eating,  but  are  easily  differentiated 
by  concomitant  symptoms. 

Croton  tig.  is  often  required,  as  is  seen  by  its  constant  re- 
currence in  the  notes.  The  stool  is  gushing,  but  thuja,  gratiola, 
elaterium,  podoph.,  and  jatropha  curcas  share  this  character- 
istic, and  are  worth  differentiating. 

Croton  Tig.  Yellow,  watery  stool;  sudden  expulsion;  ag- 
gravated by  food  and  drink. 

Thuja  has  a  similar  stool,  but  it  is  ejected  with  more  gur- 
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gling,  and  there  is  a  similar  gurgling  on  drinking.  Rapid  ema- 
ciation is  very  characteristic,  and  it  is  more  suitable  in  chronic 
cases. 

Gratiola  has  more  nausea,  and  no  particular  aggravation 
after  food. 

Elaterium  likewise  has  no  aggravation  after  food.  In  one 
case  it  seemed  to  remove  the  diarrhea  without  curing  the 
patient.  This  experience  is  not  uncommon  in  homeopathy; 
a  symptom  is  removed,  but  other  medicines  are  required  to 
complete  the  cure. 

Podolph,  has  much  the  same  stool,  but  often  with  absence 
of  pain.  The  accompaniments,  i.  e.,  rolling  of  the  head  and 
whining  and  moaning  during  sleep,  help  much  in  its  selection. 
There  is  a  great  tendency  to  prolapsus  ani. 

Jatropha  curcas  is  a  medicine  I  have  lately  found  of  the 
greatest  help,  though  I  think  it  does  not  appear  in  any  of  the 
illustrations.  The  gushing  stool  is  associated  with  great  pros- 
tration, cramps,  and  coldness,  also  flatulence.  Watery,  al- 
buminous vomiting  is  a  strong  indication. 

Leptranda  has  a  very  characteristic  stool — black,  tar-like, 
fetid. 

Merc,  sol,  and  mere,  corr,  are  amongst  the  most  frequently 
indicated  medicines.  Merc.  sol.  is  especially  characterized 
by  great  straining,  sometimes  with  blood.  Merc.  corr.  has 
its  greatest  repute  in  dysenteric  stools ;  if  there  is  in  addition 
tenesmus  of  the  bladder,  a  brilliant  result  may  be  looked  for. 
Mercurius  is  perhaps  not  always  sufficiently  carefully  differ- 
entiated, but  surely.  Bell  exaggerates  a  little  in  his  statement 
as  to  the  great  difficulty  in  rectifying  the  mistake,  when  it  has 
been  carelesly   prescribed. 

Magnes,  carb,  I  have  found  very  useful  where  there  are 
green  stools  (**  green,  like  the  scum  of  a  frog-pond"),  with 
a  sour  smell.  Ipecac,  has  a  stool  **  as  green  as  grass,"  but  the 
great  characteristic  of  ipecac,  is  a  persistent  nausea,  which  is 
even  expressed  in  the  facies;  this,  associated  with  a  clean 
tongue,  is  conclusive  for  this  remedy.  Many  other  medicines 
have  a  green  stool,  but  one  of  the  first  I  think  of  in  such  cases 
is  magnes.  carb. 

Podoph,  is  the  great  medicine  in  painless  stools,  but  without 
careful  differentiation  it  often  disappoints.  I  had  no  good 
results  with  it  myself,  until  I  used  the  3d  centesimal,  since 
which  time  it  has  been  of  magnificent  service.  Lower  dilu- 
tions have  generally  proved  inefficient  in  my  hands,  except  in 
cases  of  prolapsus,  when  I  always  use  the  ^  tincture. 

Verat,  alb.  is  an  indispensable  medicine,  but  is  seldom  indi- 
cated unless  pain  is  a  marked  feature.  The  stool  is  profuse, 
with  forcible  evacuation,  and  is  followed  by  great  prostration. 
Jatropha  is  a  close  analogue. 
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CLINICAL  EXPERIENCE  WITH  OCCIPITO- 
POSTERIOR  LABORS.  * 

BY   KENNEDY   C.    m'iLWRAITH^    M.   D. 

I  wish  to  bring  to  notice  the  history  of  some  occipito-pos- 
terior  labors.  I  shall  refer  first  to  a  labor  which  I  conducted 
on  September  25,  1900.  The  whole  duration  of  this  labor  was 
ten  hours.  The  pains  were  strong,  and  progress  reasonably 
rapid.  The  position  was  O.D.P.  When  the  head  reached  the 
perineum,  I  gave  a  little  chloroform,  and  the  child  was  born 
face  to  pubis  without  difficulty  and  without  laceration  of  the 
perineum. 

Again,  on  the  9th  of  August,  1902,  I  confined  a  woman 
whose  labor  began  with  rupture  of  the  membranes,  advanced 
rapidly,  and  was  over  in  five  hours,  the  occiput  rotating  to  the 
front  without  assistance.  One  sees,  then,  that  there  are  some 
cases  of  occipito-posterior  position  which  do  not  call  for  inter- 
ference, and  the  difficulty  lies  in  recognizing  these  early.  My 
practice  is,  as  long  as  the  labor  pains  are  of  normal  character, 
progress  rapid  and  pelvis  roomy,  let  it  alone. 

In  August,  1899,  I  confined  a  young  woman  who  had  been 
about  twenty-four  hours  in  labor.  The  head  was  pretty  low 
down  and  I  put  on  the  forceps  and  delivered,  after  a  hard 
pull.  Result:  a  dead  baby,  a  severe  laceration,  and  a  pro- 
tracted convalescence.  Not  long  afterwards  I  gave  an  anes- 
thetic for  a  fellow  practitioner  in  a  similar  condition.  The 
result  was  the  same.  These  two  cases  may  serve  to  illustrate 
how  this  method — the  one  advocated  by  Robert  Barnes  and 
followed  at  the  Rotunda — will  often  fail.  I  would  add  that 
if  this  method  is  followed,  ordinary  forceps  with  a  shallow 
pelvic  curve,  or  with  no  pelvic  curve  at  all,  are  better  than 
axis-traction  forceps;  for  with  the  latter  the  head  is  apt  to 
rotate,  forceps  and  all,  and  then  the  sharp  pelvic  curve  becomes 
a  disadvantage.  Again,  the  straight  forceps  gives  a  better 
grasp  of  the  head  when  the  occiput  is  posterior. 

On  August  2,  1904,  I  was  asked  to  see  a  woman  in  consul- 
tation, who  had  been  a  long  time  in  labor.  The  position  was 
L.O.P.,  and  had  not  been  recognized.  The  vagina  was  dry 
and  its  tissues  swollen.     Forceps  were  applied  with  difficulty 
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by  one  of  the  physicians  in  attendance,  who  exerted  almost 
his  utmost  strength  for  about  fifteen  minutes,  without  ad- 
vancing the  head  at  all.  I  then  introduced  my  right  hand, 
freed  the  head  from  the  brim  by  pushing  it  up,  grasped  the 
anterior  shoulder  within  the  uterus  and  rotated  the  back  and 
then  the  occiput  to  the  front.  Keeping  my  fingers  at  the  side 
of  the  head  to  maintain  the  position,  I  slipped  one  blade  of 
the  forceps  along  the  hand.  The  second  blade  was  easily 
applied  and  delivery  quite  easy.  There  was  a  complete  lacer- 
ation. 

On  May  i6,  1904,  I  was  asked  to  assist  a  physician  at  a 
case  of  delayed  labor.  He  applied  axis-traction  forceps  and 
made  strong  traction  without  advancing  the  head.  I  then 
made  an  examination  and  found  the  occiput  to  the  left  rear. 
I  corrected  this  as  in  the  previous  case  and  delivered  easily. 

On  September  30,  1904, 1  saw  another  woman  who  had  been 
in  pretty  severe  labor  for  fifty-six  hours.  The  uterus  was  so 
tightly  contracted  about  the  body  of  the  child  as  to  show  its 
outline  through  the  abdominal  wall.  Rotation  in  this  case  was 
difficult  and  extraction  easy.  There  was  an  offensive  odor 
to  the  discharge  at  the  time  of  labor,  and  gonococci  were 
found  in  it.    Ten  days  later  this  woman  died  of  septicemia. 

In  another,  which  I  saw  on  November  16,  1904,  the  forceps 
had  slipped  several  times,  and  there  was  considerable  lacera- 
tion. The  skull  of  the  infant  was  fractured,  and  there  was 
large  effusion  of  blood  beneath  the  scalp,  simulating  hy- 
drocephalus. Delivery  was  easy  in  this  case,  also  after  ro- 
tation. 

I  could  multiply  instances,  but  it  is  not  necessary,  and  I 
shall  content  myself  with  giving  the  history  of  one  case  in 
which  I  practiced  early  interference,  manual  rotation,  and 
extraction  with  forceps. 

I  diagnosed  the  position  O.D.P.  by  abdominal  palpation  a 
week  before  labor  set  in.  Labor  began  with  the  escape  of 
the  waters,  and  the  pains  rapidly  became  very  severe  and  the 
intervals  short.  At  the  end  of  five  hours  the  os  was  less  than 
a  shilling  in  size,  but  the  cervix  was  taken  up.  I  dilated  under 
full  anesthesia,  rotated  the  shoulders  by  one  hand  in  the  uterus 
and  delivered  without  laceration  at  all. 

The  difficulties  which  arise  in  connection  with  this  condi- 
tion are: 
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1.  Diagnosis. — This  should  be  made  early  in  labor  by  means 
of  abdominal  palpation.  When  the  back  is  to  the  right,  one 
always  suspects  that  the  occiput  may  be  posterior.  When  the 
fetal  heart  can  be  heard  at  all,  its  point  of  maximum  inten- 
sity is  usually  far  out  in  the  flank.  When  the  head,  however, 
gets  low  down  in  the  pelvis,  the  fetal  heart  sounds  are  usually 
heard  more  distinctly  over  chest  of  the  child,  e.  g.,  in  R.O.P. 
the  heart  sounds  are  heard  best  to  the  left  of  the  middle 
line  of  the  abdomen,  and  above  the  middle  line  of  Poupart's 
ligament.  In  making  a  vaginal  examination,  do  not  trust 
to  the  sutures.  They  are  often  obscured  by  a  large  caput. 
Feel  for  an  ear,  and  its  lobe  will  give  the  direction  of  the 
occiput.  The  anterior  ear  is  often  more  easily  reached  than 
the  posterior. 

2.  Dry  labor,  whether  from  oligohydramnios  or  from  early 
ruptures  of  the  membranes,  is  a  very  frequent  accompaniment 
of  these  labors,  as  was  pointed  out  two  years  ago  by  Prof. 
Adam  Wright.  This  complication  generally  prolongs  labor 
and  increases  the  danger  of  laceration  and  septicemia,  besides 
rendering  rotation  more  difficult. 

3.  Rotation  by  hand, — ^The  development  of  this  maneuver 
has  been  by  three  stages.  First,  the  finger  alone  was  intro- 
duced into  the  vagina  and  the  occiput  rotated  to  the  front 
by  pressure  with  the  finger  up  behind  the  posterior  ear.  I 
am  convinced  that  this  could  only  be  successful  in  cases 
which  would  soon  have  righted  themselves  unaided.  Em- 
boldened by  the  success  of  antiseptic  precautions,  the  next 
generation  passed  its  whole  hand  into  the  vagina,  grasped 
the  head  and  rotated  it,  rotating  the  shoulders  by  a  hand  on 
the  abdomen.  I  have  found  this  method  uncertain,  because 
you  cannot  be  sure  of  rotating  the  shoulders  in  this  way ;  also, 
the  firm  grasp  of  the  head  necessary  depresses  the  bones  of 
the  skull. 

Lastly,  there  is  this  method  of  rotating  by  grasping  the 
shoulder  within  the  uterus  and  rotating  the  body.  The  head 
is  then  easily  turned  as  the  hand  is  withdrawn.  This  method 
I  have  found  uniformly  satisfactory.  In  R.O.P.  the  right 
hand  pushes  the  posterior  shoulder  outwards  and  backwards; 
in  L.O.P.  the  right  hand  pushes  the  anterior  shoulder  inwards 
and  to  the  front.  I  always  use  the  right  hand,  because  it  is 
the  one  which  is  to  guide  the  first  blade  of  the  forceps.     If 
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you  use  the  left  hand,  and  then  withdraw  it  to  insert  the  left 
blade,  the  head  rotates  back. 

4.  Pressure  on  head  by  forceps  is  directly  proportionate  to 
the  amount  of  force  necessary  to  deliver.  One  of  the  com- 
monest causes  rendering  force  necessary  is  insufficient  dila- 
tation of  the  os;  therefore,  when  you  dilate,  be  sure  to  dilate 
thoroughly. 

5.  Maintain  flexion  while  rotating. 

In  conclusion,  let  me  point  out  the  advantage  of  early  inter- 
ference, manual  rotation  by  the  shoulder,  and  forceps  delivery. 
The  cases  I  have  cited  illustrate  the  danger  of  letting  things 
go  on,  or  of  trying  to  deliver  without  altering  the  position. 
By  this  method  we  avoid  these  dangers;  labor  is  greatly 
shortened,  and  pain  prevented.  Lacerations  are  less  likely  to 
occur,  and  when  they  do  occur,  heal  more  readily,  because 
the  tissues  are  not  injured  by  long-continued  pressure. 

<:iK  ^^ 

ON   BLOCKING  OF   THE   VEINS   OF  THE   LOWER 
LIMBS    AFTER    OPERATIONS    AFFECT- 
ING  PELVIC   STRUCTURES. 

BY    EDWIN    A.    NEATBY,    M.  D. 

It  is  by  design  that  a  non-pathological  title  is  selected.  Had 
the  term  phlebitis  or  thrombosis  been  used,  its  employment 
would  have  suggested  a  theory  as  to  cause  and  effect.  For 
probably  fifty  years  the  terms  have  been  used  almost  inter- 
changeably. If,  for  any  length  of  time,  one  expression  has 
been  predominant,  this  has  been  explained  by  the  prevailing 
view  of  the  period,  as  to  whether  inflammation  were  the  cause 
of  the  clotting  of  the  blood  in  the  vein,  or  the  converse.  Until 
the  time  of  Virchow,  the  former  opinion  prevailed,  but  his 
writings  did  much  to  remove  this  belief;  while  at  the  present 
day  it  is  held  that  either  condition  may  act  as  a  cause  of  the 
other.  In  infective  cases  the  old  theory  is  often  true,  and  in 
simple  (aseptic)  cases  thrombosis  oftener  precedes  the  phle- 
bitis. Were  the  scope  of  this  paper  more  general  than  it  is,  it 
would  be  interesting  to  follow  up  this  question,  and  to  discuss 
the  part  which  gout,  rheumatism,  etc.,  may  play  in  causing 
blocking  of  veins. 
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The  first  case  which  made  me  reflect  on  the  causation  of  this 
condition  made  no  very  great  impression  on  my  mind  in  this 
respect  It  occurred  in  the  "  good  old  times,"  now  historic,  of 
the  early  hysterectomies  at  the  London  Hospital.  In  those 
days,  both  there  and  elsewhere,  elastic  ligatures,  wire  serre- 
noeuds,  thick  silk,  pedicle  pins,  and  fixation  of  the  stump  to  the 
abdominal  wall,  were  still  in  use.  In  January,  1896,  E.  O.  was 
admitted  for  an  irregularly  shaped  myofibroma,  reaching  to 
above  the  umbilicus,  which  I  removed  on  the  29th  on  account 
of  menorrhagia.  After  the  usual  period  of  suspense  (seven  to 
ten  days),  the  patient  began  to  do  badly;  septic  symptoms  set 
in  during  the  sloughing  off  of  the  pedicle;  pleurisy,  etc., 
retarded  the  recovery.  After  the  critical  struggle  of  such 
complications,  a  rise  of  temperature  on  March  13,  from  99.4° 
to  100.6*  did  not  attract  much  attention,  especially  as  the 
normal  was  regained  in  twent}'-four  hours.  This  was  accom- 
panied by  pain  in  the  right  leg,  tenderness  to  touch,  and  swell- 
ing of  the  limb  as  high  as  the  knee.  In  three  days  this  was 
subsiding,  and  at  the  end  of  a  week  the  patient  was  lifted  out 
of  bed.  She  was  discharged  "  cured  "  about  the  loth  of  April, 
This  incident  was  regarded  as  merely  a  part  of  a  widespread 
sepsis,  although  it  did  not  lead  to  suppuration,  as  is  usual  with 
the  infective  cases.  I  do  not  remember  if  any  intra-pelvic  cause 
for  this  was  sought. 

The  next  case  occurred  a  few  years  later,  when,  on  the  tenth 
day  after  hysterectomy,  blocking  of  the  internal  saphenous  vein 
took  place  in  a  patient  convalescing  from  hysterectomy.  The 
blocking  took  place  somewhat  suddenly,  after  the  patient  had 
been  propped  up  in  bed  somewhat,  for  the  first  time.  Nothing 
was  found  in  the  pelvis  to  account  for  this,  and  its  causation 
remained  quite  a  mystery.  I  supposed  that  interference  with 
the  pelvic  cellular  areas  had  caused  inflammation  to  spread  to 
the  femoral  or  saphenous  vein,  but  there  was  no  evidence  in 
support  of  this.  My  faith  in  such  an  explanation  was  greatly 
shaken  by  the  case  of  E.  H.,  aged  43,  upon  whom,  in  1899,  I 
performed  ventro-fixation  of  the  uterus,  after  a  long  period  of 
unsatisfactory  treatment  for  backache,  irregular  menstruation, 
etc.,  due  to  retroflexion  and  prolapse.  On  August  18,  eight 
days  after  the  operation,  the  patient  complained  of  "  rheumatic 
pain  "  in  the  right  calf.  This  was  accompanied  by  a  slight  rise 
in  temperature.    The  pain  was  worse  on  the  next  day,  the  limb 
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was  swollen  from  the  foot  to  the  thigh,  and  the  veins  in  the 
upper  part  of  the  thigh  hard  and  tender.  This  was  the 
severest  case  I  have  seen,  the  temperature  remaining  raised  for 
fourteen  days,  and  the  limb  being  hard  and  swollen,  almost 
like  a  case  of  **  white  leg  "  after  parturition.  Although  the 
patient  was  able  to  walk  with  help  by  October  19,  she  left  the 
hospital  with  the  leg  still  swollen,  weak,  and  stiff.  In  spite  of 
massage  and  exercises,  the  stiffness  remained  for  some  years. 
It  seemed  very  unlikely  that  there  could  be  any  essential  analogy 
between  the  pathology  of  such  a  case  as  this,  following  a  simple 
aseptic  operation  such  as  hysteropexy,  and  phlegmasia  alba 
dolens  on  the  old  form  of  hysterectomy.  Again,  no  pelvic 
swelling,  hardness,  or  tenderness  was  discovered. 

It  was  not  until  this  autumn  that  this  class  of  case  again 
attracted  attention.  Two  instances  of  this  accident  happened 
close  together,  and  the  patients  occupy  adjacent  beds  as  I  write. 
One  was  that  of  a  woman,  aged  34,  on  whom  hysterectomy 
was  performed  on  September  8.  The  operation  was  simple  and 
the  recovery  uneventful  until  the  22d,  That  night  she  was 
kept  awake  by  pain  in  the  left  calf,  no  cause  being  obvious. 
The  leg  and  thigh  still  continued  painful  on  the  28th,  but  there 
was  no  edema  and  no  hard  veins  felt.  On  October  i  the  whole 
lower  extremity  was  found  to  be  swollen  and  hard,  especially 
along  the  course  of  the  internal  saphenous  vein,  both  in  the 
legs  and  thigh.  It  is  to  be  noted  that  the  pain  and  swelling 
began  in  the  calf  and  extended  to  the  thigh.  By  the  loth^ 
although  the  tenderness  and  hardness  had  gone,  the  measure- 
ments of  the  left  calf  and  thigh  were  still  in  excess  of  those 
of  the  right,  and  the  whole  lower  left  extremity  was  marbled 
with  distended  superficial  veins.  At  the  time  of  the  onset  of 
the  pain  a  rise  of  temperature  from  subnormal  to  99.4  took 
place. 

The  last  of  the  cases  was  a  woman,  aged  66,  who  was 
operated  upon  about  the  same  time  for  procidentia.  In  her 
case  only  anterior  colporrhaphy  and  perineorrhaphy  were  per- 
formed. Here  was  a  case  in  which  the  abdomen  was  not 
opened,  but  seventeen  days  after  the  operation  there  was  pain 
and  tenderness  in  the  left  leg  (calf),  the  leg  and  foot  were 
found  to  be  edematous,  and  some  hardness  was  noticed  in  the 
course  of  the  internal  saphenous  vein.  Ten  days  later,  the 
swelling  having  subsided,  the  patient  was  allowed  to  put  her 
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foot  to  the  ground,  and  by  the  next  morning  the  pain,  swelling, 
tenderness,  and  hardness  of  the  vein  and  leg  had  returned, 
and  the  patient  was  obliged  to  remain  in  bed  again.  The 
cutaneous  venules  became  dilated  as  time  went  on,  suggesting 
blocking  of  the  deeper  veins  (profunda?),  but  this  could  not 
be  felt.    No  abnormality  was  felt  in  the  pelvis. 

In  considering  the  causation  of  this  complication,  it  is  notice- 
able that  infective  processes  can  be  excluded  in  four  out  of  the 
five  cases,  and  in  the  other  is  but  doubtful.  Three  followed 
hysterectomy,  but  the  worst  case  occurred  after  the  compara- 
tively trifling  operation  of  ventro-fixation.  Rheumatism  was 
present  in  only  one  case,  the  last,  a  woman  aged  66.  The  only 
feature  which  I  have  traced  as  common  to  them  all  is  flexion 
of  the  limb  at  the  knee  joint  for  a  prolonged,  though  varying 
period.  This  is,  of  course,  due  to  the  bolster  placed  under  the 
knees  after  abdominal  operations  in  order  to  lessen  the  tension 
of  the  muscles  of  the  belly  wall.  All  the  cases,  it  will  be  noticed, 
began  below  the  knee.  If  this  be  deemed  too  slight  a  cause  for 
an  accident  sometimes  so  considerable,  it  may  be  answered 
that  it  is  a  well-known  circumstance  for  similar  blocking  to 
occur  after  a  long  illness,  e,  g.,  enteric  fever,  when  the  patient 
first  assumes  the  erect  posture.  These  cases  all  occurred  before 
the  patients  left  their  bed ;  one  of  the  relapses,  however,  came 
on  when  the  patient  first  put  her  feet  to  the  ground.  It  is 
readily  conceivable  that  the  weakened  condition  of  a  patient 
after  operation  would  retard  to  some  extent  the  venous  circu- 
lation, the  flexion  of  the  knee  would  narrow  the  lumen  of  the 
vein  at  this  point,  still  further  retarding  the  flow  of  the  blood. 
The  position  may  also  have  interfered  with  the  circulation  in 
the  vasa  vasorum.  If  any  roughening  of  the  intima  were  thus 
induced,  the  first  element  favoring  coagulation  would  at  once 
be  provided.  Pending  further  information  then,  I  have  arrived 
at  the  conclusion  that  there  is  no  obscure  and  abtruse  pathology 
underlying  this  accident,  but  simply  a  mechanical  cause  acting 
in  an  already  weakened  subject. 

The  diagnosis  of  this  condition  is  usually  easy.  There  is  no 
rigor  and  general  illness,  as  in  septic  cases ;  the  symptoms  are 
those  mentioned,  including  in  all  the  cases  pyrexia  varying 
from  99.4**  to  102**  (in  the  third  case).  The  appearance  of  the 
limb  differs  from  lymphangitis,  in  that  the  venous  hardness 
(when  it  can  be  felt)  is  much  more  marked  and  wider  than  that 
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of  the  lymphatics ;  it  is  usually  a  single  cord ;  the  discoloration 
is  wider  and  of  a  dusky  hue.  It  is  only  when  a  superficial  trunk 
is  blocked  that  hardness  and  redness  can  be  detected.  Some- 
times the  softening  which  occurs  in  a  limited  area,  as  a  prelude 
to  absorption,  leads  to  the  fear  of  suppuration  taking  place. 
This  I  recently  saw  in  a  lady,  on  whom  I  was  asked  to  operate 
by  Dr.  Hill.  Phlebitis  had  occurred  from  the  pressure  of  a 
fibroid,  and  a  softened  area  in  the  vein  gave  rise  to  the  fear 
that  it  would  break  down.  Again,  after  operation,  though  the 
case  did  remarkably  well  for  a  woman  well  over  60,  the  same 
condition  recurred.  Fatty  degeneration  of  the  clot  and  absorp- 
tion usually  follows  without  the  formation  of  an  abscess. 

The  treatment  is  simple.  Time  is  an  important  element, 
second  only  to  rest.  The  pillow  must  be  removed  from  under 
the  knees,  and  the  limb  placed  on  an  inclined  plane.  I  shall  be 
careful  in  future,  as  a  preventive,  to  keep  the  knee  flexed  for 
a  much  shorter  period,  raising  the  foot  of  the  bed  if  necessary. 
An  even  layer  of  cotton  wool  should  be  placed  round  the  limb, 
and  a  domette  bandage  be  applied.  If  the  vein  is  a  superficial 
one,  hot  fomentations  with  ext.  hamam.  destillat.  §  j  ad  Oj,  or 
an  application  of  glycerine  and  belladonna,  should  be  used.  I 
have  thought  that  Pulsatilla  12  gave  me  good  results,  but  rhus 
is  better  if  there  is  any  brawny  swelling.  To  clear  up  the 
swelling  after  the  acute  stage  is  over,  I  know  nothing  so  good  as 
continued  elastic  pressure,  and  sulphur  internally.  Manipula- 
tion of  the  limb  should  be  avoided  as  much  as  possible,  lest 
embolism — the  chief  danger  of  the  condition — ^be  induced.  It 
is  only  at  a  late  stage  that  massage  can  be  permitted,  and  then  it 
is  of  great  use.  The  patient  must  rest  in  bed  until  all  sign  of 
hardness  has  disappeared  from  the  veins,  and  until  the  dilata- 
tion of  the  venules  is  lessening  and  all  tenderness  and  pain  are 
gone. 
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G.  R.  Adams,  ]M.  D. : 

Notwithstanding  the  frequency  with  which  early  ectopic 
pregnancy  occurs,  its  recognition  is  often  a  matter  of  difficulty. 
I  wish  to  enumerate  what  seem  to  me  to  be  some  of  the  more 
salient  diagnostic  points.  In  order  of  merit,  or  rather  as  impor- 
tant links  in  the  chain  of  evidence,  I  would  put :  repeated  attacks 
of  pelvic  pain,  of  varying  degree,  associated  with  irregular  vagi- 
nal hemorrhages ;  definite  rigidity  of  the  abdominal  wall  over  the 
site  of  the  Fallopian  tube  on  palpation,  and  on  vaginal  exami- 
nation, a  tender  swelling,  often  of  an  ill-defined  shape,  in  the 
corresponding  portion  of  the  pelvis.  If  to  these  can  be  added  a 
history  of  a  delayed  menstrual  period,  it  may  reasonably  be 
assumed  there  is  strong  presumptive  evidence  of  a  tubal  gesta- 
tion. It  is  sometimes  astonishing,  how  patients  will  recover 
from  the  immediate  symptoms  and  be  able  to  go  about,  if  not 
to  follow  their  usual  occupations. 

The  last  case  of  tubal  gestation  I  operated  on  traveled  a 
hundred  miles  by  rail,  and  had  been  curretted  about  a  month 
previously.  On  opening  the  abdomen,  a  mass  of  laminated  clot, 
about  the  size  of  a  fist,  was  found  lying  close  to  thfe  fimbriated 
end  of  the  tube,  encapsuled  by  a  thin  layer  of  lymph. 

Numerous  similar  cases  might  be  cited,  where  the  urgent 
symptoms  subside,  but  irregular  hemorrhages  and  attacks  of 
abdominal  pain  recur  to  remind  the  patient  she  is  not  well.  The 
<luestion  may  be  asked:  Will  not  these  cases  recover  without 
operation?  There  can  be  no  doubt  that  many  do.  Pelvic 
hematocele  is  no  new  disease;  it  is  only  the  recognition  of  its 
cause  that  is  new,  and  the  history  of  the  past  is  definite  in  its 
teaching  that,  under  rest  and  an  expectant  treatment,  some  cases 
recovered  completely,  others  are  condemned  to  a  more  or  less 
invalid  life. 

The  dangers  to  which  the  untreated  cases  are  liable  may  be 
few,  but  of  grave  import.  The  hematocele  is  easily  inflected 
from  the  intestine  by  the  bacillus  coli  communis,  with  the 
sequence  of  a  spreading  peritonitis,  and  the  formation  of  pus 
accumulations,    or,    if   they    escape    this,    the    blood-clot    will 
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organize  and  form  adhesions  with  adjacent  structures.  More- 
over, it  is  not  to  be  forgotten  that  it  is  impossible  in  any  given 
case  to  say  what  is  going  to  happen — either  the  urgency  of  the 
case  deepens  and  the  favorable  moment  for  interference  passes, 
and  operation  is  undertaken  as  a  dernier  ressort  with  small 
hopes  of  success,  or  the  patient  runs  the  risks  already  men- 
tioned. 

Two  cases  recur  to  my  mind:  one  was  operated  on  nine 
months  after  the  date  of  the  urgent  symptoms.  The  affected 
side  of  the  pelvis  was  filled  with  dense  adhesions,  necessitating 
a  prolonged  and  extensive  operation.  The  other,  after  a  quies- 
cent period  of  four  or  five  months,  developed  urgent  pelvic 
symptoms.  On  opening  the  abdomen,  numerous  accumulations 
of  pus  were  found  in  a  dense  mass  of  adherent  intestine,  and 
pelvic  organs. 

The  comparative  safety  of  removing  the  gravid  tube,  when 
compared  with  the  uncertainty  of  an  expectant  mode  of  dealing 
with  these  cases,  will  always  render  operation  the  method  of 
choice. 

♦       ♦ 

R.  H.  Bell,  M.  D. 

I  will  report  a  case  of  hydatidif orm  mole,  accompanied  by 
bilateral  cystic  disease  of  the  ovaries  and  chorion-epithelio- 
matous  growths. 

The  patient,  when  first  seen  in  April,  1901,  was  40  years  of 
age,  the  mother  of  three  children,  the  youngest  born  eight  years 
before.  She  had  been  in  good  health  up  to  Christmas,  1900, 
but  then  began  to  lose  flesh  rapidly.  She  stated  that  the  only 
recent  date  on  which  conception  could  have  occurred  was  in 
February,  1901.  After  that  date  a  period  was  missed,  and  in 
April  she  consulted  a  doctor  because  of  severe  hemorrhages 
from  the  uterus.  An  abdominal  tumor  was  found,  which 
resembled  in  shape  and  position  the  pregnant  uterus,  but  which 
enlarged  more  rapidly. 

Dr.  Malcolm  saw  the  patient  in  consultation  on  April  29, 
when  the  upper  border  of  the  uterus  was  above  the  level  of 
the  umbilicus.  The  lower  part  of  the  uterus,  behind  the  cervix, 
was  slightly  nodulated,  and  firmer  in  some  parts  than  in  others. 
The  cervix  was  hard  and  firm.  Neither  fetal  heart  nor  uterine 
souffle  could  be  heard.  It  was  decided  that  the  patient  was  not 
pregnant,  but  suffering  from  a  soft  uterine  tumor;  and  she  was 
admitted  into  the  hospital. 
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After  further  examination,  in  which  a  uterine  sound  was 
passed  five  or  six  inches  into  the  posterior  part  of  the  mass,  the 
patient's  temperature  rose,  and  on  the  next  day  was  103*  F., 
the  pulse  being  150.  The  os  had  become  soft  and  dilated,  and 
the  patent  was  now  held  to  be  pregnant,  an  immediate  emptying 
of  the  uterus  being  required.  At  the  operation  a  hydatidifomi 
mole  was  removed,  and  the  uterus  washed  out  and  packed. 
The  patient's  collapsed  state  prevented  a  thorough  scraping  of 
the  uterus.  No  abnormal  condition  outside  the  uterus  was 
suspected.  After  the  operation  the  temperature  became  oscil- 
lating and  on  one  occasion,  after  a  rigor,  rose  to  107*.  When 
the  uterus  had  been  carefully  curetted  the  temperature  fell, 
only  once  afterwards  rising  above  99.2*  F. 

About  the  middle  of  May  the  patient  began  to  suffer  from 
attacks  of  pain  in  the  right  side  of  the  pelvis,  and  a  tender  mass, 
gradually  increasing  in  size,  could  be  made  out  in  this  position. 
On  May  29  the  abdomen  was  opened  and  a  cystic  tumor,  the 
size  of  a  large  cdcoanut,  removed.  A  similar  but  smaller  tumor 
of  the  left  ovary  was  also  removed.  The  uterus  was  big  and 
flabby,  and  of  varying  consistence,  and  it  was  decided  to  remove 
the  fundus.  On  cutting  the  uterine  wall,  two  small  reddish- 
yellow  areas  were  formed,  which  suggested  new  growth,  and, 
in  consequence,  the  whole  uterus  with  its  appendages  was 
removed. 

The  patient's  convalescence  was  delayed  by  the  formation  of 
a  bedsore,  but  forty  days  after  the  operation  she  was  able  to 
leave  the  hospital,  and  has  since  then  remained  well. 

Microscopical  examination  of  the  tissues  removed  showed 
that  the  nodules  in  the  uterine  wall  were  typical  chorion-epi- 
theliomata.  These  growths  cannot  have  arisen  before  the 
pregnancy  of  the  patient,  and  her  previous  rapid  loss  of  flesh 
was  therefore  probably  due  to  the  ovarian  disease.  The  pres- 
ence of  chorion-epitheliomata  three  weeks  after  the  removal  of 
a  hydatidiform  mole  is  of  great  importance  in  considering  the 
causation  of  such  growths.  The  coexistence  of  molar  preg- 
nancy and  of  bilateral  multilocular  ovarian  cysts  is  also  of 
interest,  and  the  author  has  studied  the  literature  and  noted 
eight  similar  cases.  These  cases  suggest  a  causal  relationship 
between  cystic  disease  of  the  ovaries  and  cystic  disease  of  the 
chorionic  villi.  The  view  that  a  diseased  ovum  may  acquire  its 
pathological  tendencies  when  within  the  ovary  is  also  strength- 
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ened  by  the  occurrence  of  twin  pregnancies,  in  which  one  ovum 

develops  normally,  while  the  other  degenerates  into  a  hydatidi- 

form  mole. 

♦      ♦ 

R.  E.  Skeel,  M.  D. : 

Qinically  pelvic  inflammation  is  due  to  two  factors,  contact 
of  gonococci  with  mucous  surfaces,  or  the  other  varieties  with 
a  wound  of  some  description.  Theoretically,  then,  the  preven- 
tion of  pelvic  inflammation  is  simple  enough,  the  avoidance  of 
gonorrhea  and  absolute  asepsis  in  all  manipulations  about  the 
pelvic  organs,  whether  that  be  through  the  genitalia  or  abdom- 
inal incision,  but  actually  the  solution  of  the  problem  is  impos- 
sible, so  long  as  men  with  uncured  gonorrhea  will  marry,  the 
surgeon's  technique  cannot  be  perfect,  and  midwives,  patients 
themselves,  and  an  occasional  criminal  practicing  medicine  will 
induce  abortions  with  any  convenient  dirty  instrument.  The 
surroundings  in  obstetric  practice  as  such  and  will  be  for  years 
to  come,  that  the  ideal  asepsis  is  obtainable  in  exceptional  in- 
stances only ;  so  long  as  this  is  true,  infection  will  occur,  even 
with  accidental  abortion,  and  in  otherwise  perfectly  normal 
labors.  In  spite  of  all  this,  many  avenues  of  entrance  for  in- 
fection of  the  pelvis  might  be  closed.  I  may  mention  in 
passing  the  office  use  of  the  uterine  sound  itself  probably  clean, 
but  which  may  convey  gonococci  above  their  first  natural  bar- 
rier, the  internal  os.  Slight  tears  of  the  perineum  and  vagina, 
imperfect  emptying  of  the  uterus,  too  hasty  resort  to  nianual 
delivery  of  a  supposedly  adherent  placenta,  the  ungloved  ob- 
stetric hand,  the  obstetric  douche  given  by  an  untrained  nurse, 
whose  knowledge  of  asepsis  extends  only  so  far  as  the  odor 
of  carbolic  acid,  and  many  others  with  which  we  are  all  fa- 
miliar, but  which  we  do  not  realize,  because  disaster  follows 
so  rarely. 

Pelvic  inflammation,  translated  more  minutely,  means,  of 
course,  cellulitis,  salpingitis,  oophoritis,  or  pelvic  peritonitis, 
one  or  all  combined.  Objection  has  been  offered  to  the  term 
cellulitis  by  some  authorities  of  great  repute,  who  insist  that 
all  processes  heretofore  classed  under  that  heading  belong  to 
the  tubal  inflammations,  and  that  inflammation  of  the  cellular 
tissues  about  the  uterus  and  in  the  broad  ligament  are  merely 
secondary.  I  am  certain,  however,  that  acute  pelvic  cellulitis 
does  exist  as  an  entity,  and  that  it  is  due  to  an  infected  deeply 
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torn  cervix,  but  its  treatment  does  not  differ  from  that  of  pelvic 
peritonitis.  In  fact,  in  the  treatment  of  all  of  these  processes, 
more  depends  upon  their  bacteriological  origin,  than  the  actual 
pathological  lesion  which  we  think  we  can  demonstrate  by 
bi-manual  examination,  and  I  believe  we  should  always  make  an 
especial  effort  to  determine  the  presence  or  absence  of  gon- 
orrhea before  applying  any  method  of  treatment,  as  the  ulti- 
mate outcome  of  gonorrheal  cases  is  so  different  from  those 
of  ordinary  septic  origin.  Pelvic  peritonitis,  due  to  the  drip- 
ping or  leakage  of  a  gonorrheal  tube,  rarely  destroys  life,  and 
for  reasons  given  earlier,  usually  goes  on  to  a  quiescent 
stage  when  the  results  can  be  overcome  by  a  relatively  safe 
operation.  The  outcome  of  streptococcus  and  staphylococcus 
infection  is  always  in  doubt;  early  death  may  occur,  a  local- 
ized abscess  may  form,  or  the  inflammatory  process  be  of  so 
transitory  a  nature  as  to  hardly  inconvenience  the  patient.  If 
resolution  does  take  place,  it  is  far  more  apt  to  be  complete 
than  in  gonorrhea.  In  fact,  I  believe  that  once  having  a  gon- 
orrheal tube  means  always  having  a  crippled,  painful,  useless 

organ. 

♦      ♦ 

J.  T.  Schell,  M.  D. 

The  following  case  is  reported,  because  it  illustrates  so  well 
one  of  the  causes  of  the  mal-presentation  of  the  head,  I  was 
engaged  to  deliver  Mrs.  H.,  a  primipara,  aged  26,  and,  follow- 
ing my  usual  custom,  made  a  careful  examination,  including 
pelvic  measurements.  The  examination  revealed  a  small  wo- 
man, with  slight  scoliosis,  pelvic  measurement  between  the 
anterior  superior  spines,  25  cm. ;  crests,  27  cm.,  and  of  Baude- 
locques',  19  cm.  Vaginal  examination:  head  presenting  at 
superior  strait  and  very  high  up,  and  back  of  fetus  to  the 
right,  and  the  posterior  fetal  heart  sounds  were  most  distinctly 
heard  to  right  and  posterior  part  of  the  abdomen.  No  abnor- 
mality of  pelvis  could  be  made  out.  I  calculated  her  time  to 
be  about  May  25,  and  did  not  see  her  again  until  she  fell  in 
labor,  June  2.  Vaginal  examination  at  this  time  revealed  the 
head  high  up  and  floating  at  the  brim,  the  cervix  was  tightly 
closed,  and  the  pains  irregular,  and  not  severe.  I  instructed 
her  to  send  for  me  when  the  pains  increased  in  force  and  fre- 
quency, and  two  days  later  I  received  a  message  to  call.  On 
reaching  the  patient,  I  found  the  cervix  dilated  to  the  size  of 
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2l  silver  dollar,  and  the  bag  of  waters  bulging  well  into  the 
vagina,  the  presenting  part  still  in  the  same  position  as  pre- 
viously mentioned.  On  careful  examination,  I  was  able  to  make 
out  the  features,  with  the  chin  pointing  posteriorly,  and  I  then 
did  a  podalic  version.  The  patient  was  delivered  safely,  and 
made  an  uninterrupted  recovery. 

I  was  engaged  again  later  to  deliver  her  of  a  second  child,  and, 
when  I  made  the  usual  examination,  I  found  the  same  condition 
as  existed  in  the  previous  pregnancy,  viz.:  a  right  mento- 
posterior position.  I  left  instructions  that  I  should  be  sent  for 
as  soon  as  labor  started,  but  this  was  not  done,  and  she  suf- 
fered 24  hours  before  I  was  called,  as  she  wished  to  avoid  the 
etherization.  On  examination  I  found  the  face  presenting  and 
still  higher  up  at  the  brim,  the  os  dilated,  the  bag  of  water 
unruptured,  and,  under  ether,  I  did  podalic  version,  and  deliv- 
ered without  any  trouble.  After  the  child  was  delivered,  and 
while  the  patient  was  still  under  the  anesthetic,  I  made  a  care- 
ful examination,  and  found  what  I  considered  the  cause  of  her 
two  malpresentations,  viz. :  a  quite  well-marked  bony  obstruc- 
tion at  the  right  posterior  portion  of  the  superior  strait.  The 
head  probably  presented  as  an  ordinary  L.  O.  A.  in  the 
beginning,  but  the  bony  obstruction  brought  about  an  exten- 
sion, instead  of  a  flexion. 

♦       ♦ 

J.  D.  Malcolm,  M.D.: 

I  will  describe  a  case  of  extrauterine  fetation  in  which  the 
operative  procedure  was  simple,  and  there  was  no  doubt  as  to 
the  advisability  of  leaving  the  placenta  in  situ,  but  where  con- 
valescence extended  over  five  months,  and  the  patient  was  in 
danger  of  death  from  hemorrhage  on  several  occasions  during 
the  first  twenty-three  days  after  operation. 

The  patient,  a  woman  of  good  physique,  was  in  good  health 
until  six  months  after  marriage,  when  menstruation  became 
irregular,  and  she  began  to  have  atacks  of  pain,  accompanied 
by  vomiting.  I  first  saw  her  in  consultation  on  July  3,  1900, 
nine  months  after  her  marriage.  A  mass  could  be  felt  in  the 
pelvis  about  the  size  of  a  three  months'  pregnant  uterus,  ex- 
tending more  to  the  right  than  to  the  left,  and  with  its  inferior 
border  behind  the  upper  part  of  the  vagina.  The  cervix  was 
high  up,  close  to  the  pubic  bones  and  a  little  to  the  left  of  the 
middle  line,  and  the  uterus  to  the  left  of  the  abnormal  mass. 


Current  Comment.  299 

The  breasts  showed   no  marked   signs  of  pregnancy.     The 
patient's  pulse  was  good  and  temperature  normal. 

A  diagnosis  of  extra-uterine  fetation  was  made,  but  imme- 
diate operation  was  refused  by  the  patient.  I  next  saw  her 
on  July  17,  when  she  had  had  a  fifth  attack  of  pain.  The 
mass  in  the  abdomen  now  reached  halfway  to  the  umbilicus, 
the  parts  were  tender,  and  the  glazed  appearance  of  the  skin 
over  the  right  side  of  the  lower  abdomen  suggested  the  pres- 
ence of  pus  beneath  it.  The  temperature  and  pulse-rate  were 
both  raised,  there  was  frequent  vomiting,  and  a  history  of 
absolute  constipation  for  several  days.  Enemata  were  admin- 
istered without  result,  and  the  operation  took  place  next  day. 
After  opening  the  abdomen,  a  sac  containing  fluid  was  ex- 
posed, and  about  i  oz.  of  pus  withdrawn  by  an  aspirating 
needle.  Enucleation  of  the  sac  being  impracticable,  it  was 
incised,  and  a  living  fetus  extracted.  The  placenta  could  be 
felt  to  have  a  large  attachment  to  the  wall  of  the  pelvis,  and  it 
was  decided  in  consultation  not  to  attempt  its  immediate  re- 
moval ;  the  amniotic  cell  was  washed  out  and  packed.  When 
this  packing  was  renewed  for  the  second  time,  on  the  sixth 
day  after  operation,  very  free  hemorrhage  occurred  from  the 
deeper  part  of  the  cavity,  but  stopped  when  the  packing  was 
reinserted.  Bleeding  recurred  for  the  next  few  days  when- 
ever the  gauze  was  removed,  and  was  sometimes  severe.  On 
August  4  the  placenta  could  be  seen  in  the  wound,  but  an 
attempt  to  separate  it  with  the  finger  caused  such  profuse 
bleeding  that  it  had  to  be  abandoned.  On  August  10  a  deter- 
mined attempt  at  removal  was  made,  and  a  small  piece  broken 
off,  but  the  patient  lost  30  oz.  of  blood  within  a  few  seconds, 
and  the  wound  had  to  be  hastily  replugged.  After  this  dress- 
ing the  placenta  must  have  lost  its  vitality,  for  practically  no 
more  blood  was  lost  when  the  plugs  were  changed.  On  August 
15  the  discharge  from  the  wound  became  offensive;  the  tem- 
perature began  to  rise  at  nii^ht.  Although  the  placenta  was 
still  adherent,  it  was  now  possible  to  gradually  peel  it  off  with 
the  finger.  Not  much  could  be  done  at  one  time,  because  of 
pain,  but  by  August  26  the  process  was  completed.  The 
temperature  then  dropped,  and  the  general  condition  improved. 
Everything  went  well  until  September  12,  when  the  onset  of 
a  menstrual  period  was  accompanied  by  a  rise  of  temperature 
on  one  day  to  105"  P.,  on  another  to  104"  F.,  and  by  vomiting 
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and  constipation.  The  patient  recovered  from  this  attack  in 
a  few  days;  her  condition  then  steadily  improved,  the  sinus 
finally  healed  toward  the  end  of  December,  and  she  made  a 
perfect  recovery. 

It  seems  probable  that  in  this  case  the  Fallopian  tube  burst 
into  the  cellular  tissue  between  the  layers  of  the  broad  ligament, 
and  the  placenta  became  attached  to  the  wall  of  the  pelvis 
without  involving  any  portion  of  the  intestine.  The  perito- 
neum was  gradually  raised  out  of  the  pelvis,  the  attacks  of 
pain  and  intestinal  difficulty  being  caused  by  tearing  of  the 
connective  tissue.  This  case  illustrates  the  grave  danger  of 
hemorrhage  when  an  operation  for  the  removal  of  a  living 
fetus  is  undertaken  after  the  formation  of  a  well-defined  pla- 
centa. The  risk  of  septic  infection  occurring  on  the  death 
of  the  placenta  is  too  great  to  allow  of  the  abdomen  being 
closed  and  the  placenta  being  retained. 

The  most  satisfactory  way  of  meeting  the  danger  is  by 
operating  at  an  early  period  of  gestation,  when  hemorrhage 
may  be  prevented,  as  a  rule,  by  tying  and  dividing  the  broad 
ligaments.  The  necessity  for  early  operation  should  be  strongly 
urged  upon  the  patient,  if  necessary,  for  the  danger  increases 
with  delay.  Even  when  the  fetus  is  dead,  and  gestation  has 
only  developed  for  a  few  weeks,  it  may  be  wiser  in  some  cases 
to  operate  and  remove  the  tube  and  the  blood  clot  which  is 
often  found  in  the  peritoneal  cavity.  It  is  to  be  remembered 
that  the  placenta  may  continue  to  develop  for  some  time  after 
the  death  of  the  fetus.  The  case  under  consideration  is  the 
fourth  in  my  practice,  in  which  extra-uterine  fetation  has  oc- 
curred in  young  women  soon  after  marriage. 

♦       ♦ 

E.  Blume,  M.  D. : 

In  the  following  brief  review  of  the  early  diagnostic  stgns 
of  uterine  cancer,  I  shall  confine  my  remarks  to  those  symp- 
toms which  are  observable  during  the  first  stages  of  the  devel- 
oping growth,  and,  for  the  sake  of  convenience,  I  shall  dis- 
tinguish between  cancer  of  the  cervix  and  of  the  uterine  body. 

Cancer  of  the  cervix  is  pre-eminently  a  disease  of  the  latter 
part  of  the  child-bearing  period  of  life,  although  occasional!) 
observed  at  other  ages,  and  is  most  frequently  seen  in  women 
who  have  borne  a  number  of  children. 

The  first  symptom  is  uterine  hemorrhage.     In  women  who 
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have  not  reached  the  climacteric  it  occurs  in  most  instances 
at  or  near  the  menstrual  period,  is  not  severe  early  in  the 
disease,  and  rarely  arouses  suspicion.  The  post-climacteric 
hemorrhage  at  first  is  moderate  in  amount,  occurs  often  in 
regular  intervals,  and  does  not  alarm  the  patient,  who  gen- 
erally regards  it  as  an  irregularity  of  the  menopause.  In  some 
cases  a  bloody  discharge  after  coitus  is  the  first  symptom  no- 
ticed by  the  patient,  while  in  others  inter-menstrual  bleedings 
occur  early  in  the  disease  after  bodily  exertion.  With  the 
development  of  the  growth  degenerative  changes  occur,  and 
the  hemorrhages  become  more  and  more  irregular  and  increase 
in  severity. 

The  thin  and  watery  vaginal  discharge  incident  to  uterine 
cancer  is  the  second  and  very  characteristic  symptom  of  the 
early  stage  of  the  disease;  its  occurrence  requires  an  imme- 
diate careful  examination.  At  first  almost  without  odor,  it  is 
irritating  to  the  external  genitals,  and  soon  causes  the  patient 
to  apply  for  medical  aid.  With  the  advance  of  the  disease,  and 
as  a  consequence  of  the  beginning  of  disintegration,  the  dis- 
charge becomes  more  profuse,  sero-purulent,  blood-tinged,  and 
offensive. 

According  to  the  type  of  the  growth,  the  discharge  sometimes 
precedes  the  uterine  hemorrhages.  While  in  epithelioma  of  the 
vaginal  portion  hemorrhages  are  usually  the  first  and  predomi- 
nant symptom,  the  watery  discharge  is,  in  many  instances,  the 
only  early  sign  in  adeno-carcinoma,  which  arises  from  the 
cylindrical  epithelium,  lining  the  cervical  canal  and  the  cervical 
glands. 

The  characteristic  vaginal  discharge  observable  in  the  early 
stage  has  not  received  the  attention  of  writers  which  its  im- 
portance justly  deserves.  Dr.  Cullen,  to  my  knowledge,  is  the 
only  author  who  differentiates  between  the  early  diagnostic 
signs  of  the  squamous-cell  carcinoma  of  the  vaginal  portion 
and  the  adeno-carcinoma  of  the  cervix  proper.  In  his  very 
comprehensive  work  on  cancer  of  the  uterus,  he  reports  a 
number  of  cases  which  demonstrate  the  predominance  of  hem- 
orrhage or  watery  discharges,  according  to  the  type  of  the 
growth,  and  the  absolute  necessity  of  an  immediate  careful 
examination. 

Severe  lancinating  pain,  often  so  distressing  in  advanced 
cases,  is  entirely  absent  during  the  early  stage  of  the  disease 
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while  the  neoplasm  is  limited  to  the  cervix.  Like  cancerous 
cachexia,  it  is  an  ominous  sign,  indicating  that  the  time  for 
surgical  intervention  has  passed. 

Adeno-carcinoma  of  the  body  of  the  uterus,  which  has  its 
origin  in  the  cylindrical  epithelium  lining  the  uterine  cavity,  is 
much  less  frequent  than  cancer  of  the  cervix.  It  is  essentially 
a  disease  of  advanced  life,  and  rare  in  women  under  thirty-five 
years.  Most  cases  occur  between  the  ages  of  forty-five  and 
sixty;  the  majority  of  the  patients  are  single  or  nulliparous 
women. 

The  symptoms  observable  during  the  first  stage  are  hemor- 
rhage, watery  discharges,  and  sometimes  pain. 

Hemorrhages  are,  in  some  instances,  the  first  symptom  to 
attract  attention ;  they  are  rarely  so  severe  as  in  cancer  of  the 
cervix.  If  appearing  after  the  menopause,  they  should  at  once 
arouse  suspicion  and  lead  to  careful  investigation.  Often 
watery  discharges  precede  the  hemorrhage,  and  are  the  only 
complaint.  At  first  moderate  in  amount,  with  the  occurrence 
of  destructive  changes  they  soon  become  more  profuse,  blood- 
stained and  offensive.  Pain  is  usually  absent  during  the  first 
stage  of  the  growth.  In  some  instances,  however,  colicky  pains, 
due  to  uterine  contractions,  are  an  early  symptom.  They  are 
mostly  observed  in  nulliparous  women,  whose  rigid  cervix 
favors  the  retention  of  the  discharges. 


W.  J.  Caie,  M.  D. : 

Though  authorities  differ  somewhat  as  to  the  average  dura- 
tion of  pregnancy  in  woman,  the  amount  of  divergence  is  small, 
and  it  is  generally  agreed  that  there  is  no  absolutely  sure 
method  of  calculating  the  exact  date  of  delivery,  the  causes 
of  this  being  mainly  the  impossibility  of  determining  the  date 
of  fruitful  coitus,  combined  with  our  ignorance  of  the  factors 
which  go  to  induce  the  occurrence  of  labor  at  term.  Added 
to  this  is  the  prevailing  inaccuracy  of  the  woman  regarding  the 
date  of  the  last  menstrual  epoch. 

The  length  of  gestation  is  given  by  different  computations 
as  from  273.2  days  to  281.6  days. 

The  simplest  calculation  is,  perhaps,  that  by  Naegeli's 
method,  which  consists  in  counting  three  months  back  from 
the  date  of  the  onset  of  the  last  menstrual  period,  adding  seven 
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days  (in  Leap  Year,  six  days,  if  February  be  included),  and 
counting  a  year  forward  from  the  resulting  date. 

I  have  kept  by  Naegeli's  method  a  record  of  200  cases  which 
were  under  my  own  observation,  only  those  being  recorded 
in  which,  on  inquiry,  the  woman  herself  gave  an  exact  date 
for  the  onset  of  the  last  menstrual  epoch,  and  the  results  are 
as  follows: 

A.  Labor  occurred  before  the  estimated  date. . .   5370  per  cent. 

B.  Labor  occurred  after  the  estimated  date 24.50  per  cent. 

C.  The  estimated  date  was  exactly  correct 16.04  PCJ"  cent. 

The  remaining  percentage  is  accounted   for  by  immature 

and  premature  labors. 

In  A.  labor  occurred  on  an  average  of  3.4  days  before  the 
estimated  date. 

In  B.  labor  occurred  on  an  average  1.8  days  after  the  esti- 
mated date. 

There  are,  therefore,  two  points  about  this  analysis  which 
should  be  noted: 

1.  The  percentage  of  labors  occurring  before  the  estimated 
date  is  far  in  excess  of  those  occurring  after  it. 

2.  In  Qass  A  the  average  number  of  days  is  greater  than 
in  Class  B,  or,  in  other  words,  those  in  which  the  date  of  de- 
livery is  after  the  estimated  date  are  nearer  the  latter  than 
those  in  Class  A. 

I  argue,  then,  from  these  facts  that,  in  Naegeli's  method, 
the  number  of  days  added  on  is  too  great,  and  that  by  adding 
fewer  days,  a  still  nearer  approximation  to  the  date  of  delivery 
might  be  got,  and  this  conclusion  comes  into  line  with  the  aver- 
age length  of  gestation  arrived  at  from  the  authorities  quoted 
above,  which  is  less  than  that  given  by  Naegeli.  If  two  days 
less  be  added  the  result  corresponds  both  to  the  average  length 
of  pregnancy,  which  I  have  quoted,  and  with  the  average 
(practically)  in  Qass  A. 

R.  L.  Dickinson,  M.  D. : 

At  the  close  of  labor,  good  illumination  for  visual  and  digital 
inspection  of  the  perineum,  and  of  the  vagina  and  cervix  in 
certain  cases,  will,  should  anything  be  amiss,  give  the  points 
for  or  against  immediate  action.  My  rule  is :  The  worse  the 
tear,  the  later  the  repair.  Lacerations  through  the  sphincter 
should  be  faced  and  deliberately  classed  as  a  complicated  opera- 
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tion,  calling  for  table,  ether,  ample  assistance,  good  lighting, 
and  leisure.  Together  with  bad  tears  of  cervix  or  vagina,  the 
repair  of  this  injury  belongs  some  days  after  labor.  This 
seemingly  irrelevant  statement  has  a  bearing.  Examination 
that  determines  the  damage  exactly  will  often  postpone  action 
till  anesthesia  can  be  employed,  till  patient  and  accoucheur  have 
rallied,  and,  particularly,  until  the  ragged  and  distorted  anatomy 
has  shrunken  to  recognizable  proportions,  so  that  suture  will 
ensure  symmetery  and  normal  function. 

I  will  mention  another  practice  of  mine  that  has  received 
scant  welcome.  If,  at  the  end  of  labor,  you  have  reason  to 
believe  that,  although  the  perineum  is  intact,  the  long,  hard 
labor  may  have  hurt  the  cervix  seriously,  a  vaginal  examination 
at  the  fifth  day  will  give  an  indication  for  repair  at  the  very 
time  that  such  repair  works  out  best.  In  primiparae  with  sound 
perineal  bodies  I  usually  investigate  then. 

Now  for  the  post-partum  examinations.  What  excuse  can 
we  give  for  undiscovered  retroversions  ?  Why  are  they  com- 
mon ?  Why  is  not  every  woman  interrogated  with  both  hands 
when  the  doctor  dismisses  himself;  and  why  does  he  not  order 
her  to  report  at  the  office  later  ?  For  the  general  practitioner,  I 
set  the  times  for  post-partum  vagino-abdominal  examinations  as 
two  weeks  and  two  months.  My  own  practice  has  been  two 
weeks,  six  weeks,  three  months. 

An  examination  for  retroversion  eight  to  fourteen  days  after 
labor  is  the  important  one  and  covers  more  than  half  the  cases, 
as  far  as  one  may  guess,  without  looking  up  records,  but  one 
will  find  very  numerous  instances  of  good  position,  with  fair 
shrinkage,  at  the  time  when  the  patient  gets  up,  which  exhibit 
pronounced  backward  displacement  later.  After  three  months 
the  danger  is  past. 

A.  W.  W.  Lea,  M.  D. : 

There  is  a  general  arrangement  as  to  methods  of  prevention 
of  puerperal  infection,  and  also  as  to  the  necessity  for  support- 
ing measures  to  maintain  the  strength  in  cases  of  puerperal 
sepsis,  but  grave  differences  of  opinion  still  exist  as  to  the  best 
methods  of  local  treatment.  In  the  majority  of  cases  the  dis- 
ease is  local  at  first,  often  commencing  in  the  perineum  or 
vagina,  the  uterine  cavity  being  secondarily  infected.  It  is  not 
necessary  to  immediately  explore  the  uterus  in  every  case  of 
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mild  infection.  This,  if  done  indiscriminately,  may  easily  con- 
vert a  slight  infection  into  a  severe  one.  A  careful  local  exam- 
ination of  the  perineum  and  vagina  should  always  be  made.  If 
there  is  evidence  of  infection,  all  sutures  should  be  removed 
and  vaginal  douches  instituted.  The  cervix  should  also  be 
examined  by  a  speculum.  If  it  is  covered  with  gray  exudation 
and  the  uterus  is  bulky  and  tender,  it  is  almost  certain  that  the 
uterus  is  infected. 

So  many  methods  have  been  adopted  in  the  treatment  of  the 
uterus  that  it  may  conduce  to  clearness  if  the  method  I  adopt 
is  described  shortly.    It  is  based  upon  notes  of  120  cases: 

1.  A  rise  of  temperature  of  loi**,  not  accounted  for  by  other 
causes,  renders  a  careful  examination  of  the  generative  tract 
necessary. 

2.  If  no  sufficient  cause  is  found  in  the  vagina  or  perineum, 
and  if  the  uterus  is  bulky  and  tender,  a  specimen  of  the  lochia 
is  removed  and  a  uterine  douche  given  with  due  precautions. 
In  forty-eight  consecutive  cases,  observed  in  hospital,  this  was 
sufficient  in  30  per  cent,  to  bring  down  the  temperature  rapidly 
to  normal.  For  some  years  I  have  supplemented  this  by  care- 
fully swabbing  the  interior  of  the  uterus  by  absorbent  wool 
soaked  in  a  solution  of  biniodide  of  mercury  in  alcohol  (i  in 
2000).    This  removes  shreds  of  tissue  and  blood  clot. 

3.  If  this  procedure  is  inefficient,  or  if  the  infection  is  of  a 
severe  type  from  the  first,  the  uterus  is  explored  with  the 
fingers,  preferably  under  chloroform.  If  the  cavity  is  per- 
fectly smooth,  showing  an  absence  of  retained  products  or 
decidua — ^a  condition  which  is  rare — the  uterus  should  be  thor- 
oughly swabbed  out  with  the  biniodide  in  alcohol  or  some 
strong  antiseptic  solution,  and  packed  with  iodoform  gauze 
soaked  in  an  antiseptic.  If  a  definite  piece  of  placenta  is  found, 
this,  together  with  blood  clots,  should  be  taken  away,  followed 
by  swabbing  and  gauze  packing.  If  the  cavity  is  large  and  the 
surface  irregular,  due  to  hypertrophied  and  necrotic  decidua, 
the  patient's  safety  can  only  be  insured  by  its  complete  removal. 
There  is  no  doubt  that  this  is  most  efficiently  done  by  the  use 
of  a  suitable  curette.  The  fingers  alone  cannot  effect  a  complete 
removal  of  all  placental  and  decidual  tissue,  especially  if  it  is 
firmly  adherent. 

The  most  divergent  views  have  been  held  as  to 
the    place    of    the    curette    in    the    puerperal    uterus.     The 
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arguments  against  curretage  are:  (i)  The  difficulty  of 
thoroughly  going  over  the  whole  interior  of  the  uterus;  (2) 
the  danger  of  perforation;  (3)  that  the  finger  can  be  used 
equally  well  to  remove  retained  products;  (4)  that  the  curette 
may  cause  generalization  of  a  local  infection,  either  by  remov- 
ing the  leucocyte  protective  zone,  which  is  thrown  out  by  the 
uterine  wall  to  prevent  the  spread  of  infection,  or  by  opening 
up  the  mouths  of  vessels  and  lymphatics  which  become  the  site 
of  fresh  inoculation. 

Curettage  of  the  puerperal  uterus  is  a  serious  operation,  and 
it  is  difficult  to  carry  out  thoroughly;  if  badly  done,  it  is  dis- 
tinctly harmful.  The  cavity  of  the  uterus  is  large,  and  unless 
it  is  gone  over  systematically  much  of  the  infected  decidua  will 
be  left  behind.  Hemorrhage  may  be  very  free,  owing  to  atony 
of  the  uterine  muscle.  It  is  very  desirable  that  a  method  of 
treatment  should  be  devised  which  is  efficient  and  yet  absolutely 
safe.  The  "  ecouvillon  "  or  brush  curette  effects  a  very  com- 
plete removal  of  retained  products  and  necrotic  decidua.  This 
instrument  resembles  a  bottle  brush,  but  is  made  of  strong 
quills.  It  is  used  to  scrub  the  interior  of  the  uterus  by  vertical 
and  rotary  movements.  All  debris  is  then  removed,  and  the 
cavity  is  left  quite  smooth.  A  douche  is  then  given  and  the 
uterus  firmly  packed  with  gauze  soaked  in  alcohol  or  some 
strong  antiseptic.  It  is  essential  to  give  chloroform,  as  it  is  a 
painful  process,  and  dilatation  of  the  cervix  may  be  required. 

The  results  are  excellent  if  carried  out  at  any  early  period 
of  the  disease,  and  this  plan  of  treatment  is  worthy  of  more 
general  adoption. 

There  is  general  agreement  that  in  certain  types  of  in- 
fection all  vigorous  local  treatment  is  harmful.  Such  are 
(i)  general  septicemia  with  evidence  of  septic  phlebitis  or 
infiltration  of  the  pelvic  connective  tissue;  (2)  peritonitis  or 
inflammation  of  the  appendages,  except  as  a  preliminary  to 
some  surgical  operation,  such  as  drainage  of  the  posterior 
cul'de-sac;  (3)  gonorrheal  endometritis:  these  cases  usually 
recover,  unless  a  "  mixed  "  infection  is  present.  If  curettage 
is  thoroughly  carried  out,  it  is  rarely  necessary  to  repeat  it.  If 
the  operation  has  been  of  marked  benefit  and  the  symptoms 
recur  it  may  be  repeated,  but  usually  uterine  douches  or  gauze 
packing  are  quite  sufficient.  If  no  good  result  follow,  little  is 
to  be  done  by  further  intrauterine  treatment.     Careful  watch 


Current  Comment.  307 

must  be  kept   for  evidence  of  localization  of  inflammatory 
products. 

Drs.  Stengel  and  Stanton: 

It  was  asserted  by  Larcher  that  the  heart  becomes  hyper- 
trophied  during  pregnancy.  This  view  has  generally  been 
adopted  by  French  writers  and  opposed  by  most  German 
authors.  A  study  of  the  heart  and  circulation  in  pregnancy 
and  the  puerperium  seemed  to  us  of  interest  on  its  own  account, 
as  well  as  for  the  light  it  might  throw  on  the  conditions  that 
may  determine  hypertrophy. 

The  conclusion  arrived  at  by  us  from  a  study  of  seventy  cases 
was  that  there  is  not,  during  pregnancy,  any  hypertrophy  of  the 
left  ventricle,  nor  any  special  increase  in  its  work.  An  increase 
of  dullness  toward  the  left  is  due  to  the  upward  displacement 
of  the  diaphragm,  and  the  consequent  displacement  of  the  heart 
in  an  upward  and  outward  direction. 

Comparative  outlines  made  before  and  after  labor  show  a 
rapid  return  to  the  normal  position. 

We  were  struck  by  the  frequency  of  an  increase  in  the 
extension  of  dullness  toward  the  left  and  by  the  frequency  of 
distinct  pulsation  in  this  area.  In  the  absence  of  any  evidence 
of  retraction  of  the  lung,  and  in  view  of  the  fact  that  the  pulsa- 
tion discovered  in  this  region  was  distinctly  marked,  it  is  evi- 
dent that  this  condition  of  things  is  ascribable  to  distention  of 
conus  arteriosus  and  root  of  the  pulmonary  artery.  The  fre- 
quent presence  of  a  systolic  murmur  most  clearly  audible  in  the 
same  area  further  substantiates  this  opinion.  Moreover,  the 
position  of  the  right  border  of  the  heart  seemed,  on  the  average, 
somewhat  too  far  toward  the  right,  which,  with  the  conditions 
present  at  the  root  of  the  pulmonary  artery,  convinced  us  that 
there  is  probably,  during  the  later  months  of  pregnancy,  some 
continuous  dilatation  of  the  right  ventricle,  though  this  is 
apparently  of  very  moderate  degree.  Such  a  state  of  affairs 
can  scarcely  be  regarded  as  surprising  when  we  reflect  that  the 
upward  displacement  of  the  diaphragm  and  pressure  upon  the 
lungs  must  necessarily  increase  the  difficulties  of  the  pulmonary 
circulation.  Our  belief  in  the  existence  of  a  dilatation  of  the 
right  ventricle  is,  however,  based  upon  observed  facts  rather 
than  upon  theoretical  deductions. 

The  condition  of  the  abdominal  recti  is  important  from  the 
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point  of  view  of  the  circulation.  In  multiparae  separation  of  the 
recti  materially  lessens  the  tendency  to  displacement  of  the 
diaphragm,  and  diminishes  in  a  corresponding  degree  the  dis- 
placement of  the  heart  during  pregnancy.  After  delivery  this 
diastasis  of  the  recti,  however,  may  occasion  a  downward  dis- 
placement of  the  apex  of  the  heart,  and  the  contrast  before  and 
after  labor  may  be  quite  as  pronounced  as  in  primiparae,  though 
the  first  position  occupied  may  not  have  been  far  from  the 
normal.  Later,  if  the  separation  of  the  muscles  is  not  consid- 
erable, and  the  normal  tone  of  the  abdominal  walls  is  regained, 
a  restitution  to  the  normal  of  the  heart  and  its  apex  occurs. 

The  investigations  of  the  blood  pressure  made  by  us  show 
conclusively  that  there  is  no  material  increase  of  this  pressure 
before  or  after  labor.  During  labor  we  sometimes  found 
notable  increase  in  the  blood  pressure,  such  as  has  also  been 
observed  by  others. 

When  a  comparison  of  the  figures  is  attempted,  the  difficulties 
due  to  the  imperfections  of  apparatus  and  the  personal  equation 
of  the  observer  become  apparent.  Fellner,  using  the  Gartner 
tonometer,  found  the  pressure  during  pregnancy  from  80  mm. 
to  100  mm.  These  figures  are  materially  lower  than  those 
frequently  observed  by  us.  During  labor  there  was  an  increase 
during  pains  of  10  mm.  in  the  earlier  period,  and  later  a  more 
decided  increase.  After  labor  the  pressure  fell  to  a  point  lower 
than  it  had  been  before.  Lebedeff  and  Porochjakow,  using 
the  sphygmomanometer  of  von  Basch,  found  a  diflference  of  18 
mm.  during  the  pains  of  labor.  Of  course,  such  increase  may 
be  explained  by  the  holding  of  breath,  the  expulsive  efforts,  etc. 
MacDonald,  with  Mahomed's  instrument,  before  labor  obtained 
the  best  pulse  tracings  when  the  pressure  was  5.6  ounces,  and 
recorded  as  an  average  obliterating  pressure  16.9  ounces ;  after 
labor  the  figures  were  5  ounces  and  16  ounces,  respectively; 
while  in  healthy  non-pregnant  women,  4  ounces  and  13.5 
ounces  are  stated  as  being  normal.  These  results  are  in  no  way 
substantiated  by  more  recent  methods  of  observation. 

♦       ♦ 

Samuel  Lloyd,  M.  D. : 

I  do  not  agree,  as  is  held  in  some  quarters,  that  all  cases  of 
simple  fracture  should  be  operated  on.  I  think  we  can  get 
functional  results  equally  good  without  ever  making  an  incision. 
Of  course  this  depends  upon  how  well  the  fracture  is  reduced. 
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If  we  use  anesthesia  and  cannot  get  the  fracture  back  by  any 
other  means,  then  we  should  operate.  In  certain  portions  of 
the  body  this  is  particularly  indicated,  as  in  the  upper  third 
of  the  femur  where  the  posterior  fragment  is  drawn  upward 
and  backward.  Sometimes  it  is  impossible  in  a  very  fleshy 
individual  to  hold  these  fragments  in  place.  You  may  even 
have  to  hang  the  patient  by  his  foot,  and  then  not  be  absolutely 
sure.  That  is  an  indication  for  operative  procedure.  So,  too, 
in  the  elbow  joint.  These  cases  should  be  operated  upon  not 
after  they  are  healed,  not  after  they  have  been  thoroughly 
united  in  the  false  position,  but  at  once,  if  it  is  evident  that 
proper  reduction  of  the  fragments  is  impossible.  There  is  less 
loss  of  motion  in  those  cases  where  the  bones  are  accurately 
apposed.  We  may,  however,  have  beautiful  apposition  in  the 
elbow  joint  of  fracture,  through  the  condyles,  and  yet  have  no 
functional  result.  If  the  olecranon  or  condyloid  fossae  are  filled 
with  callus  we  will  have  no  motion  in  the  elbow  at  all,  and 
these  cases  should  be  operated  upon. 

I  favor  the  general  use  of  catgut  and  kangaroo  tendon  in 
place  of  silver  wire.  It  seems  to  me  that  silver  wire  should  be 
used  only  when  very  strong  retentive  means  are  required. 

J.  H.  Seymour,  M.  D. : 

Where  a  management  of  a  case  of  labor  can  be  carried  out 
with  strict  aseptic  or  antiseptic  precautions  you  will  rarely,  if 
ever,  be  called  upon  to  treat  a  case  of  puerperal  infection,  but, 
unfortunately,  we  are  not  always  the  arbiters  of  our  own  fort- 
une, and  we  are  often  called  upon  to  correct  the  mistakes  of 
others.  What  should  then  be  our  line  of  action  ?  The  attain- 
ment of  two  great  objects  should  be  the  aim  of  the  physician. 
A  thorough  disinfection  of  the  parturient  canal  and  a  general 
support  of  the  patient's  vitality. 

If  it  were  possible  to  make  the  clinical  diagnosis  in  every  case, 
of  the  kind  of  infection  present,  we  would  be  in  a  position  to 
act  with  greater  precision,  but  in  no  case  are  we  sure,  without 
bacterial  cultures  being  made,  with  what  organisms  we  are 
dealing ;  thus  while  the  symptoms  may  point  to  a  pure  strepto- 
coccic infection,  there  may  be  other  organisms  present,  the 
staphylococcus,  for  instance ;  on  the  other  hand,  in  sapremia  the 
pyogenic  microbes  are  almost  always  present  to  a  greater  or  less 
degree,  and  while  we  know  that  in  pure  streptococcus  poisoning 


310  Current  Continent. 

any  manipulation  of  the  endometrium  may  result  in  breaking 
down  nature's  barriers,  yet  I  cannot  help  but  feel,  from  the 
result  of  personal  experience,  that  a  careful  curretting  and  irri- 
gation will  result  in  no  harm,  and  may  be  the  means  of  remov- 
ing foci  of  infection  and  thus  turning  the  scale  in  favor  of  our 
patient.  Do  it  once,  do  it  thoroughly,  and,  if  followed  by  no 
manifest  improvement,  do  not  repeat  it,  but  be  content  with 
fortifying  the  system  in  other  ways. 

It  is  in  cases  of  pure  sapremia  that  we  can  look  for  brilliant 
results  from  our  cleansing  measures — here  we  remove  the  putri- 
fying  debris,  and  absorption  ceases;  fever  abates  at  once,  the 
foul-smelling  discharge  gives  way  to  the  normal  lochia,  the 
maternal  structures  are  uninjured  and  our  patient  makes,  from 
this  time  on,  a  satisfactory  convalescence.  In  a  word,  there- 
fore, surgical  intervention  or  not  in  any  given  case  resolves 
itself  into  a  question  of  diagnosis.  By  surgical  intervention  I 
mean  not  only  curettement  and  irrigation  of  the  uterine  cavity, 
but  also  the  evacuation  of  purulent  collections,  hysterectomy, 
salpingectomy,  etc.,  in  cases  in  which  these  heroic  measures 
would  seem  to  be  indicated.  It  is  here,  as  elsewhere,  that  the 
utmost  nicety  of  judgment  is  required  to  choose  the  opportune 
moment  for  action,  and  our  success  or  failure  will  depend  upon 
our  ability  to  read  the  symptoms  aright. 

Whatever  we  may  consider  necessary  to  do  in  the  way  of 
local  disinfection  in  surgical  procedure,  we  should  not  lose 
sight  of  the  fact  that  our  strongest  ally  is  in  our  patient's  own 
power  of  resistance,  for,  as  I  have  said  above  (and  it  will  bear 
repeating),  "the  strongest  factor  in  limiting  the  spread  and 
antagonizing  the  action  of  pathogenic  organisms  is  a  good, 
healthy  condition  of  the  tissue  cells,"  and  this  we  should  strive 
to  maintain  with  every  means  at  our  command.  A  general 
supporting  treatment  is  therefore  called  for.  Use  any  and  all 
measures  that  will  assist  in  maintaining  the  patient's  vitality, 
and  promote  elimination  of  the  toxins. 

♦      ♦ 

W.  C.  Braislin,  M.  D. : 

In  the  diagnosis  of  mastoiditis  of  infants  it  is  proper  to 
assume  that  some  degree  of  inflammation  of  the  antrum  exists 
with  all  severe  infections  of  the  attic. 

In  examining  the  ears  of  infants  greater  difficulty  is  met 
with  than  in  adults.     At  birth,  the  upper  and  lower  walls  of 
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the  external  auditory  canal  are  practically  in  contact  with 
each  other,  and  the  drum  membrane  is  placed  on  a  nearly 
horizontal  plane.  The  upper  walls  of  the  canal  and  the 
drum  are  thus  on  a  nearly  continuous  plane,  the  angle  formed 
by  their  meeting  being  very  obtuse. 

One  should  pull  the  lobe  of  the  ear  strongly  downward  with 
the  fingers  of  the  hand  which  is  holding  and  directing  the 
speculum.  This  procedure  draws  the  lower  wall  away  from  the 
upper  and  affords  sufficient  space  to  allow  a  clear  view  of  the 
drum,  though  it  is  seen  even  then  at  a  considerable  angle  and 
cannot  be  looked  at  vertically;  though  by  tilting  the  head  of 
the  patient  away  from  the  observer  a  more  nearly  vertical  view 
is  obtained. 

On  examining  the  ear,  the  posterior  superior  quadrant  of 
the  drum  membrane  is  found  red  and  bulging;  or  if  it  has  spon- 
taneously ruptured,  it  presents  the  typical  teat-like  swelling 
indicative  of  inflammation  and  edema  of  the  mucous  membrane 
of  the  attic.  At  this  stage,  before  any  external  swelling  is 
present,  it  is  often  difficult  to  determine  the  proper  course  of 
procedure,  since  mastoid  inflammation  with  intracranial  symp- 
toms often  develop  no  external  swelling.  At  this  time  the 
appearance  of  the  tympanic  membrane  and  the  severity  of  the 
ear  symptoms  must  be  the  chief  guides. 

Recourse  to  bacteriological  examination  of  the  discharge  is 
frequently  of  value  in  determining  the  indication  for  or  against 
an  operation.  In  the  routine  examination  of  cases  in  the  New 
York  Eye  and  Ear  Infirmary  it  has  been  demonstrated  that 
the  virulence  of  the  infection  varied  with  the  organism.  In  spite 
of  preventive  treatment,  almost  all  cases  of  mastoid  inflamma- 
tion due  to  the  streptococcus  came  to  operation ;  those  in  which 
the  pneumococcus  was  found  required  operation  in  one-half 
the  cases ;  in  those  due  to  the  staphylococcus  the  mastoid  opera- 
tion was  rarely  required. 

Tenderness  about  the  ear,  especially  over  the  antrum,  is  sig- 
nificant, if  present,  but  the  presence  of  a  point  of  tenderness  is 
often  difficult  to  elicit  in  infancy. 

A  rapidly  changing  temperature,  reaching  at  times  a  high 
point,  rarely  in  childhood  beginning  with  a  chill  or  a  convul- 
sion, is  significant  of  involvement  of  the  lateral  sinus  or  jugular 
bulb.  On  the  other  hand,  phlebitis  of  the  jugular  has  been 
observed  to  be  quickly  followed  by  pneumonia,  which  compli- 
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cates  the  situation  and  masks  the  typical  course  of  the  original 
disease. 

Necrosis  of  the  mastoid  bone  in  the  direction  of  the  sinus 
may  lead  to  an  invasion  of  this  structure  with  the  gradual 
formation  of  an  infective  clot.  The  dura  covering  the  sinus 
resists  these  inroads  for  a  time  with  apparent  success,  for  it 
is  quite  a  common  experience  to  find  at  this  point  the  surface 
of  the  sinus  the  site  of  an  abscess,  while  the  vessel  beneath  is 
uninjured.  In  infants  an  infection  of  the  sinus  is  marked  by 
restlessness  and  a  marked  rise  of  temperature.  In  adults  the 
invasion  is  ushered  in  by  a  chill. 

Abscesses  of  the  cerebellum  are  not  a  rare  result  of  inflamma- 
tion extending  from  an  infected  clot  in  the  lateral  sinus. 

The  two  points  through  which  infection  is  most  likely  to 
extend  from  mastoid  antrum  abscesses  to  the  cranial  contents 
are  the  tegmen  tympani  and  the  wall  of  the  lateral  sinus.  The 
thickness  of  the  bone  is  least  in  these  directions,  and  con- 
sequently least  resistance  to  inflammatory  action  is  here  met 
with. 

In  infants  perhaps  the  most  common  intracranial  complica- 
tion is  meningitis;  either  leptomeningitis  or  tubercular  menin- 
gitis. Autopsies  occasionally  disclose  the  track  of  both  these 
forms  of  meningitis  to  have  occurred  by  way  of  the  middle-ear, 
and  the  writer  cannot  too  strongly  emphasize  the  need  of  strict 
attention  to  the  ears  of  infants  affected  with  acute  otitis, 
especially  during  the  course  of  acute  contagious  disease. 

Cases  of  tubercular  otitis  subsequently  involving  the  mas- 
toid antrum  and  terminating  in  meningitis  are  not  rare.  The 
writer  has  seen  several  typical  cases.  The  course  to  a  fatal 
termination  is  favored  by  the  less  dense  structure  of  the  bone 
in  infancy.  The  inroads  made  by  the  disease  in  the  children 
living  in  poor  and  unsanitary  quarters,  before  the  parents 
regard  them  as  really  ill,  are  almost  incredible.  The  disease 
may,  however,  progress  without  apparently  very  pronounced 
symptoms.  Discharges  from  the  ear,  which,  it  seems,  often 
drive  the  parents  of  the  poor  to  the  hospitals  and  clinics  because 
of  the  foul  odor,  in  tubercular  otitis  are  often  almost  odorless. 
Apparently,  in  this  class  of  patients,  the  discharge  is  often 
entirely  overlooked,  since  it  is  a  common  experience  to  find  that 
they  are  ignorant  of  it  when  the  child  is  presented  at  the  clinic. 

In  localized  ulceration  of  the  brain,  in  epidural  and  subdural 
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abscesses,  more  or  less  localized  or  general  meningitis  is  pres- 
ent; so  that  the  differentiating  symptoms  may  be  difficult  to 
recognize.  The  predominance  of  lepto-meningitis  occasions 
high  fever,  photophobia,  cephalalgia,  rapid  pulse  and  respira- 
tion, retraction  of  the  head  from  contraction  of  the  muscles  of 
the  spine,  delirium  and  stupor.  When  the  collection  of  pus 
IS  localized  (brain-abscess)  and  sufficient  to  occasion  pressure 
of  the  intracranial  contents,  a  slower  pulse,  more  variable  tem- 
perature, profuse  sweating,  and  a  septic  appearance  are  the  rule. 

Preventive  treatment  of  mastoditis  in  children  consists  in 
free  and  frequent  syringing  of  the  ear  when  a  discharge  exists 
in  an  acutely  inflamed  ear;  and  in  freely  incising  the  drum, 
behind  which,  on  examination,  pus  is  observed  to  be  exerting 
pressure  in  those  cases  in  which  no  discharge  exists.  Pouting 
perforations  of  the  upper  and  posterior  portion  of  the  drum, 
which  may  be  regarded  as  often  on  the  border-line  of  mastoid 
inflammation,  may  likewise  be  incised  with  benefit  when  it  is 
found  that  the  perforation  rs  insufficient  to  carry  off  the  inflam- 
matory products. 

Active  treatment,  consisting  of  operative  interference,  should 
not  be  delayed  too  long,  especially  when  restlessness  and  pain 
continue.  A  discharge,  however  insignificant,  is  a  symptom  not 
to  be  disregarded  in  infants  when  recurring  attacks  of  pain 
point  unmistakably  to  the  presence  of  active  inflammation  in  a 
region  where  the  escape  of  inflammatory  products  is  fraught 
with  so  many  unpleasant  possibilities. 

In  operating  for  simple  mastoiditis  of  infants  it  is  proper  to 
make  the  object-point,  first  of  all,  the  mastoid  antrum.  Some 
cases,  it  is  true,  recover  with  simple  incision  of  a  sub-periosteal 
abscess.  But  the  percentage  of  thorough  recoveries  must  be 
few,  relapses  many,  and  the  establishment  of  chronically  dis- 
charging bony  sinuses  are  common  results  of  this  unscientific 
treatment.  In  most  cases  a  suppurative  process  is  present  in 
the  antrum,  from  which  a  continuing  rarefying  osteitis  may 
extend  in  any  direction,  with  a  possibility  of  the  cranial  con- 
tents becoming  ultimately  involved.  The  mastoid  antrum 
should  be  entered  in  every  case  in  which  an  operation  is  per- 
formed. Having  once  entered  the  mastoid  antrum,  free  drain- 
age may  be  established,  necrotic  material  may  be  thoroughly 
removed,  and  one  has  the  satisfaction  of  thoroughly  under- 
standing the  state  of  his  patient.    Chronic  suppuration  of  the 
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middle  ear  is  otherwise  about  the  least  harmful  condition  which 
is  likely  to  result  from  a  mastoiditis  which  is  not  thoroughly 

operated  upon. 

♦  ♦ 

Garrett  Pigman,  M.  D. : 

Is  there  any  danger  in  forceps  operations?  Yes — ^and  I  be- 
lieve that  every  forceps  delivery  should  be  regarded  as  a  major 
operation.  The  mother  is  exposed  to  accidents  (not  always 
preventable),  such  as  slight  contusions  and  lacerations  of  the 
passages.  The  cervix  may  tear,  or  the  perineum  be  destroyed. 
Serious  accidents  are  not  uncommon  in  careless  and  violent 
forceps  deliveries. 

If  there  is  any  one  point  that  I  would  emphasize  more  than 
another,  it  is,  never  get  in  a  hurry  after  the  forceps  is  adjusted. 
The  traction,  like  the  natural  pains,  should  be  intermittent, 
continue,  say  for  a  minute,  and  rest  from  one  to  two  minutes. 
The  traction  should  be  a  steady  pull.  The  forceps  is  not 
intended  to  act  as  a  lever  or  compressor.  It  is  oftentimes  sur- 
prising how  little  traction  is  needed  in  assisting  nature  to  com- 
plete the  labor.  Te  full  delivery  may,  or  may  not  be  completed 
with  the  forceps  on,  the  thickness  of  the  blades  making  no 
notable  difference.  If  completed  with  the  forceps  on,  the 
natural  mecanism  of  labor  should  be  closely  followed,  being 
careful  not  to  put  the  traction  in  the  wrong  direction ;  and  as 
the  head  sweeps  over  the  perineum,  the  forceps  should  be 
carried  well  forward.  If  in  doubt,  let  go  of  the  handles  and 
watch  the  natural  trend.  We  often  hear  of  doctors  deliver- 
ing women  under  the  bedclothes,  but  from  my  individual 
experience,  I  most  earnestly  enter  a  protest.  The  operation 
from  beginning  to  end  can  be  done  best  and  most  scientifically 
with  the  operative  field  under  ocular  inspection. 

♦  ♦ 

Andrew  C.  Smith,  M.  D. : 

Although  many  of  the  surgical  problems  pertaining  to  the 
stomach  are  in  an  active  evolutionary  stage,  I  believe  that  the 
day  has  come  to  stay,  when  malignant  diseases  of  the  stomach 
will  be  attacked  early  and  extremely  radically ;  the  day  has  fully 
dawned  when  pyloric  obstruction  will  continue  to  be  surgically 
overcome,  though  not  by  unnatural  anastomoses ;  the  day  is  of 
the  established  future,  as  well  of  the  present,  when  intractable, 
medically  incurable,  invaliding  ulcer  will  be  treated  by  the  same 
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means;  but  I  believe  the  day  is  of  the  morrow,  and  will  so  re- 
main, when  all  gastric  and  duodenal  ulcers,  and  surely  all 
lesser  affections  of  a  dyspeptic  nature,  will  be  treated  so  fre- 
quently as  of  late  by  abnormal  anastomoses,  with  the  result  of 
temporary  relief  and  ultimate  metastasis.  That  ever  swinging 
pendulum  of  strenuous  surgery,  in  some  individuals  stimulated 
by  professional  ambition  and  selfish  commercialism,  will  be  cur- 
tailed to  the  happy  medium  which  the  profession  as  a  whole 
will  ultimately  indicate.  Such  has  been  the  history  of  other 
regional  surgery,  which  has  passed  through  evolutionary  stages, 
and  such  will  be  the  history  of  stomach  surgery,  which  has 
not  wholly  emerged  from  the  dark  chamber  of  experimental 

horrors. 

♦       ♦ 

O.  A.  Palmer,  M.  D. : 

I  think  that  the  weight  of  evidence  is  in  favor  of  the  theory 
that  the  pathology'  of  surgical  shock  is  hyper-irritation  of  the 
entire  sympathetic  system.  Clinical  experience  sustains  this 
view.  Dr.  Stevens  Smith  says  he  has  never  seen  shock  occur 
when  the  vasomotor  nerves  were  paralyzed  by  alcohol.  I  well 
remember  that  during  my  medical  college  days,  twenty-five 
years  ago,  a  certain  professor  of  surgery  always  insisted  on  hav- 
ing the  patient  take  freely  of  whisky  and  some  morphine  before 
operation.  He  always  tried  to  impress  us  with  the  idea  that 
the  patient  did  better  under  this  treatment,  and  in  my  own  pro- 
fessional life,  I  have  seen  many  cases  that  have  proven  to  me 
the  correctness  of  the  claim. 

Some  months  ago  I  gave  chloroform  for  a  vaginal  hysterec- 
tomy. The  operator  tied  the  tissues  about  the  organ  to  pre- 
vent bleeding.  The  patient  took  the  anesthetic  very  nicely, 
holding  a  good  color  and  pulse,  until  the  first  ligature  was  tied, 
then  I  noticed  a  pallor  overspread  the  face.  The  second  liga- 
ture increased  the  pallor  and  weakened  the  pulse.  I  do  not 
remember  how  many  ligatures  were  used,  but  I  well  remember 
that  when  the  operation  was  over,  the  patient  was  in  a  serious 
shock  from  which  she  never  recovered.  I  thought  then,  and 
still  think,  that  the  ligatures  strangled  the  working  power  of 
the  sympathetic  system. 

The  Treatment  of  Shock. — Aconite,  camphor,  veratrum,  and 
arsenicum  have  been  used  with  good  results.  In  extreme  cases 
of  shock  artificial  respiration  should  be  resorted  to,  and  friction 
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applied  to  the  extremities.  Dilation  of  the  rectum  has  been  sat- 
isfactory to  me.  External  heat  should  be  used,  but  no  hot  bot- 
tles, nor  bricks,  as  they  tend  to  make  bad  bums.  Blankets  should 
be  heated  in  an  oven  or  otherwise,  wrapped  about  each  part. 
Apply  heat  over  the  heart.  Keep  the  room  at  about  90  to  loo- 
degrees  if  the  patient,  can  stand  it.  Transfusion  of  warm  saline 
solution  is  considered  very  valuable  by  some  physicians.  As  an 
inhalent  pure  ammonia  is  very  useful.  Oxygen  inhalation  is  a 
most  powerful  yet  safe  remedy  to  use.  The  patient  should  have 
about  six  inspirations  of  the  pure  gas  per  minute.  Food  should 
not  be  administered  till  reaction  is  well  advanced,  as  shown  by 
the  temperature  rising  toward  the  normal.  It  must  be  remem- 
bered that  digestion  is  suspended  during  shock.  .When  reaction 
is  well  established,  or  nearly  so,  hot  beef  tea,  peptones,  or  pep- 
tonized milk  can  be  moderately  used.  Small  quantities  fre- 
quently is  my  rule. 

♦       ♦ 

T.  M.  Howell,  M.  D. : 

l-et  us  consider  briefly  some  of  the  acquired  diseases  of  child- 
Iwod,  First,  those  of  derangement  of  nutrition ;  such  derange- 
ment may  properly  be  divided  into:  Cases  of  acute  inanition, 
cases  of  malnutrition,  and  cases  of  marasmus.  They  differ 
in  degree  rather  than  kind.  The  etiology  is  for  the  most  part 
the  same — improper  feeding,  and  crowded,  badly  ventilated 
apartments. 

Statistics  show  that  fully  one-half  of  the  deaths  are  due 
directly  or  indirectly  to  marasmus,  which  is  the  severe  form 
of  malnutrition  seen  in  infancy.  It  is  a  difficult  problem,  with 
the  most  approved  methods  of  artificial  feeding,  in  some  cases 
of  malnutrition  to  establish  an  "  equilibrium."  This  is  espe- 
cially true  in  institutions  lacking  adequate  space  for  each  child, 
which  should  be  at  least  800  cubic  feet.  While  those  cases 
in  the  smaller  towns  and  cities  are  not  seen  so  frequently  as 
in  the  crowded  tenement  distrcits  of  the  larger  cities,  yet  they 
are  here,  too,  frequently  seen. 

Wet  nursing,  approved  artificial  feeding,  bodies  and  extrem- 
ities kept  warm  with  proper  clothing,  while  the  patient  is  ad- 
mitted (both  by  day  and  night)  to  fresh  air  and  plenty  of 
room.  Bathing  should  not  be  lost  sight  of,  hot  and  cold,  the 
cold,  especially  when  reaction  from  such  bath  is  satisfactory — 
all  drugs  are  worse  than  useless. 
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Children  who  have  been  victims  of  faulty  nutrition  and  ap- 
parently recover  need  be  further  watched  for  the  development 
of  the  sequela — scorbutus  and  rickets.  I  desire  to  say  a  word 
regarding  the  diagnosis  of  both  these  diseases.  It  is  not  neces- 
sary that  you  have  a  child  who  is  "  old,  and  anaemic  in  looks» 
with  wrinkled  skin,  large  eyes,  prominent  abdomen,  hollow 
temples,  hands  resembling  bird  claws  and  with  drumstick 
legs,"  to  diagnose  scorbutus  or  rickets,  but,  on  the  other  hand, 
they  may  in  appearance  look  the  picture  of  health. 

Proprietary  foods  as  the  sole  article  of  diet  are  never  to  be 
recommended.  You  may  be  able  to  see  every  day  in  your  prac- 
tice babies  apparently  in  perfect  health,  but  whose  very  foun- 
dation for  continued  health  and  existence  is  being  undermined 
by  foods,  which  are  rich  for  the  most  part  in  carbohydrates 
only.  A  child  who  has  inherited  a  "  tendency  to  health " 
and  who  lives  in  the  country*,  with  good  surroundings,  may 
run  the  gantlet  successfully,  fed  upon  proprietary  foods,  but 
the  chances  with  even  such  surroundings  are  most  decidedly 
against  it. 

Rickets  develops  between  the  ages  of  six  months  and  two  and 
a  half  years,  and  it  is  but  a  chronic  condition  of  nutrition  de- 
manding for  its  cure  physiologic  therapeutics  only. 

Stomatitis  (except  specific  class)  is  due  to  traumatism  and 
faultry  nutrition,  and  requires  for  its  cure  cleanliness  and  im- 
proved nutrition. 

Dentition  is  believed  by  some  writers  on  pediatrics  to  be  a 
simple  normal  condition,  requiring  but  little  consideration  from 
the  physician.  But  within  the  past  two  years  I  have  had  at 
least  three  cases  in  which  the  symptoms  were  alarming. 

Ruth  E.,  six  months  old,  a  splendidly  developed  child  of 
good  parentage;  artificially  fed,  with  perfect  agreement,  as 
evidenced  by  normal  growth  arid  weight,  quite  undisturbed 
sleep,  normal  action  of  the  bowels,  both  as  regards  frequency 
and  color ;  developed  f retf ulness  and  an  alarming  pyrexia.  In 
connection  with  the  symptoms  just  narrated  I  found  her  with 
tense,  swollen  g^ms  and  constipated  bowels.  There  had  been 
no  convulsions,  but  she  would  awaken  from  sleep  with  a  start 
and  cry  that  indicated  a  condition  not  far  removed  from  con- 
vulsions. Her  fever  at  the  time  of  my  first  visit  was  105**,  and 
with  the  graduated  bath  which  I  ordered,  together  with  enema, 
the  temperature  was  reduced  satisfactorily,  but  by  night  it  was 
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1 06°.  The  baths  were  continued  sufficiently  often  to  control 
the  fever,  and  as  many  as  five  were  given  in  twenty-four 
hours.  The  gums  were  scarified  on  the  second  day,  but  the 
fever  and  restlessness  continued  more  or  less  for  eight  days. 
The  food  was  reduced  to  one-fourth  the  amount  ordinarily 
given  and  an  abundance  of  fresh  pure  water  was  given  instead. 

The  other  two  cases  presented  were  like  the  one  just  re- 
ported in  being  artificially  fed — tense  swollen  gums,  fretful- 
ness  and  high  fever — and  differed  in  the  following  points: 
One  of  the  two  cases  was  twelve  months  old,  and  had  vomiting 
and  convulsions.  The  other  child  was  twenty  months  old  and 
had  vomiting,  no  convulsions. 

The  treatment  of  the  cases  w^as  practically  the  same — scari- 
fying gums,  reduction  of  food,  graduated  baths.  The  one 
having  convulsions  was  given  in  connection  with  treatment 
outlined,  ice-cap  to  head,  and  hot  mustard  foot  baths.  All 
made  satisfactory  recoveries. 

The  armamentarium  necessary  for  the  successful  treatment 
of  acute  gastritis,  gastro-duodenitis,  chronic  gastric  indiges- 
tion, acute  and  chronic  intestinal  indigestion,  consists  in  diet, 
lavages,  enematas,  cold  and  hot  packs,  graduated  baths,  fresh 
air  and  sunlight.  In  fact,  intelligent  use  of  the  means  just 
suggested  will  avail  in  all  diseases,  of  whatsover  kind,  of  the 
intestinal  tract  that  are  amenable  to  so-called  medicinal  treat- 
ment. 


ranrfaltmts* 


Chronic  Ulcer  of  the  Stomach. — Krogius  (Arch,  fiir  klin 
Chin),  in  concluding  a  review  of  indications  of  surgical  treat- 
ment in  cases  of  gastric  ulcer,  states  that  when  such  treatment  is 
suggested  by  one  or  other  of  these  indications  in  an  instance  of 
an  open  and  non-constricting  ulcer,  the  operation  should  be  a 
radical  one,  and  aim  at  excision  of  the  whole  of  the  diseased 
structures,  and  not,  like  gastro-enterostomy  or  pyloroplasty,  be 
practiced  simply  as  a  palliative  measure.  Even  in  the  treatment 
of  stenosing  gastric  ulcer  when  this  is  an  active  and  open  one, 
radical  treatment  should  be  preferred  to  any  palliative  operation, 
the  results  of  which,  in  affording  effectual  relief,  have  been 
proved  to  be  illusory.  In  cases  of  profuse  hemorrhage  from  a 
gastric  ulcer,  by  which  the  life  of  the  patient  is  placed  in  dan- 
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ger,  it  is  better,  the  author  holds,  to  venture  on  operative  treat- 
ment than  to  await,  without  doing  anything,  a  fatal  result.  An 
attack  of  severe  hemorrhage  and,  also,  a  frequent  repetition  of 
slight  bleedings,  should,  it  is  urged,  lead  the  surgeon  to  take 
into  consideration  the  advisability  of  attempting,  during  a  quiet 
interval,  a  radical  cure  by  laparotomy  and  excision  of  the  ulcer. 

The  Treatment  of  Sterility. — According  to  E.  Bumm 
(Deut.  med.  Woch.),  there  are  two  causes  for  sterility  in 
women,  if  one  disregards  rare  causes.  The  first  is  due  to  devel- 
opmental faults  in  the  genital  organs,  and  the  second  to  gonor- 
rhea. Turning  his  attention  first  to  the  second,  he  states  that 
since  the  severe  damage  which  gonorrhea  is  capable  of  doing 
has  been  recognized,  the  importance  of  this  disease  in  causing 
sterility  in  women  has  been  much  exaggerated.  He  believes 
that  at  least  two-thirds  of  the  cases  are  caused  by  developmental 
defects.  This  is  very  rarely  the  absence  of  the  whole  genital 
tract  or  part  of  it,  but  much  more  commonly  infantile  type  of 
the  organs.  In  some  cases  this  infantilism  affects  the  whole 
tract,  while  in  other  cases  only  certain  parts  are  so  affected. 
We  have  no  knowledge  as  to  how  these  developmental  defects 
act  inhibitorily  on  conception.  When  the  ovaries  are  ill-devel- 
oped and  more  like  fetal  organs,  one  must  suppose  that  ovula- 
tion takes  place  at  rare  intervals,  and  is  never  profuse.  When 
the  tubes  are  much  convoluted  and  defective,  they  probably 
refuse  to  carry  out  their  function  properly  in  carrying  the 
ovum  into  the  uterus.  The  sperm  cells,  too,  may  have  difficulty 
in  ascending  in  such  tubes.  When  the  uterus  is  infantile,  one 
supposes  that  it  hinders  the  passage  of  the  sperm  cells,  and  also 
does  not  offer  the  impregnated  ovum  a  chance  to  find  a  resting 
place.  He  then  discusses  the  anatomical  peculiarities  of  ill- 
developed  cervix  and  vagina.  A  short  anterior  wall  of  the 
vagina  and  an  insufficient  vault  render  the  retention  of 
semen  in  the  vagina  almost  impossible,  and  the  impediment  to 
the  semen  is  also  met  with  when  the  cervix  is  sharply  bent  on 
the  uterus,  when  the  os  is  stenosed,  and  when  the  mucous  mem- 
brane is  defective.  In  gonorrhea,  the  chief  change  which  hin- 
ders the  passage  of  the  sperm  cells  is  the  inflammation  of  the 
mucosa  of  the  cervix  and  uterus  and  the  presence  of  purulent 
material,  which  latter  acts  directly  on  the  cells. 

In  treating  these  cases,  Bumm  thinks  it  necessary  to  investi- 
gate in  each  case  whether  sperm  cells  are  to  be  found  in  the 
secretion  of  each  portion  of  the  tract.  The  prognosis  in  steril- 
ity due  to  infantilism  must  depend  on  the  extent  of  the  defect. 
When  the  cervix  is  alone  affected,  it  is  good,  provided  that  the 
treatment  is  properly  carried  out.  Less  good  results  may  be 
expected  when  the  uterus  is  affected,  and  when  the  changes  are 
well  marked,  one  may  take  it  for  granted  that  the  ovaries  also 
are  infantile,  and  then  the  prognosis  is  bad.    He  has  been  able 
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to  observe  in  a  few  cases  that  the  arrested  development  can  be 
continued,  even  after  a  considerable  time,  if  this  is  not  severe. 
The  only  means  which  gave  him  any  results  in  this  direction 
was  the  application  of  constant  electrical  currents. 

In  dealing  with  defects  in  the  outer  passages,  including  the 
cervix,  much  patience  must  be  exercised,  since  the  develop- 
mental defect  tends  to  offer  considerable  resistance  to  dilatation. 
One  can  choose  any  method  of  treatment,  but  one  must  con- 
tinue it  for  a  long  time.  The  stretching  and  dilatation  of  the 
vaginal  vault  is  difficult  and  often  very  slow.  Some  forms  of 
small  pessaries  do  good  at  times.  The  prognosis  in  cases  due 
to  gonorrhea  depends  on  when  and  in  which  stage  the  infection 
is  recognized.  If  one  gets  the  cases  early  and  recognizes  them 
at  once,  one  may  expect  that  no  sterility  will  follow.  Since 
the  treatment  must  be  directed  toward  preventing  the  inflam- 
matory changes  from  spreading  upwards,  all  intrauterine  meas- 
ures must  be  avoided.  Great  care  must  be  exercised ;  the  chief 
points  are  to  keep  the  parts  as  much  at  rest  as  possible,  and 
especially  during  the  period.  Careful  vaginal  irrigation  does 
good;  as  does  discission.  When  the  infection  has  already 
reached  the  tubes,  all  need  not  be  given  up. 

Cases  of  suppuration  in  the  tubes  have  been  cured  with  rest, 
application  of  ice,  and  later  hot  packs.  The  pus  may  become 
absorbed  and  no  sterility  follow.  After  the  appendages  have 
been  generally  inflamed,  one  must  wait  until  everything  has 
quieted  down  completely  before  applying  massage,  which  then 
may  do  good.  Removal  of  one  ovary  and  freeing  the  other 
from  adhesions  has  led  to  conception  in  one  of  the  author's 
patients.  Only  when  actual  destruction  of  tissue  has  taken 
place  must  one  consider  the  prognosis  hopeless. 

Placenta  Previa  and  Laceration  of  Pedicle  of  Fibroid: 
Death. — Meyer,  of  Copenhagen  (Monats.  f.  Geb,  u.  Gyn.), 
reports  a  case  where  a  pedunculated  fibroid  complicated  labor. 
The  patient  was  thirty-four.  After  four  labors,  one  abortion, 
and  a  few  years  of  irregular  menstruation  she  became  pregnant 
once  more.  At  term,  after  pains  in  the  hypogastrium,  labor 
set  in  with  a  little  vaginal  hemorrhage.  The  patient  traveled 
about  twenty-five  miles  in  a  carriage  to  a  lying-in  institution, 
and  Meyer  found  the  uterus  filling  the  abdomen  and  stretching 
its  walls,  being  pushed  upwards  by  a  big  tumor,  apparently 
cystic,  which  filled  the  pelvic  cavity.  Under  anesthesia  the  os 
could  be  reached.  It  lay  high  up  against  the  symphysis.  The 
presentation  was  transverse ;  the  placenta  could  be  felt  on  taking 
a  pain.  Free  flooding  set  in,  the  pelvic  tumor  was  reduced 
with  ease  and  slipped  up  into  the  right  iliac  fossa.  After 
dilating  bags  had  been  introduced,  Meyer  turned,  delivered, 
and  expressed  the  placenta.  The  child  was  born  dead  and 
showed  marked  osteochondritis ;  there  were  no  signs  of  syph- 
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ills.  The  uterus  did  not  contract  well  after  delivery,  and  the 
acute  anemia  increased  unaccountably,  the  patient  dying  within 
two  hours.  Much  blood  was  found  in  the  peritoneal  cavity. 
A  solid  tumor,  as  big  as  a  man's  head,  lay  in  the  right  iliac 
fossa;  it  sprang  from  the  posterior  aspect  of  the  cervix,  being 
connected  with  the  uterus  by  a  thick  and  short  pedicle.  A  very 
large  vein  in  the  pedicle  was  lacerated,  and  it  had  bled  into  the 
peritoneal  cavity.  Meyer  believes  that  the  damage  to  the  pedi- 
cle occurred  during  the  delivery  of  the  fetus,  and  not  during  the 
reposition  of  the  fetus  earlier  in  labor. 

Cerebral  Puncture. — Neisser  and  Pollack  (Mitteilungen  aus 
d.  Grenzgebiet,  d.  Med.  u.  Chir.),  in  a  lengthy  paper  indicating 
the  important  advance  in  the  diagnosis  and  also  in  the  treatment 
of  cerebral  disease,  describe  a  simple  method  of  cerebral  punc- 
ture through  the  cranial  wall,  which  they  have  systematically 
practiced  in  suitable  cases — 106  times  on  36  patients.  By  means 
of  a  fine  borer,  worked  under  gentle  pressure  by  an  electromotor, 
an  orifice  21-3  mm.  in  diameter  is  made  through  scalp  and 
bone.  The  differences  in  resistance  ofl:ered  by  the  external  and 
internal  tables  and  the  diploe  can,  it  is  stated,  be  readily  dis- 
tinguished, and,  after  some  little  practice,  injury  to  the  dura 
mater  can  be  readily  avoided.  Through  the  opening  thus  made 
a  fine  needle  attached  to  an  aspirating  syringe  is  introduced, 
and  passed  into  the  portion  of  the  brain  suspected  to  be  the  seat 
of  disease.  General  anesthesia  may  be  dispensed  with,  it  being 
necessary  only  to  freeze  the  surface  of  the  skin  by  ethyl  chlo- 
ride. The  perforation  of  the  cranial  wall  causes  very  slight,  if 
any,  pain. 

This  method  of  exploration  should  not,  it  is  hinted,  be  applied 
except  under  very  decided  indications,  to  the  lowest  part  of  the 
region  of  the  middle  convolutions,  to  the  facial  and  hypoglossal 
centers,  and  to  Broca's  convolution,  in  order  to  avoid  the  danger 
of  wounding  a  large  blood-vessel.  In  eleven  cases  the  presence 
of  eflFused  blood  in  the  brain  was  revealed  by  puncture,  in  some 
of  which  the  clinical  history  and  the  symptoms  failed  to  indicate 
hemorrhage.  In  two  of  these  cases  the  eflFused  blood  was 
removed  by  aspiration,  the  patients  making  a  good  recovery. 
One  case  is  referred  to  in  which  a  large  intradural  hematoma, 
after  having  been  diagnosed  by  puncture,  was  exposed  and 
removed  by  trephining.  The  r^ethodical  application  in  cases  of 
suspected  intracranial  hemorrhage  of  the  exploratory  method 
advocated  by  the  authors  would,  it  is  urged,  save  much  time 
and  anxiety  on  the  part  of  the  surgeon  and  undue  loss  of  blood 
on  the  part  of  the  patient. 

A  number  of  cases  are  reported  in  which  hematoidal,  cystic 
fluid,  pus,  sero-purulent  fluid,  tumor  tissue,  and  cerebro-spinal 
fluid  were  withdrawn  after  puncture  of  the  cranium.  Special 
attention  is  directed  to  two  of  these  cases  as  being  good  and 
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convincing  instances  of  the  value  of  this  method.  In  an  almost 
moribund  patient  presenting  very  acute  symptoms  of  an  unlocal- 
izable  cerebral  tumor,  a  puncture  made  into  the  posterior 
cranial  fossa  on  the  left  side  gave  exit  to  an  albuminous  fluid, 
and  thus  established  the  diagnosis  of  a  meningeal  cyst.  The 
puncture  of  the  cranial  wall  was  repeated  six  times  in  the  course 
of  fifteen  months,  on  each  occasion  with  prompt  cessation  of 
the  theratening  symptoms.  In  the  second  case  the  author's 
method  of  exploratory  puncture  revealed  in  a  very  decided 
manner  the  situation  of  a  cerebral  tumor  that  could  not  have 
been  otherwise  localized. 

The  Surgical  Treatment  of  Gastric  Disease  Associated 
with  Tetany. — Lancereaux  reports  on  a  communication  to  the 
Academy  of  Medicine  by  Jonnesco  and  Grossmann,  made  with 
the  object  not  solely  of  throwing  light  on  the  pathogeny  of 
tetany  of  gastric  origin,  but  also  of  demonstrating  the  good 
results  of  surgical  intervention  in  cases  in  which  life  is  threat- 
ened by  this  complication.  The  author,  who  adds  to  the  original 
case  one  under  his  own  care,  concludes  his  report  with  the  fol- 
lowing observations:  There  are  on  record,  it  is  stated,  forty 
cases  of  gastric  tetany  coexistent  with  a  mechanical  obstacle  to 
the  passage  of  the  food  from  the  stomach  to  the  intestine,  the 
obstacle  being  due  to  stenosis,  whether  cicatricial  or  cancerous, 
of  the  pyloric  orifice.  The  pyloric  contraction,  it  is  held,  causes 
dilatation  of  the  stomach,  and,  as  a  result  of  more  or  less 
advanced  hypertrophy  of  the  coats  of  this  organ,  peristaltism. 
It  also  accounts  for  the  stasis  of  food  in  the  gastric  cavity,  the 
varied  fermentations  which  are  set  up  in  the  contents  of  the 
stomach,  the  numerous  results  of  such  fermentations,  and  also 
frequent  and  profuse  vomiting.  Vomiting  and  peristaltism  are 
suggestive  of  pyloric  stenosis,  and  when  these  are  associated 
with  tetany  there  cannot,  it  is  asserted,  be  any  doubt  as  to  the 
nature  of  the  case. 

Attention  is  directed  to  some  special  characters  of  the  vomit- 
ing and  the  peristaltism  observed  in  the  recorded  cases. 
Tetany,  it  is  stated,  which  occurs  generally  as  a  late  phase,  is 
usually  localized  in  the  muscles  of  the  hands  and  feet,  but  it 
occasionally  extends  to  the  limbs  and  the  jaw,  and,  in  excep- 
tional instances,  to  the  trunk.  This  association  of  vomiting, 
peristaltism,  and  tetany  occurs  exclusively  in  cases  of  pyloric 
stenosis,  and  is  never  met  with,  so  far  as  Lancereaux  can  make 
out,  in  simple  atonic  dilatation  of  the  stomach.  Peristaltism, 
he  holds,  is  one  of  the  most  reliable  signs  of  organic  stenosis 
of  the  pylorus.  The  persistent  occurrence  of  this  sign  associ- 
ated with  vomiting  in  a  subject  whose  appetite  is  maintained, 
and  whose  general  health  is  not  such  as  to  indicate  an  advanced 
stage  of  cancerous  disease,  should,  it  is  thought,  lead  to  prompt 
surgical  intervention.     The  results  obtained  in  cases  of  this 
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kind  from  gastro-enterostomy  are  encouraging,  as  in  eleven 
instances  the  operation  was  followed  by  complete  recovery  in 
eight.  In  the  remaining  three  cases,  death  followed  as  the 
result  of  post-operative  peritoneal  complication. 

Fiat-Foot. — Bossi  (Archiv.  di  Ortoped.),  after  giving  an 
account  of  the  pathological  anatomy  of  the  various  parts 
affected — the  bones,  soft  parts,  ligaments,  etc. — passes  on  to  a 
discussion  of  the  chief  symptoms,  pointing  out,  amongst  other 
things,  the  outward  displacement  of  the  tendon  of  the  tibialis 
anticus,  which  assumes  a  distinctly  abductor  action.  Bossi  lays 
stress  on  this  displacement  of  the  tendon,  as  it  has  considerable 
importance  in  considering  the  treatment  of  flat-foot.  The  dif- 
ferent forms  of  flat-foot  receive  separate  treatment — for  exam- 
ple, the  traumatic,  paralytic,  spastic,  tabetic,  varicose,  and 
rachitic  types.  A  section  is  devoted  to  prognosis  and  diagnosis, 
and  this  is  followed  by  an  account  of  the  various  methods  of 
treatment,  with  illustrative  cases.  Flat-foot  is  a  deformity 
which  leads  to  many  and  complex  changes;  it  is  to  the  foot 
what  scoliosis  is  to  the  back,  and  might  indeed  be  called  the 
scoliosis  of  the  foot.  Open  operation  upon  the  tendons  or  bones 
is  not  sufficient ;  to  be  adequate,  such  an  operation  would  be  too 
complex  to  be  practical.  The  most  rational  treatment  is  forcible 
straightening — manual  or  instrumental — followed  by  bandaging. 
However,  the  author  would  not  exclude  all  open  operations  in 
every  case.  Sometimes  benefit  is  gained  by  tendon  shortening 
or  transplantation.  On  the  other  hand,  he  believes  most  opera- 
tions on  the  bones  are  irrational,  as  by  this  method  articulations 
are  abolished  and  one  displacement  in  the  system  of  arches 
merely  replaced  by  another. 

Ligature  of  Pelvic  Veins  in  Puerperal  Pyemia. — Bumm 
(Zentralbl.  f.  Gynak.)  successfully  operated  in  two  cases,  and 
recently  exhibited  one  patient  before  a  medical  society.  The 
first  patient  had  suffered  from  typical  chronic  pyemia  with  fre- 
quent rigors,  one  occurring  on  the  day  of  operation.  The  pelvis 
was  elevated,  the  abdominal  cavity  opened,  and  the  veins  liga- 
tured. Care  was  taken  not  to  wound  any  of  the  infected  throm- 
bosed veins.  A  mass  had  been  detected  in  the  right  iliac  fossa 
on  bimanual  palpation,  and  it  proved  to  be  a  plexus  of  plugged 
veins.  For  three  days  after  the  operation  no  rigors  occurred ; 
then  they  recurred,  but  in  mild  form,  with  a  rise  of  temperature 
to  104° ;  next  day  the  temperature,  which  had  fallen,  rose  to 
over  102°  with  out  rigors;  then  the  fever  disappeared  alto- 
gether. In  a  second  case,  where  puerperal  pyemia  had  existed 
for  several  weeks  with  rigors  every  day,  there  was  complete 
cessation  of  the  rigors  after  the  operation,  but  the  temperature 
fell  gradually.  Bumm  noted  that  Freund  had  suggested  this 
operation,  which  von  Trendelenburg  was  the  first  to  perform. 
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He  strongly  advised  the  ligature  of  the  vessels  through  an 
abdominal  incision,  as  in  that  way  a  good  view  of  the  precise 
extent  of  the  throbosis  could  be  obtained,  and  the  vessels  could 
be  found  with  ease.  It  was  clear  that  the  veins  alone  should  be 
tied :  the  aim  of  the  operation  was  thus  reached,  as  the  infected 
thrombi  were  cut  off  from  the  circulation.  The  ligatured  veins 
soon  shrank  up  and  became  quite  harmless.  Mackenrodt 
observed  that  other  operators  removed  the  thrombi ;  but  Bumm, 
who  felt,  no  doubt,  that  the  veins  were  plugged  and  not  merely 
engorged  in  his  case,  maintained  that  opening  thrombosed  ves- 
sels was  worse  than  useless,  as  it  would  cause  peritoneal  infec- 
tion. 

Atmocausis  and  Zestocausis. — Ludwig  Pincus  (Berl.  Klin.) 
has  made  a  very  extensive  study  of  the  method  of  treating 
uterine  affections  by  superheated  steam.  The  two  modifications 
of  this  process  which  he  employs  he  terms  atmocausis  and 
zestocausis ;  the  latter  procedure  is  adopted  for  the  production 
of  a  more  severe,  localized,  cauterizing  effect.  The  indications 
for  these  methods  of  treatment  are  either  absolute  or  relative. 
Atmocausis  is  absolutely  indicated  in  all  cases  of  uterine  hem- 
orrhage where  other  and  simpler  methods  have  not  proved 
satisfactory.  To  such  cases  belong  (i)  certain  forms  of  pre- 
climacteric  hemorrhage;  (2)  all  cases  of  hemophilia;  (3)  cer- 
tain forms  of  bleeding  from  myomata  and  hemorrhage  from 
inoperable  carcinoma  corporis;  (4)  special  forms  of  endome- 
tritis hemorrhagica;  (5)  atonic  and  endometritic  hemorrhage 
after  abortion,  and  in  the  later  stages  of  the  puerperium.  Atmo- 
causis is  relatively  indicated  :  ( i )  For  sterilizing  women  suffer- 
ing from  incurable  diseases;  (2)  in  sub-involution  which  does 
not  yield  satisfactorily  to  simpler  methods  of  treatment;  (3)  in 
inflammatory  affections,  to  replace  or  supplement  curetting, 
special  cases  for  consideration  being  endometritis  tuberculosa, 
endometritis  gonorrhoica,  endometritis  saprica,  and  endo- 
metritis puerperahs  septica  incipiens.  Zestocausis  is  abso- 
lutely indicated  for  local  cauterization  of  the  endometrium  of 
the  uterine  body,  and  for  treatment  of  special  cases  of  endo- 
metritis dysmenorrhoica  in  nulliparous  or  unmarried  women. 
It  is  relatively  indicated  ( i )  to  replace  or  supplement  curetting 
when  the  latter  process  is  indicated  in  inflammatory  affections 
of  a  small  nulliparous  uterus;  (2)  in  the  treatment  of  obstinate 
endometritic  processes  and  erosions  of  the  cervix  uteri.  These 
methods  of  treatment  are  contraindicated  ( i )  when  malignant 
disease  has  not  been  excluded ;  (2)  when  malignant  disease  has 
been  established ;  ( 3 )  in  inflammatory,  painful  complications  of 
the  adnexa  and  parametrium;  (4)  in  complications  of  the 
adnexa  associated  with  menstruation:  and  (5)  when  the  opera- 
tion causes  pain  it  must  be  abandoned. 
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Gonorrhea  and  Pregnancy. — Martin  (Berlin  Klin.  Woch.) 
has  observed  thirteen  cases  of  chronic  gonorrhea  in  lying-in 
women,  which  show  that  pregnancy  may  occur  with  double 
salpingitis  of  gonorrheal  origin.  Also  abortion  does  not  neces- 
sarily occur  in  the  presence  of  chronic  gonorrhea.  In  hundreds 
of  cases  of  abortion,  examination  of  the  expelled  tissue  from 
the  uterus  was  examined  with  negative  results  as  regards  gono- 
cocci.  In  none  of  the  above  cases  did  symptoms  of  perimetritis 
or  parametritis  develop.  Hence  the  prognosis  of  pregnancy 
complicated  by  chronic  gonorrhea  is  more  favorable  than  might 
be  expected. 

Treatment  of  Abortion. — Mucci  (La  Clinica  Ostetsica). 
When  there  is  little  or  no  hemorrhage,  the  patient  is  placed  on 
a  table,  the  external  parts  washed  with  soap  and  water,  the 
excess  of  soap  removed  by  0.75  per  cent,  of  chloride  of  soda, 
and  I  in  1000  perchloride  used  externally,  and  to  all  parts  of 
the  vagina.  The  soda  solution  being  afterwards  used  to  swab  out 
the  vagina,  the  vagina  is  plugged  with  sterile  gauze  soaked  in 
the  perchloride  solution,  as  is  also  the  cervical  canal,  avoiding 
any  force  which  may  cause  laceration  of  the  cervix.  The  plugs 
are  removed  when  the  placenta  has  been  passed.  The  vagina 
is  irrigated  with  0.5  per  cent,  lysol  in  hot  water.  When  the 
hemorrhage  is  considerable,  the  parts  are  treated  as  above,  and 
a  glycerine  plug  inserted  till  the  placenta  has  been  passed. 
Then  the  uterus  is  washed  out  with  i  in  3000  perchloride,  and  a 
strip  of  gauze,  soaked  in  i  in  10  iodine  and  alcohol,  inserted 
into  the  uterus  through  the  mechanically  dilated  canal  after 
curetting.  Twelve  hours  later  lysol  irrigation  is  used.  In  all 
cases  transfusion  of  normal  saline  is  used.  In  one  case 
Beh ring's  antitoxic  serum  was  used.  Cervical  ulcerations  are 
touched  with  pure  carbolic  acid.  As  plugging  the  uterus  may 
set  up  vesical  and  rectal  tenesmus,  the  bladder  and  rectum 
must  be  first  emptied. 

In  regard  to  evacuating  the  uterus  by  the  finger  or  curette, 
in  tbe  later  months,  when  the  uterine  wall  is  thin,  the  finger  is 
safer,  but  necessitates  the  use  of  chloroform.  Considering  that 
frequently  the  patient  is  nervous  and  has  lost  much  blood,  the 
curette  is  preferable,  which  only  requires  a  common  dilator. 
But  curetting  should  never  be  resorted  to  till  plugging  with 
glycerine  has  been  used,  except  when  putrefaction  is  present, 
which  calls  for  immediate  emptying  of  the  uterus. 

The  Treatment  of  Fractures. — ^W.  Liermann  (Deut.  nied. 
Woch.)  pleads  for  a  rational  treatment  of  fractures.  The  old 
recognized  treatment  of  immobilizing  the  fractured  bone  until 
complete  consolidation  has  taken  place  appears  to  be  followed 
more  from  traditional  than  any  other  reasons,  and  in  recent 
times  several  surgeons  have  expressed  themselves  very  point- 
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edly  on  this  subject.  Since  1894  the  author  has  treated  fract- 
ures of  the  upper  extremity  by  **  mobilization  "  and  massage. 
Lucas-Championniere  appears  to  have  been  the  first  who  acted 
upon  the  idea  of  dealing  actively  with  fractures,  and  employing 
movement  and  massage. 

By  means  of  X-rays  one  can  learn  the  faults  of  the  old 
method.  Immobilization  condemns  not  only  the  broken  bone, 
but  also  the  soft  parts,  and  especially  the  muscles,  to  complete 
rest,  and  while  many  functional  results  like  the  anatomical 
leave  much  to  be  desired,  one  can  easily  understand  that  move- 
ment of  certain  muscles  at  the  proper  time  must  lead  to 
improved  functional  results.  By  watching  the  formation  and 
absorption  of  callus  one  is  able  to  understand  the  smallest  detail 
of  the  healing  of  a  fractured  bone,  and  this  can  be  carried  out 
by  means  of  X-rays,  if  carefully  applied. 

The  only  reasonable  method  of  treating  a  fracture  is  to 
attempt  to  influence  the  formation  and  absorption  of  callus  to 
take  place  as  rapidly  as  possible.  One  can  see  that  even  when 
movement  causes,  apparently,  considerable  dislocation  of  the 
fragments,  the  bone  unites  much  more  rapidly  than  with  com- 
plete rest.  Xot  only  is  the  process  of  healing  shortened,  but 
the  functional  activity  is  regained  at  a  very  much  earlier  date. 
The  callus,  although  not  so  massive,  is  just  as  strong.  Mas- 
sage is  employed  further  to  cause  the  extravasation  of  blood 
to  absorb  before  it  can  produce  adhesions  in  the  soft  parts. 

Liermann  finds  that  in  order  to  obtain  the  best  results  it  is 
necessary  to  combine  fixation,  massage,  and  mobilization.  Of 
the  fixation  he  says  little.  This  is  to  be  carried  out  by  means 
of  specially  adapted  light  splints  made  of  cardboard,  which  can 
be  removed  easily  to  view  the  parts.  The  massage  and  manipu- 
lations need  very  great  care  and  skill.  In  the  first  place,  it  is 
necessary  to  apply  massage  very  gently  and  cautiously  at  first, 
always  allowing  the  index  of  the  proper  application  to  be  the 
painlessness  of  the  procedure.  Later,  more  force  and  deeper 
action  must  be  used.  He  gives  some  details  of  the  technique  of 
the  massage,  which  he  thinks  the  surgeon  himself  ought  to 
carry  out.  It  is  impossible  to  say  how  long  the  fixation  should 
be  kept  up  in  any  individual  case,  as  this  must  depend  on  the 
rate  of  the  formation  of  the  callus.  Roentgen  photography  will 
give  the  index.  The  fragments  alone  are  to  be  kept  fixed,  while 
tlie  mobilization  must  keep  the  soft  parts  and  joints  freely 
functionating.  Fixation  for  the  few  days  is  more  readily 
applied  in  fractures  of  the  upper  than  of  the  lower  extremity. 
As  soon  as  the  fixation  can  be  discarded  it  is  important  to 
instruct  the  patient  to  apply  his  weight  equally  on  both  legs,  so 
that  no  limping  ensues. 

The  author  also  gives  details  as  to  the  type  of  active  move- 
ment, which  can  be  employed  with  advantage,  after  the  callus 
union  has  taken  place.     The  treatment  which  he  elaborates 
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differs  materially  from  the  inactive  treatment,  in  that  it  requires 
a  considerable  amount  of  practice  and  skill  and  constant  con- 
trol. At  present  the  results  of  fractures  are  not  obtained  for  a 
very  long  time,  although  the  surgeon  has  but  little  to  do ;  but  by 
his  method  the  course  of  treatment  is  comparatively  short,  but 
requires  much  personal  attention.  The  great  part  of  the  treat- 
ment, however,  can  be  carried  out  in  the  consulting  room,  the 
patients  not  being  kept  in  bed  during  the  course  of  union. 

Surgical  Treatment  of  Epilepsy. — Delageniere  (Arch. 
Prov.  de  Chir.)  advocates  a  novel  treatment  of  epilepsy  by 
ligature  of  the  superior  longitudinal  sinus  just  above  the  tor- 
cular  Herophili.  This  method  of  dealing  with  epilepsy  was 
suggested  to  the  author  by  the  very  good  results  observed  in  a 
case  of  this  disease,  in  which,  during  an  operation  for  trephin- 
ing, it  was  found  necessary,  on  account  of  an  accidental  wound, 
to  apply  a  ligature  around  the  longitudinal  sinus.  Regarding 
an  epileptic  attack  as  a  clinical  syndroma  common  to  several 
pathological  conditions,  and  holding  that  the  various  causative 
lesions  of  epilepsy  tend,  in  different  ways,  to  produce  the 
common  result  of  permanent  dilatation  of  the  veins  of  the 
external  surface  of  the  cerebral  hemispheres,  Delageniere 
considers  it  a  logical  step  to  attempt  to  modify  the  venous 
circulation  of  the  cerebral  cortex  by  practicing  ligature 
of  the  terminal  portion  of  the  longitudinal  sinus.  Under 
the  assumption  that  distention  of  the  superficial  cerebral 
veins  is  probably  the  cause  of  irritation  of  the  cortical 
layer  of  the  brain,  he  would  endeavor  to  overcome  this 
venous  distention  by  an  operation  analogous  in  its  aim 
and  mode  of  action  to  ligature  of  the  upper  part  of  the  internal 
saphena  vein  for  varicosity  of  the  veins  of  the  leg.  The  object 
in  practicing  ligature  of  the  longitudinal  sinus  would  thus  be  to 
bring  about  a  collapse  of  the  over-distended  veins  by  which 
the  sinus  is  supplied  with  blood.  The  author  describes  the 
different  stages  of  this  operation,  which  he  has  performed  with 
good  results.  The  longitudinal  sinus  is  exposed  by  trephining 
the  cranial  vault  in  the  posterior  half  of  a  line  drawn  from  the 
bregma  and  the  external  occipital  protuberance,  at  a  point  about 
8  cm.  or  9  cm.  behind  the  bregma. 

The  Use  of  Gloves  in  Manual  Detachment  of  the  Placenta. 
— E.  Wormser  reports  on  the  results  which  have  been  obtained 
in  von  Herff's  clinic  in  Basel  in  the  manual  detachment  of  the 
placenta,  some  of  which  were  carried  out  with  the  use  of  rubber 
gloves  and  some  without.  In  all  cases  stringent  aseptic  pre- 
cautions were  followed  (Deut.  med.  Woch.).  The  operation 
was  performed  twenty  times  with  and  twenty-seven  times 
without  gloves.  Of  the  first  series  one  patient  died,  but  inas- 
much as  the  history  of  this  case  clearly  shows  that  the  patient 
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was  already  suffering  from  a  severe  infection  at  the  time  of 
admission  to  hospital,  before  the  intrauterine  manipulation  was 
undertaken,  this  case  is  not  taken  into  account.  In  one  case 
the  patient  had  a  rise  of  temperature  from  other  causes,  six 
others  showed  fever,  of  which  five  only  suffered  for  one  day, 
and  the  temperature  did  not  rise  higher  than  38.5*'  C.  The 
sixth  patient  became  very  ill,  but  recovered.  The  morbidity, 
therefore,  for  the  "  glove  "  cases  was  32.1  per  cent.,  of  which 
5.2  per  cent,  showed  a  severe  infection.  Mortality  was  o.  Com- 
paring these  figures  with  those  of  the  cases  in  which  the  pla- 
centa was  removed  by  the  naked  hand,  he  finds  that  one  patient 
died,  but  this  was  due  to  severe  sepsis,  which  developed  before 
admission.  Of  the  thirteen  patients  who  showed  fever  after  the 
removal  of  the  placenta,  five  must  be  excluded,  since  the  cause 
of  it  lay  in  other  directions ;  38  per  cent,  were  affected,  and  4.8 
per  cent,  showed  a  severe  infection  (one  case).  Subfebrile 
temperatures  were  more  common  in  the  not-glove  cases. 

Besides  these  cases,  he  deals  with  a  number  of  patients 
treated  in  their  own  homes.  The  numbers  here  were  small. 
Those  dealt  with  without  gloves  gave  a  morbidity  of  35.7  per 
cent,  of  which  14.3  per  cent,  were  severe  infections,  while 
with  gloves  the  fever  due  to  genital  infection  covered  9.9  per 
cent,  without  any  severe  infections. 

He  therefore  comes  to  the  conclusion  that  the  use  of  sterile 
gloves  for  the  removal  of  placenta  diminishes  the  risk  of  severe 
infection.  He  finds  that  gloves  are  much  to  be  recommended 
to  the  general  practitioner,  inasmuch  as  he  is  mostly  called 
upon  to  detach  a  placenta  manually  on  account  of  bleeding,  and 
he  has  then  little  or  no  time  to  spend  on  the  disinfection  of  his 
hands,  while  if  he  has  sterile  gloves  in  his  bag,  the  necessity  of 
this  falls  away.  He  gives  some  details  as  to  the  sterilizing 
and  preparation  of  the  gloves,  and  claims  that  with  care  rubber 
gloves  should  stand  sterilizing  several  times.  One  point  he 
lays  great  stress  on  is,  that  the  inside  of  the  gloves  should  be 
kept  dry  by  means  of  a  dusting  powder.  He  maintains  that 
the  sense  of  feeling  is  scarcely  affected,  and  that  one  very  soon 
prefers  to  work  in  the  gloves.  In  conclusion,  he  deals  with  the 
question  of  the  cause  of  retained  placenta. 

Free  Dermoid  in  Pelvis  Simulating  Tubal  Pregnancy. — 
Gradenwitz  (Monats.  f.  Geb.  u.  Gyn.)  writes  on  the  case  of  a 
multipara  whose  period  had  been  seven  weeks  overdue,  whilst 
during  that  space  of  time  sharp  attacks  of  sacral  pain,  with 
syncope  and  hemorrhages  occurred.  On  one  occasion  a  piece 
of  membrane  was  discharged,  but  it  was  not  preserved^ 
The  breasts,  which  had  been  slightly  distended,  had  be- 
come flaccid,  and  a  little  milk-like  fluid  escaped  from 
them.  The  uterus  was  slightly  enlarged,  the  right  tube 
swollen,  and  a  doughy  tumor  of  the  size  of  a  small  fist  lay  in 
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Douglas'  pouch.  The  bleeding  subsided  under  treatment,  but 
the  sacral  pain  grew  so  severe  that  the  patient  begged  for 
operative  relief.  Tubal  pregnancy  was  suspected,  and  an  open- 
ing made  through  the  vagina ;  the  tumor  appeared  very  unlike 
an  ectopic  gestation  sac,  and  it  was  drawn  out  of  the  pelvis  and 
vagina  with  ease,  having  no  attachments.  On  cutting  it  open, 
it  was  found  to  be  filled  with  hair  and  grease,  and  its  wall  bore 
one  tooth.  No  blood  issued  from  the  opened  peritoneal  cavity. 
The  appendages  were  drawn  down,  but  not  a  trace  of  disease 
or  adhesion  was  to  be  detected  on  examination  of  the  ovaries. 
The  patient  recovered,  and  all  the  symptoms  disappeared 
directly  after  the  operation.  The  twisting  of  the  pedicle  of  the 
dermoid,  somewhere  in  the  neighborhood  of  the  uterus, 
accounted  for  the  atypical  hemorrhages,  faintness,  and  pain. 

Puerperal  Eclampsia  and  Renal  Decapsulation. — Sippel 
(Zentralbl.  f.  Gynak)  believes  that  the  question  of  nephrotomy, 
or  else  complete  decapsulation  in  cases  of  anuria  associated 
with  puerperal  eclampsia,  is  of  great  importance,  since  the 
surgical  treatment  of  nephritis  has  been  much  discussed  of  late, 
whilst,  when  once  its  merit  and  technique  are  established,  it  is 
probable  that  decapsulation  may  prove  valuable  in  puerperal 
cases.  But  Sippel  reminds  us  that  the  merits  of  this  operation 
as  a  cure  for  chronic  nephritis  are  by  no  means  generally 
admitted  by  surgeons  and  physicians,  and  it  is  not  certain  that 
even  if  it  be  beneficial  in  chronic  Bright's  disease  it  would 
necessarily  be  of  any  service  in  morbid  conditions  of  the  kidney 
essentially  due  to  pregnancy.  In  this  sense  he  criticises  Ede- 
bohls'  case,  which  Cavaillon  and  Trillat  quote  as  favoring  the 
establishment  of  decapsulation.  The  patient  was  a  primipara, 
aged  twenty-three ;  she  had  an  attack  of  typhoid  fever  during 
the  fourth  month,  but  symptoms  of  nephritis  were  not  noticed 
until  the  seventh.  Near  the  end  of  the  eighth  month,  uremia 
and  eclamptic  attacks  set  in.  Labor  was  induced  on  that 
account,  but  within  forty-six  hours  the  fits  returned.  Edebohls 
decapsulated  both  kidneys,  and  no  further  convulsions  occurred. 
The  patient  was  restored  to  perfect  health. 

Sippel  is  not  satisfied  even  with  the  clinical  details  of  this 
case,  and  insists  that  we  must  feel  sure  whether,  in  these 
instances  of  puerperal  eclampsia  with  marked  anuria,  kidney 
disease  precedes  increase  of  intracapsular  pressure  or  increased 
pressure,  due  to  pregnancy,  damages  the  functions  of  a  possibly 
healthy  kidney.  In  the  latter  case  decapsulation  would  be 
uncalled  for. 

Edebohls  relates  a  second  case  of  puerperal  eclampsia  suc- 
cessfully treated  by  renal  decapsulation.  He  observes  that  the 
first  patient  on  whom  he  operated  was  in  perfect  health,  with 
urine  free  from  albumen  and  casts,  fifteen  months  after  opera- 
tion.   The  second  patient  was  also  a  young  primipara.     Pru- 
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ritis  vulvae  set  in  late  in  the  seventh  month,  but  neither  sugar 
nor  albumen  could  be  found  in  the  urine.  Towards  the  end  of 
the  ninth,  vertigo  and  impaired  vision  were  complained  of  by 
the  patient :  the  urine  contained  a  trace  of  albumen.  By  a  week 
later  the  patient  was  blind,  and  there  was  anascara.  Term  was 
just  at  hand.  The  secretion  of  urine  was  very  scanty,  and 
convulsive  twitchings  set  in.  Edebohls  operated;  the  lateral 
decubitus  was  the  only  position  available.  The  advanced 
anasarca,  and  the  twitchings  of  the  muscles,  even  under  the 
anesthetic,  made  the  decapsulation  very  difficult.  Both  kid- 
neys were  much  enlarged,  with  thick  capsules  loosely  gathered 
around  the  organ.  Acute  or  subacute  parenchymatous  nephritis 
was  clearly  present.  Urine  began  to  be  secreted  freely  twenty- 
four  hours  after  the  operation,  and  on  the  second  day  labor  set 
in ;  it  was  gemellar.  Both  twins  were  delivered  by  forceps,  and 
one  was  saved.  Urine  was  now  secreted  in  enormous  quan- 
tities; at  the  end  of  the  fourth  day  after  the  operation  the 
patient's  sight  was  restored.  Four  months  later  the  mother 
was  in  excellent  health  and  still  able  to  suckle  the  surviving 
twin.  The  urine  was  free  from  albumen.  Edebohls  insists 
that  this  second  case  proves  that  renal  decapsulation  can  arrest 
the  progress  of  uremia  and  of  puerperal  convulsions  of  renal 
origin  in  the  undelivered  woman,  so  that  the  induction  of 
abortion  or  premature  labor  need  not  henceforth  be  our  only 
ultimate  resources  in  the  treatment  of  puerperal  eclampsia. 

Gonorrhea  in  Puerperium. — Lepman  (Monats.  f.  Harn- 
krankh.)  noted  that  in  half  the  cases  of  gonorrhea  the  infection 
did  not  rise  above  the  os  internum,  but  menstruation  and  the 
puerperium  often  caused  this  limit  to  be  overcome.  Usually  in 
the  puerperal  cases  the  gonorrheal  infection  is  of  very  old 
standing.  In  childbed  the  invasion  of  the  uterine  cavity  by  the 
gonococcus  is  not  associated  with  rise  of  temperature,  especially 
during  the  first  week,  but  later  on  the  tendency  to  ascent  of  the 
germ  is  greater,  and  there  is  fever.  The  proper  treatment  is 
absolute  rest  in  bed  for  a  month  or  five  weeks.  The  vagina 
must  be  washed  out  with  caution ;  on  no  account  should  intrau- 
terine injections  be  used  or  caustics  applied  to  the  endometrium. 

Apoplexy  of  Ovary. — Vilumara  (Zentralbl.  f.  Gynak.)  at- 
tended a  patient,  aged  forty,  for  dysmenorrhea,  followed  later 
on  by  convulsions  during  the  menstrual  period.  The  cervix  was 
excised  without  any  benefit.  Vilumara  examined  the  patient, 
and  found  the  uterus  retroverted,  hard,  but  not  enlarged. 
The  right  ovary  was  enlarged  and  tender.  The  right  round 
ligament  was  shortened,  and  the  right  ovary  removed.  In  its 
substance  lay  two  tumors  as  big  as  cherries,  of  a  red  color, 
whilst  the  entire  ovarian  tissue  was  infiltrated  with  blood.  No 
Graafian  follicles  were  to  be  found. 
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THE  HOMEOPATHIC  MEDICINAL  TREATMENT  OF 
DYSMENORRHEA. 

BY    RUDOLPH    F.    RABE,    M.    D. 

The  symptom  of  dysmenorrhea  or  painful  menstruation,  is 
one  which  claims  a  large  share  of  attention  from  the  general 
practician.  To  him  the  sufferers  from  this  dreaded  condition 
first  come,  as  a  rule,  and  it  is  only  after  his  failure  to  cure,  that 
the  gynecologist  is  appealed  to  for  relief. 

To  us  as  homeopathic  gynecologists,  specialists,  or  physicians 
in  general  practice,  the  ailment  in  question  should  not  have  any 
difficulties.  Our  Materia  Medica  is  rich  in  agents  calculated 
not  only  to  relieve,  but  also  to  cure  permanently,  the  symptom 
of  painful  menstruation.  The  word  symptom  is  used  advisedly, 
for  dysmenorrhea  is  never  found  in  the  perfectly  healthy 
woman;  that  is,  the  woman  free  from  all  constitutional  taint, 
whether  this  be  sycotic,  psoric,  or  a  combination  of  both,  or 
whether  we  choose  to  accept  these  terms  in  the  light  of  modern 
nomenclature  or  not.  Even  structural  changes,  such  as  flexures 
or  versions,  stenoses  or  other  defonnities,  have  had  their  origin 
in  some  constitutional  vice,  for  are  they  not  the  result,  or  end- 
product  of  a  long  train  of  morbid  influences  and  forces  ?  As 
such  they  may  fail  to  respond  to  medicinal  measures,  measures 
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which  should  have  been  applied  to  those  of  a  preceding  genera- 
tion, the  fetus  in  utero,  or  the  infant  and  growing  child.  But 
as  this  ideal,  perhaps  Utopian  plan  of  cure  can  be  but  seldom 
applied,  our  endeavors  must  be  directed  at  the  case  in  hand  as 
it  now  presents  itself.  Mechanical  or  surgical  measures  may 
therefore  be  frequently  demanded,  but  more  for  the  end-prod- 
uct, the  result  of  disease,  i.  e.,  pathological  change,  though  even 
here  our  deeply-acting  antipsorics,  especially  in  the  high  and 
highest  potencies  are  capable  of  performing  remarkable  cures. 
To  many  prescribers,  the  symptom  constitutes  the  only  element 
to  be  treated,  and  such  physicians  direct  their  energies  entirely 
to  the  relief  of  the  pain ;  forgetting,  in  their  laudable  eagerness 
to  relieve,  that  it  is  the  patient  and  not  the  disease  that  is  to  be 
cured.  Treatment,  on  such  lines,  ranges  all  the  way  from  the 
well-chosen,  acute-acting  remedy,  to  the  alluring  combination 
tablet,  anti-spasmodic  or  even  morphine ;  and  in  so  far  as  a  real 
and  permanent  cure  is  concerned,  is  doomed  to  certain  failure. 

What  then,  constitutes  for  us  as  homeopathic  therapeutists 
the  proper  method  of  treatment  of  this  very  common  ailment? 
Hahnemann,  in  par  6  of  the  Organon,  says,  "  An  unbiased 
observer,  though  of  unequaled  sagacity,  impressed  with  the 
futility  of  transcendental  speculation  unsupported  by  experi- 
ence, observes  in  each  individual  disease  oply  what  is  outwardly 
discernible  through  the  senses,  viz. :  changes  in  the  sensorial 
condition  (health)  of  body  and  soul,  morbid  signs  or  symptoms. 
In  other  words,  he  observes  deviations  from  the  previous 
healthy  condition  of  the  patient,  felt  by  him,  and  recognized 
upon  him  by  his  attendants,  and  observed  upon  him  by  the 
physician.  All  of  these  observable  signs  together  represent  the 
disease  in  its  full  extent ;  that  is.  they  constitute  together  the 
true  and  only  conceivable  form  of  the  disease.'*  And  again,  in 
par.  7,  among  other  important  statements,  he  says,  "  Hence,  the 
totality  of  these  symptoms,  this  outwardly  reflected  image  of  the 
inner  nature  of  the  disease,  i.  e.,  of  the  suffering  vital  force, 
must  be  the  chief  or  only  means  of  the  disease  to  make  known 
the  remedy  necessary  for  its  cure ;  the  only  means  of  determin- 
ing the  selection  of  the  appropriate  remedial  agent.  In  short, 
the  totality  of  the  symptoms,  must  be  regarded  by  the  phy- 
sician as  the  principal  and  only  condition  to  be  recognized  and 
removed  by  his  art,  in  each  case  of  disease,  that  it  may  be  cured 
and  converted  into  health." 
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With  these  directions  uppermost  in  our  minds,  the  course 
.  ^>       becomes  clear.    To  take  the  case  is  the  first  problem,  one  alas ! 
,.jr»*f.  /  .  u        which  very  many  prescribers  fail  to  solve.     For  a  case  well 
taken  is  a  case  half  cured.    In  the  taking  of  the  case,  nothing 
'    I  *  .  that  the  patient  may  tell  us   is  to  be  regarded  as  too  trivial  or 

irrelevant  for  our  notice.  The  apparently  trivial  may  be  the 
decidedly  important,  when  it  comes  to  the  selection  of  the 
remedy.  Particular  attention  should  be  paid  to  the  general 
symptoms,  i.  e.,  those  symptoms  predicated  of  the  patient  her- 
self, as  opposed  to  the  particular  symptoms  or  those  predicated 
of  the  patient's  organs.  The  general  s\inptoms  characterize 
the  patient  as  a  sick  being  and  relate  to  her  as  an  individual,  dis- 
tinctly different  from  other  individuals.  Thus,  a  woman  with  a 
neuralgic  dymenorrhea,  whose  pains  are  relieved  by  pressure 
and  heat,  would  naturally  cause  us  to  think  of  magnesia  phos. 
but  if  we  have  taken  the  whole  case  and  not  merely  the  partic- 
ular symptom  of  the  pelvic  viscera,  and  find  that  this  woman 
habitually  has  late  and  scanty  menses,  preceded  by  mental  de- 
pression and  sadness,  and  that  she  is  of  a  mild,  yielding  disposi- 
tion, with  all  her  complaints,  such  as  headache,  vertigo,  stomach 
symptoms,  etc.,  relieved  in  the  cool,  open  air;  then  Pulsatilla, 
and  not  magnesia  phos.  would  be  the  simillimum.  The  general 
symptoms  must  always  decide  the  choice  and  may  rule  out  any 
number  of  particulars.  The  generals  include  of  course  the 
modalities,  the  character  of,  the  time  of  and  duration  of  the 
menstrual  flow  and  any  mental  symptoms  which  may  he 
present.  A  case  or  two  may,  perhaps,  better  illustrate  this 
idea. 

Mrs..  E.  B.  M.,  July  18,  1901.  Married  several  years  but  no 
children.  Sterility  and  dysmenorrhea.  Uterus  decidedly  anti- 
verted.  Came  to  me  on  account  of  the  dysmenorrhea  and  the 
sterility,  being  anxious  to  have  a  child.  Menses  always  seven 
days  late,  profuse  and  last  one  week.  Before  menses,  pressure 
on  vertex,  aching  in  head,  worse  from  motion  of  the  eyes  and 
from  heat,  >  by  lying  down  in  the  open  air.  Aching  in  back  and 
bearing-down  sensation  in  pelvis,  feels  as  though  she  must  hold 
herself  up.  During  the  menses  is  very  nervous  and  irritable, 
has  colicky  pains  somewhat  better  by  doubling  over;  also  a 
steady,  continuous  pain  in  right  ovarian  region  and  extending 
down  the  right  anterior  crural  nerve.  Has  nausea  with  the 
pains,  which  are  worse  from  eating  or  drinking.    Vertigo  worse 
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from  stooping ;  everything  seems  to  grow  black  before  her  eyes. 
After  menses,  headache  and  general  weakness.  Often  gets 
melancholy  attacks  and  feels  like  crying;  can  hardly  keep  the 
tears  back ;  feels  better  from  being  sympathized  with  and  from 
consolation,  and  likes  to  have  people  about  her  to  talk  to.  Pork 
and  other  fatty  foods  cause  nausea  and  headache ;  fullness  and 
pressure  in  the  stomach  come  on  some  little  time  after  her  meals. 
Falls  asleep  late  in  the  evening,  stays  wide  awake  from  many 
thoughts  running  through  her  mind.  At  times,  feels  chilly  and 
has  also  burning  of  the  feet  and  wants  them  uncovered.  Cold 
feet  in  winter.  Sweats  very  little,  even  in  hot  weather.  White, 
thick,  bland  leucorrhea,  causing  itching  of  vulva.  Burning 
pains  in  abdomen  and  in  lower  part  of  the  back.  Feels  tired 
and  weak  all  the  time  and  is  worse  towards  evening.  Tired 
mornings  on  rising.  Solitude  seems  to  aggravate  her  condi- 
tion.   Likes  company.     Brunette,  age  thirty-three  years. 

To  take  this  case,  avoiding  leading  questions  as  much  as 
possible,  occupied  some  time.  The  bi-manual  examination  re- 
quired the  least  part  of  it.  From  the  particular  symptoms, 
several  remedies  suggest  themselves.  Xanthoxylum  and 
sulphur  for  instance.  The  totality  points  to  but  one  remedy, 
although  this  one  is  not  an  antipsoric.  Accordingly  one  dose, 
dry  on  the  tongue,  of  Pulsatilla,  45-m.  (45,000  potency)  of 
Fincke  was  given,  together  with  the  usual  powders  of  sac- 
charum  lactis.  No  local  treatment  of  any  kind  whatsoever  was 
employed. 

August  I,  1901.  The  patient  reported  that  her  menses  ap- 
peared on  July  28th,  with  much  less  pain  than  usual.  She  feels 
better  in  every  way.     No  medicine. 

September  30,  1901.  Menses  began  on  the  25th  inst.,  were 
time  with  much  pain.  Does  not  feel  so  well.  Pulsatilla  m-m 
(millionth)  one  dose  and  sac  lac. 

September  30  1901.  Menses  began  on  the  25th  inst.,  were 
preceded  for  two  days  by  pain,  but  no  pain  at  all  during  the 
period.  About  ten  days  before  menses  or  thirteerf  days  after 
receiving  the  last  dose  of  Pulsatilla,  the  following  old  symptoms, 
which  she  had  not  had  in  five  years,  reappeared.  Pain  as  if 
sore  from  throat  down  to  stomach,  worse  from  swallowing  any 
hot  food  or  drink.  Pressure  sensation  in  upper  part  of  esoph- 
agus. Rising  of  acid  gas  at  once  after  eating,  causing  burn- 
ing.    Burning  pains  in  stomach,  also  sensation  of  pressure. 
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which  is  relieved  by  eating.     These  symptoms  have  almost  all 
disappeared  again   (September  30th)   and  she  feels  better  in 
every  way. 

This  was  to  me  an  encouraging  sign,  for  whenever,  in  a 
chronic  case,  old,  perhaps  long-forgotten,  symptoms  return,  we 
may  be  sure  the  simillimum  has  been  found,  and  that  cure  is  in 
sight.    These  old  symptoms  must  not  be  interfered  with. 

October  11,  1901.  The  patient  reported  improvement.  Says 
she  gets  hungry  between  meals ;  feels  faint  and  must  eat  some- 
thing, which  relieves.  Backache  and  burning  in  the  sacrum ; 
pain  in  back  is  better  by  motion.  Bland  leucorrhea.  No 
medicine. 

October  21,  1901.  No  more  backache  or  leucorrhea.  Has 
never  felt  better  than  she  does  now,  even  in  spite  of  an  acute 
coryza.     No  medicine. 

October  31,  1901.  Menses  came  on  the  25th  inst.,  two  days 
late,  lasted  four  days,  were  less  profuse,  with  slight  pain  during 
one  day  only.     Xo  medicine. 

November  11,  1901.  Nausea  and  bloating  evenings.  Swell- 
ing and  soreness  of  both  breasts,  worse  right  one,  about  two 
weeks  before  the  menses.  Noticed  this  symptom  last  month 
for  the  first  time  and  has  it  again  this  month.  Has  been  taking 
on  flesh  and  looks  much  better.     No  medicine. 

December  2,  1901.  Menses  came-pn  November  25th,  three 
days  late,  but  free  from  all  pains.     No  medicine. 

December  18,  1901.  Menses  eleven  days  late.  Yesterday 
she  was  taken  with  pain  in  back  and  cramp-like  pains  in  abdo- 
men. This  has  continued  to-day  with  constant  nausea  and 
slight  flowing.    Ipecac  200  (Jenichen),  a  few  doses  in  water. 

January  3,  1902.  Pains  and  nausea  gone  but  flow  continues. 
No  medicine. 

This  flow  went  on  as  a  rather  profuse  though  otherwise  nor- 
mal menstruation.  Undoubtedly  the  patient  has  become  preg- 
nant and  aborted.  Nothing  further  was  given,  and  as  there 
were  no  symptoms  left,  the  patient  discontinued  treatment. 
Became  pregnant  some  few  months  later  and  was  delivered  of  a 
healthy,  full-term  infant.  Surely  a  triumph  for  the  single 
remedy  and  the  minimum  dose. 

Another,  though  much  simpler  case,  is  the  following : 

Mrs.  C.S.,  age  twenty-one  years.  April  2,  1902.  Has  suflFered 
from  dysmenorrhea  since  puberty  and  since  her  marriage.     Has 
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no  children  and  has  not  been  pregnant.  Menses  were  formerly 
very  irregular,  but  now  come  on  time.  Before  the  menses, 
mental  unrest  and  irritability.  During  first  two  days  of  the 
flow  has  to  go  to  bed  with  severe  griping  pains,  vomiting,  and 
constant  urging  to  urinate  and  to  stool.  Wants  to  be  let  alone 
and  be  quiet.  Has  to  be  covered  up  and  feels  chilly  if  she  uncov- 
ers even  a  little.  Nux  vomica  50-m  (50  thousandth)  Skinner, 
one  dose,  was  given  after  menstruation.  The  next  period  came 
on  with  much  less  pain.  The  second  period  was  entirely  pain- 
less and  with  none  of  the  other  symptoms.  The  period  was 
two  days  too  soon,  with  some  nausea,  feeling  of  soreness  in  the 
abdomen,  backache,  and  a  rather  profuse  flow.  The  comple- 
ment of  nux  vomica,  kail  carb.  was  later  on  given,  in  one  dose 
of  the  40-m  (40  thousandth)  and  finished  the  case.  The  patient 
has  ever  since  remained  entirely  free  from  trouble. 

These  two  cases  are  sufficient  to  show  what  can  be  done  by 
the  potentized  single  remedy,  unaided  by  any  so-called  adjuvant 
treatment.  In  any  case  of  dysmenorrhea,  the  problem  is  simply 
this:  To  the  genius  of  which  remedy  does  the  patient  corre- 
spond? If  the  case  is  a  simple  one,  without  much  psoric  or 
constitutional  complexion,  the  selection  of  the  remedy  may  also 
be  a  simple  matter;  but  if  the  case  is  undoubtedly  psoric  or 
constitutional  in  its  aspects,  the  remedy  must  fit  the  whole 
patient,  even  though  this  very  remedy  may  not  stand  high  in 
the  repertorial  rubric  for  dysmenorrhea.  We  must  not  think  of 
our  materia  medica  as  having  remedies  for  dysmenorrhea,  but 
as  possessing  many  remedies  for  patients  with  dysmenorrhea. 
This  is  homeopathy  correctly  applied. 
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ETIOLOGY  OF  PUERPERAL  ECLAMPSIA. 

BY    JAMES    T.     MARTIN,    M.    D. 

In  the  past  there  has  been  so  little  definite  knowledge  of  the 
etiology  of  puerperal  eclampsia  that  it  is  very  difficult  to  say 
just  what  professional  opinion  has  been  regarding  it.  Indeed, 
the  theories  concerning  it  are  as  varied  and  as  ingenious  as  the 
individuality  of  the  numerous  writers  on  the  subject  could  make 
them.  Many  of  the  views  held  by  the  older  authors  have 
lately  been  very  much  modified,  and  the  trend  of  thought  on  the 
subject  at  the  present  seems  to  be  very  much  more  rational 
than  heretofore. 

It  is  my  purpose  in  this  paper  to  give  something  of  a  sum- 
mary of  the  recent  thought  regarding  the  etiology  of  this 
disease,  as  well  as  to  point  out,  or  call  attention  to  the  drift  of 
professional  opinion  regarding  its  origin  and  future  pathology. 

It  is  only  in  the  recent  past  that  albumen  was  held  wholely 
responsible  for  the  trouble,  but  a  little  later  observation  demon- 
strated that  there  were  structural  changes  in  the  kidneys  them- 
selves, and  then  their  insufficiency  of  action  was  the  cause; 
later  ptomaines.  The  development  of  carbonic  acid  and  car- 
bonate of  ammonia  in  the  blood,  and  hydremia,  have  all  been 
considered  etiological  factors.  But  these  theories  have  almost 
entirely  given  away  to  the  belief  that  this  retention  of  urea  in 
the  blood  is  directly  the  cause  of  the  convulsions,  as  it  has  been 
demonstrated  that  the  danger  in  such  cases  is  directly  in  propor- 
tion to  the  amount  of  retained  urea.  But,  even  admitting  that 
such  is  really  the  case,  it  is  still  a  mooted  question  whether  urea, 
or  any  other  of  the  poisons,  or  all  of  them  together  cause  the 
convulsions. 

All  these  factors  are  the  result  of  altered  functions,  due  to  the 
structural  changes,  which  have  taken  place  in  various  organs 
of  the  body,  notably  the  kidneys,  liver,  and  spinal  cord,  and  it 
might  be  laid  down  as  an  axiom  that  whenever  structural 
change  takes  place  in  any  organ,  its  function  will  be  altered 
directly  in  proportion  thereto. 

A  recent  writer  suggested  that  albumen  is  not  only,  not  the 
rause,  but  only  a  symptom  of  a  more  deeply  seated  trouble,  and 
Lusk  goes  so  far  as  to  say  that  albumen  is  one  of  the  effects  of 
eclampsia.     It  is  generally  conceded,  however,  that  its  presence 
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usually  serves  to  call  attention  to  the  very  serious  nature  of  the 
case,  although  its  absence  does  not  necessarily  mean  that  the 
subject  will  escape  the  eclampsic  seizure.  It  will  be  seen  from 
recent  discussions  that  the  blood  of  the  eclampsic  patient  con- 
tains more  and  the  urine  less  poisonous  material  than  normaL 
That  is,  the  waste  and  effete  material  formerly  eliminated  by 
the  kidneys  and  other  excretory  organs  is  retained  in  the  blood, 
and  becomes  an  irritant  poison.  This,  it  is  thought,  causes  a 
peculiar  irritating  change  in  the  psychometric  centers  of  the 
cerebral  cortex,  causing  the  convulsions  so  much  dreaded.  The 
old  theory  that  the  presence  of  the  gravid  uterus  on  the  ureters 
and  kidneys  was  the  cause  of  the  trouble,  has  been  entirely 
given  up. 

A  writer  in  The  Canadian  Prac,  September,  1892,  suggests 
the  ingestion  of  lime  in  the  drinking  water,  as  one  of  the  causes ; 
the  lime  forming  a  combination  with  the  existing  ptomaines, 
and  thus  producing  the  irritant  poison  necessary. 

Clark  and  Skelton,  American  Journal  Obst.,  February,  1897, 
writing  upon  this  subject,  insist  that  the  renal  insufficiency  is 
not  the  primary  cause,  but  think  that  etiology  of  the  condition 
is  to  be  found  in  the  defective  hepatic  activity,  as  the  liver  is 
shown,  by  post-mortems,  on  persons  dying  with  eclampsia,  to 
undergo  certain  degenerations.  These  changes  are  described 
as  fatty  degeneration  of  liver  cells,  together  with  capillary  dila- 
tation and  formation  of  the  neurotic  patches  and  infarcts ;  from 
the  presence  of  acetone  in  large  quantities,  it  is  suggested  that 
there  is  present  an  abnormal  decomposition  or  organized  pro« 
teids,  or  it  may  be  an  imperfect  elimination  of  the  non-nitrog- 
enous products  of  retrograde  metamorphosis  due  to  the  fatty 
degeneration  of  liver  cells,  whose  activity  is  overburdened  by 
the  increase  of  biliary  salts,  derived  from  the  fetus,  and  which 
must  be  eliminated  by  the  maternal  liver.  From  the  further 
decomposition  of  these  retained  carbo-hydrate  products,  con« 
vulsive  poison  and  acetone  are  developed,  and  at  the  same  time, 
from  the  faulty  action  of  the  liver  in  not  completely  changing 
waste  nitrogenous  products  into  the  urea,  bodies,  which  irritate 
ond  inflame  the  kidneys  in  their  elimination,  cause  further 
insufficiency  of  renal  action.  Other  observers  have  noted,  in 
these  subjects,  well-marked  changes  in  both  the  liver  and 
kidneys,  and  have  concluded  that  puerperal  eclampsia  is  due  to 
the  action  on  the  cerebrum,  or  substances  formed  in  the  evolu- 
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tion  of  local  infective  processes,  and  also  a  special  microbe  is 
supposed  to  get  in  his  deadly  work,  by  operating  upon  the 
nervous  system  already  prepared  by  the  gravid  state. 

Again,  a  writer  in  the  St.  Louis  Med.  Surg.  Journal,  May, 
1896,  finds  multinucleated  cells  in  the  blood  vessels  of  pregnant 
women,  that  are  supposed  to  come  from  the  placentae  produced 
by  an  irritating  poison,  and  forming  multiple  capillary  throm- 
bosis. From  these  facts  the  conclusion  is  drawn  that  the 
disease  is  entirely  due  to  the  presence  in  the  blood  of  a  coagula- 
ting ferment  formed  either  by  degeneration  of  the  free  pla- 
cental cells  found  in  the  blood,  or  by  degenerative  changes  m 
the  placenta  itself. 

The  pathological  changes  in  the  kidneys  and  liver  have  been 
observed  in  these  cases,  where,  in  all  probability,  they  have  been 
in  existence  long  before.  The  faulty  metabolism  was  suf- 
ficiently marked  to  attract  attention,  and  it  seems  hardly  neces- 
sary to  call  attention  to  the  fact  that  any  organ  in  a  pothological 
state  will  exhibit  preverted  function. 

The  highest  prerogative  of  the  human  race  is  the  reproduction 
of  its  kind.  It  is  safe  to  assume,  then,  that  the  greatest  effort 
nature  is  called  up  to  make  is  the  production  of  a  new  being, 
and  when  this  is  too  great  a  task  for  the  strength  of  the  mother, 
the  effort  will  be  faulty.  The  excretory  organs  of  the  mother 
have  not  only  to  perform  the  work  to  which  they  have,  for  all 
her  previous  life,  been  accustomed,  but,  in  addition  to  this,  the 
waste  material  from  the  new  life  must  be  eliminated  in  the  same 
way.  This  imposes  a  much  heavier  burden  on  the  mother  than 
she  was  previously  called  upon  to  bear,  and  although  nature 
has  contemplated  this,  and  prepared  for  it,  in  a  measure,  yet 
there  are  many  individuals  who  do  not  come  up  to  the  required 
standard  of  health  to  make  a  complete  success ;  so  that  the  effort 
of  nature  to  do  the  increased  amount  of  work  results  in  the 
faulty  metabolism.  This  is  not  only  true  of  the  excretory 
organs,  but  it  is  also  true  of  the  spinal  cord,  which  has  a  very 
important  function  to  perform  during  labor. 

The  disease  pursues  a  rapid  course,  increasing  as  gestation 
increases,  and  finding  its  acme  when  the  parturient  has  reached 
full  term.  The  progress  of  the  disease  seems  to  be  directly  in 
proportion  to  the  increased  growth  of  the  fetus,  showing, 
oftentimes  that  the  patient  has  reached  her  limit  of  endurance 
about  the  time  labor  has  terminated.    It  is  said  that  more  con- 
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vulsions  occur  in  primiparae  than  in  multiparae,  but  I  believe 
that  the  statistics  are  very  liable  to  mislead  in  this  case,  from 
the  fact  that  a  careful  record  is  not  kept  of  their  subsequent 
history,  and  that  women  who  have  once  suffered  this  trouble  do 
not  desire  to  repeat  the  process.  But,  admitting  that  primiparae 
do  suffer  more,  it  is  probably  due  to  the  greater  effort  required 
during  the  first  labor,  as  the  stronger,  healthier  women  are  more 
able  to  stand  the  strain.  Should  a  second  confinement  come  to 
one  of  these  weakly  women,  it  will  be  easier  borne  on  account 
of  the  preparation  that  is  had  by  the  first  labor.  The  fact  that 
disease  may  remain  latent  in  the  system  for  an  indefinite  period 
of  time,  and  that  the  tendency  thereto  may  be  transmitted  from 
one  generation  to  another,  is  a  factor  always  to  be  considered 
when  studying  the  manifestations  of  any  acute  disease,  and 
especially  diseases  occurring  during  gestation,  where  the  life 
of  the  patient  is  so  wrapped  up  in  the  result. 

This  was  taught  by  Hahnemann,  and  has  been  one  of  the 
tenets  of  our  school  ever  since ;  and,  at  the  present  time,  in  his 
*"  Origin  of  Disease,"  Dr.  Arthur  V.  Meigs,  p.  173,  says: 

"  Heretofore  diagnosis  has  been  narrowed  by  the  prevalent 
conception  that  disease  usually  lights  upon  one  organ  or 
another,  and  confines  itself  to  a  restricted  district.  In  the 
endeavor  to  combat  this  error,  it  has  been  repeated  so  often, 
perhaps,  as  to  make  it  a  wearisome  reiteration,  that  disease  is 
generally  widespread  in  its  effects — that  latent  and  chronic 
disease  has  an  almost  inconceivably  great  influence  in  starting 
attacks,  that  appear  purely  acute,  and  in  determining  their 
course  and  outcome.  Sufficient  observations  have  been  made 
to,  at  least,  call  attention  to  the  fact  that  during  the  progress  of 
acute  Bright's  disease,  occurring  during  the  gestation,  well- 
marked  interstitial  changes  have  taken  place  in  the  kidneys, 
liver,  and  spine,  and  that  these  organic  changes  show  a  remark- 
able resemblance  to  the  pathology  of  the  chronic  disease,  and 
also  the  fact  that  many  women  who  have  had  manifestations 
of  this  trouble  during  gestation,  have  afterwards  died  of  chronic 
Bright's  disease,  together  with  the  observations  on  chronic 
diseases  by  Dr.  Meigs,  and  others,  strengthens  my  belief  that 
the  Bright^s  disease,  as  it  occurs  during  gestation,  is  but  an 
acute  manifestation  of  the  latent  and  chronic  disease. 

The  microscropoical  patholog}'  of  chronic  Bright's  disease, 
as  given  by  Dr.  Meigs,  is,  in  substance,  as  follows : 


Etiology  of  Puerperal  Eclampsia.  34 1 

The  capsule  becomes  hardened,  the  malpighian  bodies  be- 
come partly  obliterated,  and  the  secretory  cells  become  less  in 
number,  and  the  differentiation  of  the  medullary   from  the 
cortical  substance  becomes  less  and  less  marked.     The  liver 
undergoes  a  very  similar  change,  or  degenerative  process;  its 
fibrous  framework  becomes  thickened,  the  liver  cells  take  on 
a  fibroid  growth,  and  the  secretory  cells  become  less  in  number 
from  the  same  cause.    Similar  changes  take  place  in  the  lungs, 
heart,  and  circulatory  system,  and,  in  fact,  most  organs  of  the 
body  take  on  a  fibroid  growth.     But,  aside  from  the  changes 
that  take  place  in  the  kidneys  and  liver,  the  most  important 
changes  are  noted  in  the  brain  and  spinal  cord.     The  fine, 
fibrous  filaments  constituting  the  framework  of  the  cord  be- 
come thickened  and  inelastic ;  the  white  substance  of  Schwann 
becomes  muddy ;  the  axis  cylinders  are  ill-defined ;  the  external 
envelopes  are  indistinct  or  lost,  and  the  whole  substance  seems 
to  be  melting  into  a  structureless  granular  mass ;  and  later,  the 
pia   (mater)   becomes  adherent  to  the  cord,  and  there  is  a 
general  increase  of  morbid  fibroid  tissue.    This  morbid  fibroid 
tissue  is  found  in  almost  all  chronic  diseases,  in  old  age,  and 
in  persons  prematurely  old.    It  seems  to  be  one  of  the  peculiar 
manifestations  of  chronic  disease,  whether  latent  or  not,  and 
involves  the  entire  system,  predisposing  to  numerous  acute 
attacks.     The  leading  minds  of  the  profession  are  coming  to 
the  conclusion  that,  even  in  acute  disease,  whether  of  an  in- 
fectious nature  or  not,  there  is  a  certain  predisposition,  auxil- 
liary,  intrinsic  or  contributing  influence,  that  is  necessary  for 
the  pathogenetic  operation  of  the  specific  exciting  cause,  and, 
while  I  am  willing  to  admit  that  there  may  be  many  contrib- 
uting causes,  yet,  I  can  see  no  reason  to  doubt  the  fact  that 
latent  and  chronic  disease  is  an  etiological  factor  in  puerperal 
eclampsia,  of  no  mean  proportion.     It  has  been  shown  that 
the  spinal  cord  is  affected  in  eclampsic  subjects,  and  also  m 
chronic  Bright's  disease,  and  it  is  not  unreasonable  to  suppose 
that  these  structural  changes,  which  have  taken  place  in  the 
spinal  cord   during  the   progress   of  acute    Bright's   disease, 
may  be  sufficient  to  inhibit  it  in  the  proper  performance  of  its 
natural  physiological  function,  and  cause  failure  in  co-ordinat- 
ing the  reflexes  necessary  to  produce  normal,  regular  labor 
pains.     So  that  we  may  have  instead  the  irregular,  spasmodic 
or  convulsive  movements  that  so  often  occur  in  these  cases. 
Keep  in  mind  the  fact  that  physiology  teaches  us  that  the 
spinal  cord  is  the  great  co-ordinating  center  of  the  body,  and 
that  it  arranges  and  controls  all  reflex  movements,  and  you 
will  readily  see  that  the  danger  in  these  cases  is  directly  in  pro- 
portion to  the  amount  of  structural  lesion  in  the  spinal  cord. 
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OBSTETRICAL  ASEPSIS.* 

BY  EDWIN  W.   SMITH,   M.  D. 

Most  of  the  bad  results  following  obstetrical  cases  are  due 
to  the  carelessness,  rather  than  to  the  ignorance  or  inexpertness 
of  the  attendant.  Many  who  pride  themselves  upon  their 
scientific  precision  as  physicianSj^,  or  upon  their  expertness  and 
rigidity  of  technique  as  surgeons  are,  nevertheless,  slovenly  and 
careless  as  obstetricians. 

Unfortunately,  we  are  unable  to  obtain  a  condition  of  abso- 
lute asepsis,  but  by  proper  application  of  the  means  at  hand,  we 
are  enabled  to  reach  a  state  of  comparative  asepsis,  the  object 
being  to  prevent  the  introduction  of  anything  which  can  convey 
infection,  and  to  limit  the  number  and  virulence  of  bacteria 
whose  entrance  cannot  be  prevented. 

To  accomplish  this  end  requires  unremitting  care  and  atten- 
tion to  detail,  as  well  as  a  thorough  appreciation  of  the  dangers 
resulting  from  the  slightest  oversigfht.  The  more  cleanly  the 
obstetrician  is  in  his  daily  life,  the  more  easily  can  he  form 
habits  of  surgical  cleanliness. 

Many  obstetricians  obtain  poor  results  from  an  imperfect 
technique,  and  fail  to  perceive  such  imperfection.  Only  by  a 
careful  investigation  of  poor  results  can  this  evil  be  remedied. 
Obstetricians  can  never  do  good,  safe  work  until  they  regard 
each  and  every  confinement  as  a  surgical  case,  with  many 
pathological  possibilities  to  be  avoided  or  overcome,  rather  than 
as  the  natural  termination  of  a  physiological  process. 

It  cannot  be  too  strongly  impressed  upon  all  who  practice 
obstetrics  that  a  rigid  technique  is  essential,  and  that  success 
or  failure  will  depend  more  upon  surgical  cleanliness  than  upon 
mere  expertness  in  management. 

Cleanliness  is  the  first  of  all  requisites.  Its  importance  is 
most  strongly  impressed  upon  our  students,  and  its  results  in 
our  own  dispensary  work,  where  soap-and-water  cleanliness  is 
insisted  upon  and  strong  antiseptics  are  tabooed,  speak  for 
themselves. 

The  technique  of  obstetrical  asepsis  must,  of  course,  be  gov- 
erned by  circumstances.     In  hospital  practice  all  the  modern 

*  Read  before  the  Massachusetts  Homeopathic  Medical  Socit-tv. 
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facilities  are  at  hand,  while  in  general  work  the  facilities  must 
be  limited  by  the  financial  status  of  the  patient. 

That  fatal  errors  in  technique  do  occur  is  only  too  evident, 
both  in  hospital  and  general  practice.  This  may  often  be  traced, 
in  hospital  work,  to  the  fact  that  in  our  large  maternities  pa- 
tients are  admitted  only  when  in  actual  labor,  and  time  for  the 
necessary  preliminary  disinfection  and  cleansing  is  not  given. 
In  general  practice  the  usual  method  of  engaging  a  physician 
to  attend  a  confinement  for  a  small  fee  leads  to  bad  results. 
The  patient,  left  to  ignorant  care,  to  too  early  resumption 
of  marital  duties,  or  the  deadly  family  syringe  which  has 
been  used  for  various  purposes  for  generations,  and  which  is 
quite  innocent  of  any  attempt  at  sterilization,  makes  many 
anxious  moments  for  the  family  physician. 

It  is  perfectly  safe  to  say  that  many  of  us  have  been  greeted 
on  our  first  visit  to  a  newly  confined  patient  with  the  cheerful 

statement,  **  Mrs.  B is  so  comfortable  this  morning,  I  have 

just  given  her  such  a  nice  douche." 

Irresponsible  and  officious  friends  and  relatives  are  some  of 
the  greatest  stumbling  blocks  to  the  physician  who  tries  to  do 
clean  and  conscientious  work. 

It  IS  necessary  to  study  the  normal  and  abnormal  microbic 
flora  of  the  vagina  in  order  to  understand  the  etiology  of  puer- 
peral infection  and  to  comprehend  the  safeguards  that  Nature 
affords  a  woman  against  infection  after  labor. 

According  to  Doderlein,  the  normal  vaginal  bacilli  are  an- 
aerobic and  have  not  motion.  They  are  antagonistic  to  staphy- 
lococci which,  within  certain  limits,  they  have  the  power  to 
destroy. 

He  attributes  the  germicidal  action  of  the  normal  vaginal 
secretion  to  the  production  of  an  acid  environment  by  the 
vaginal  bacillus  from  the  following  reasons: 

1.  That  all  vaginal  secretions,  swarming  with  saprophytes 
and  many  pathogenic  germs,  are  weakly  acid  or  alkaline. 

2.  That,  in  a  puerpera,  the  vaginal  bacillus  disappears  and, 
in  its  place,  are  found  many  kinds  of  saprophytes,  the  lochial 
discharge  being  alkaline. 

3.  That,  when  the  lochia  ceases,  the  saprophytes  disappear 
and  the  vaginal  secretion  becomes  again  intensely  acid. 

These  views,  however,  are  not  universally  accepted. 
Kronig,  in  about  two  hundred  examinations,  found  that  the 
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vagina  in  pregnant  women,  aside  from  the  gonococcus  and  the 
thrush  fungus,  contained  no  pathogenic  micro-organisms.  The 
streptococcus  was  not  found  in  a  single  case. 

In  the  vaginal  discharges,  where  streptococci  were  founl, 
Walthard  states  that  inoculation  experiments  produced  no  re- 
sults if  injected  into  normal  tissues;  but  if  a  certain  region  of 
an  animal's  body  was  reduced  in  vitality,  the  inoculation  of 
those  streptococci  produced  abscesses  in  which  the  micro-or- 
ganisms rapidly  regained  all  their  original  virulence.  In  other 
words,  the  vaginal  streptococci  are  not  virulent,  and  behave 
as  saprophytes,  in  healthy  tissue,  but,  as  in  the  case  of  the 
intestinal  streptococci,  the  vaginal  streptococci  can  become  in- 
fectious when  the  resistance  of  the  tissues  with  which  they  are 
in  contact  is  diminished.  The  virulence  that  the  vaginal  strepto- 
cocci attain  under  these  circumstances  is  quite  equal  to  that  of 
the  streptococci  of  puerperal  infection. 

In  the  destruction  of  the  virulent  micro-organisms  in  the 
vagina,  the  presence  of  lactic  acid,  which  retards  the  growth 
of  the  staphylococcus  and  destroys  the  streptococcus,  plays  an 
important  part. 

The  action  of  the  cervical  mucus,  which  has  strongly  germi- 
cidal properties,  is  also  an  important  factor. 

Just  here  it  may  not  be  out  of  place  to  refer  to  the  subject 
of  douches  in  obstetric  practice. 

The  curette  and  douche  habits  are  so  strongly  intrenched  in 
the  minds  of  many  practitioners,  and  are  so  much  a  part  of 
routhie  practice,  that  it  is  hard  to  convince  others  that  they  are 
dangerous  habits  and  should  be  stopped.  The  active,  ag- 
gressive and,  too  often,  meddlesome  attendant,  in  his  endeavors 
'to  be  "  up  and  doing,"  often  overshoots  the  mark. 

As  regards  the  primary  sterility  of  the  vagina  and  the  effect 
of  the  antiseptic  douche  upon  infective  bacteria,  when  once  in- 
troduced, Williams  says,  in  a  new  book  upon  obstetrics :  "  It 
has  been  demonstrated  that,  under  normal  conditions,  pyogenic 
cocci  are  never  present  in  the  vaginae  of  prepTiant  women,  and 
that  therefore  there  is  no  possibility  of  auto-infection,  as  far  as 
these  organisms  are  concerned,  and  whenever  they  are  demon- 
strated in  the  uterine  secretions  of  puerperal  women  they  s'^oul  1 
be  regarded  as  conclusive  evidence  of  external  infection. 

An  interesting  fact  in  connection  with  the  question  of  auto- 
infection  is  that  those  who  believe  most  firmly  in  its  possibility. 
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and  who  are  in  the  habit  of  employing  prophylactic  vag^inal 
douches  for  the  destruction  of  organisms  in  the  vagina,  have 
thus  far  been  able  to  present  far  less  favorable  statistics  than 
their  opponents. 

Thus  Ahlfcld  finds  that  thirty-eight  per  cent,  of  his  patients 
have  a  rise  of  temperature  during  puerperium,  even  after  the 
use  of  the  prophylactic  douche. 

Again,  Kaltenbach,  of  the  lying-in  clinic  at  Halle,  always  re- 
sorted to  its  use,  but  the  material  improvement  since  his  suc- 
cessor, Fehling,  discontinued  the  practice  amply  supports  his 
position. 

Furthermore,  the  results  of  Leopold  and  Murmann,  who  do 
not  use  the  douche  at  all,  show  a  constant  improvement,  corre- 
sponding with  the  increasing  precision  with  which  aseptic  prin- 
ciples are  carried  out. 

During  and  after  labor  mechanical  safeguards  of  the  most 
effective  kind  are  furnished  against  infection.    These  are : 

The  discharge  of  the  liquor  amnii,  washing  out  the  vagina ; 
the  passage  of  the  child's  body,  scrubbing  the  vagina;  the 
descent  of  the  placenta  and  membranes,  and  the  bloody  dis- 
charge which  follows. 

If,  on  the  other  hand,  there  is  a  purulent  vaginal  discharge 
which  necessitates  disinfection  of  the  vagina,  mere  douching 
should  not  be  depended  upon,  but  the  vaginal  mucous  mem- 
branes should  be  thoroughly  scrubbed,  as  well  as  douched, 
just  as  one  would  prepare  the  skin  for  an  important  surgical 
operation. 

Pathogenic  germs  are,  in  the  majority  of  cases,  introduced 
by  the  examining  finger  of  the  attendant.  Many  hundreds  of 
cases  have  been  traced  directly  to  the  association  of  the  physi- 
cian with  infectious  diseases,  and  no  physician  should  attend  a 
confinement  who  has  infectious  cases  under  his  care  without 
thorough  disinfection  of  hands,  hair  and  beard,  and  a  complete 
change  of  clothing.  There  is  scarcely  a  surer  way  of  avoiding 
puerperal  infection  than  by  avoiding  frequent  vaginal  exami- 
nations. 

A  hospital  where  confinements  are  taken  must  be  spacious 
and  well  ventilated,  or  its  atmosphere  will  become  charged  with 
the  spores  of  septic  fungi.  The  most  rigid  aseptic  precautions 
on  the  part  of  attendants  will  not  prevent  a  badly  ventilated 
ward  from  becoming  unwholesome. 
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The  new  Boston  Lying-in  Hospital,  with  its  stone  floors, 
round  corners,  and  perfect  system  of  ventilation,  may  be  taken 
as  a  type  of  the  ultra-aseptic  institution. 

In  private  houses  an  adequate  ventilation  is  best  afforded  by 
open  fireplaces.  The  physician  should  insist  upon  plenty  of 
light,  and  pure,  warm  air,  as  a  means  of  contributing  to  the 
speedy  recovery  of  parturient  women. 

The  preparation  of  dressings  and  pads  to  receive  the  lochial 
discharges  is  neither  expensive  nor  complicated,  and  the  work 
may  be  done  in  an  efficient  way  with  very  little  trouble. 

In  hospital  work  dressings  are  sterilized  by  steam,  fifteen 
pounds  pressure  for  an  hour  being  the  usual  rule. 

In  general  work  an  aseptic,  and  at  the  same  time  antiseptic 
dressing,  may  be  made  in  the  following  manner :  Cheese-cloth, 
which  costs  but  three  to  five  cents  a  yard,  may  be  cut  into  eight 
pieces  to  a  yard,  each  piece  measuring  9x18  inches.  In  each 
of  these  pieces  a  portion  of  absorbent  cotton  may  be  placed  and, 
when  properly  folded,  we  have  a  perfectly  absorbent  pad  eight 
or  ten  inches  in  length  and  two  inches  in  width.  Six  dozen 
pads  may  be  made  at  a  cost  of  less  than  one  dollar,  including 
cost  of  absorbent  cotton. 

Plain  gauze,  for  use  during  labor  and  for  dressings,  may  be 
cut  in  the  same  manner,  allowing  twenty-four  pieces  to  the 
yard.  In  preparing  pads  many  prefer  baking,  but  this  process 
destroys  the  fiber  to  a  certain  extent  and  lessens  its  absorbent 
properties.  They  may  be  rendered  thoroughly  antiseptic  by 
immersion  for  a  short  time  in  some  antiseptic  solution,  as  2  per 
cent,  or  3  per  cent,  creolin  or  lysol,  solution  1-2  per  cent, 
formalin,  or  2  per  cent,  carbolic  acid  solution,  and  then  made 
into  packages  of  half  a  dozen  each,  dried  carefully  and  laid 
away. 

The  average  nurse  in  country  work  has  very  crude  ideas  of 
asepsis,  and  an  antiseptic  pad  over  the  vulva  g^ves  a  sense  of 
added  security  to  the  physician. 

Pads  prepared  in  this  manner  are  infinitely  preferable  to  the 
odds  and  ends  usually  brought  out  at  such  a  time,  and  are 
within  the  reach  of  people  in  most  ordinary  circumstances. 

The  female  genitalia  are  placed  in  the  most  septic  region  of 
the  body.  The  patient  may  become  infected  from  micro-organ- 
isms carried  upon  her  own  person  or  her  clothing,  from  the 
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bed  clothing  and  mattress,  or  from  the  dressings  which  collect 
the  lochial  discharges. 

A  few  simple  steps  cover  all  the  essentials  in  preparing  a 
patient  about  to  be  confined : 

1.  The  full  bath,  with  plenty  of  soap  and  hot  water. 

2.  The  proper  emptying  of  the  bowels. 

3.  Preparation  of  the  genitalia. 

It  is  not  at  all  necessary  to  have  any  expensive  or  elaborate 
apparatus  to  secure  an  adequate  preparation.  In  our  own 
Maternity  Hospital  a  patient,  on  admittance,  is  given  a  full 
bath  and  the  bowels  are  cleared  with  an  enema  of  soapsuds,  to 
which  a  small  quantity  of  olive  oil  or  glycerine  has  been  added. 
When  the  patient  is  very  dirty  and  time  is  short,  a  liberal  use 
of  scrubbing  brush  and  Sapolio  is  very  effective.  The  patient 
is  then  provided  with  a  clean  hospital  shirt,  which  is  familiar  to 
us  all,  a  pair  of  white  stockings  and,  over  all,  a  loose  flannel 
gown.    This  is  the  preparation  for  the  delivery  room. 

In  general  work  the  same  rules  apply,  but  if  the  long  night 
dress  is  used  it  should  be  pinned  up  out  of  the  way. 

Before  any  vaginal  examinations  are  made  the  genitalia 
should  be  well  scrubbed  with  green  soap  and  sterile,  or  at  least 
boiled  water,  and  any  too  abundant  growth  of  hair  clipped 
short.  Shaving  the  pubic  hair,  as  advocated  by  many,  is  ob- 
jectionable to  the  patient,  and  is  unnecessary.  If  the  hair 
about  the  vulva  is  cut  short  no  collection  of  clots  and  debris 
takes  place,  and  the  pubic  hair  may  be  left  unmolested. 

Tlie  genitalia  and  inner  aspect  of  the  thighs  should  be  well 
scrubbed  with  green  soap  and  sterile  or  boiled  water.  Many 
physicians  advocate  antiseptic  soaps  for  this  purpose.  Parke 
Davis  Company's  blue  soap,  formalin  soap,  or  the  liquid  synol 
soap  are  the  most  in  favor. 

After  thorough  cleansing,  the  parts  may  be  further  rendered 
aseptic  by  applying  a  germicidal  solution,  as  i  per  cent,  for- 
malin, or  peroxide  of  hydrogen  in  proportion  of  one  to  three  or 
four  of  water. 

In  making  examinations  the  patient  should  be  placed  on  her 
left  side,  the  upper  buttock  raised,  and  the  examining  finger 
introduced  by  sight.  Nothing  is  more  uncleanly  than  grop- 
ing about  under  a  sheet,  and  the  examining  finger  is  sure  to 
become  infected  by  so  doing. 

As  to  physician  and  nurse,  the  same  rules  apply  to  both.  Each 
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should  be  scnipulonsly  careful  to  avoid  introducing  any  septic 
matter  in  the  course  of  their  examinations.  In  hospital  work 
no  attendant  is  allowed  in  the  delivery  room  unless  his  clothing^ 
is  covered  with  a  long  linen  frock.  In  general  work  this  frock 
is  easily  carried  in  the  obstetric  bag,  and  is  a  protection  to  both 
physician  and  patient. 

There  are  many  ways  of  rendering  the  hands  aseptic,  and 
each  has  its  stanch  supporters,  but  the  first  step  in  all  methods 
is  a  thorough  scrubbing  with  green  soap  and  hot  water,  with 
special  attention  to  the  nails.  This  should  occupy  from  five  to 
ten  minutes. 

Following  the  scrubbing  the  hands  may  be  immersed  in: 

I-2000  corrosive  sublimate  solution. 

2  or  3  per  cent,  creolin  or  lysol  solution. 

2  per  cent,  carbolic  acid  solution. 

Permanganate  of  potash  gr.  2  to  5  ^.  followed  by  a  bleach- 
ing in  oxalic  acid  solution. 

I  or  2  per  cent,  formalin  solution. 

A  method  introduced  by  Dr.  T.  E.  Chandler,  of  the  Massa- 
chusetts Homeopathic  Hospital,  gives  very  positive  results,  both 
to  culture  tests  and  in  practical  work.  It  consists  in  adding  to 
one  pint  of  warm  w-ater  one  tablespoonful  each  of  peroxide  of 
hydrogen  and  chloride  of  lime.  Scrubbing  hands  for  five 
minutes  with  this  mixture  renders  them  perfectly  aseptic.  The 
peroxide  may  be  replaced  by  the  same  volume  of  acid  acetic 
dilute,  but  sore  fingers  are  more  in  evidence  after  its  use. 

Chloride  of  lime  and  vinegar  may  be  found  in  any  household, 
and  the  general  practitioner  who  may  be  caught  without  his 
obstetric  outfit  will  find  this  a  good  emergency  method. 
Chloride  of  lime,  if  carried  in  the  obstetric  bag,  unless  carefully 
sealed,  is  apt  to  prove  destructive  to  instruments  and  dressings. 

When  the  second  stage  of  labor  has  begun  the  patient  is 
prepared  for  delivery.  The  patient  is  placed  on  a  firm  bed  or 
table,  turned  on  her  left  side,  and  a  Kelly  pad  placed  under 
her  hips.  A  Kelly  pad  should  form  a  part  of  every  physician's 
outfit.  It  protects  the  bedding,  is  easily  cleansed,  and  can  be 
folded  into  a  very  small  space  when  not  in  use. 

With  sterile  hands,  the  patient  is  given  a  final  soap-and- 
water  cleansing,  going  well  over  the  buttocks  and  thighs,  the 
parts  are  once  more  treated  with  an  antiseptic  solution,  and 
the  patient  is  ready. 

In  the  management  of  the  second  stage  of  labor  it  is  essential 
to  avoid,  as  far  as  possible,  any  injury  to  the  maternal  tissues, 
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and  when  damage  has  been  unavoidable,  to  make  prompt  and 
thorough  repairs.  Any  abraded  surfaces  must  be  considered 
as  possible  breeding  places  for  micro-organisms. 

It  is  also  essential  to  secure  proper  emptying  and  drainage 
of  the  uterus.  Allowing  the  patient  to  sit  up  on  a  bed  pan,  to 
allow  the  passage  of  urine  or  feces,  faciUtates  the  drainage 
and  consequent  process  of  involution  of  the  uterus,  as  it  removes 
the  pool  of  clots  and  debris  which  must  collect  in  the  cul-de-sac, 
and  w  hich  cannot  be  drained  away  in  any  other  manner. 

During  the  second  stage  of  labor  the  parts  must  be  freely 
exposed  and  a  sterile  towel  slipped  under  the  buttock.  Any 
discharge  from  the  rectum  should  be  wiped  away  by  the  nurse 
with  a  bit  of  sterile  gauze,  care  being  taken  not  to  soil  the  hands 
of  the  operator. 

When  the  child  is  born,  the  placenta  expelled,  and  the  uterus 
firmly  contracted,  examination  should  be  made  for  injury  to 
the  maternal  tissues,  and  repairs  made  if  necessary. 

The  patient  is  then  washed  with  sterile  or  boiled  water,  two 
or  more  of  the  prepared  pads  adjusted  under  the  ordinary  T 
bandage,  fresh  clothing  put  on  the  patient,  who  should  be 
wrapped  warmly  in  blankets,  and  the  after  care  of  labor  begins. 
In  the  case  of  parturient  women,  the  most  rigid  technique 
should  be  carried  out.  Fresh  vulvar  pads  should  be  applied 
only  by  sterile  hands.  After  each  movement  of  the  bowels,  and 
each  time  the  patient  urinates,  she  should  be  placed  on  a  bed 
pan  and  a  stream  of  some  antiseptic  solution,  preferably  creolin, 
formalin,  or  mercurial  solution,  poured  over  the  parts.  Any 
clots  or  debris  adhering  to  the  vulva  may  be  removed  with 
pledgets  of  sterile  cotton. 

No  paper  of  this  sort  would  be  complete  without  reference 
to  a  perplexing  and,  unfortunately,  a  frequent  complication 
which  has  made  many  anxious  hoirrs  for  the  physician,  and  has 
caused  many  an  innocent  and  sterile  uterus  to  be  curetted  and 
douched. 

Chill,  rise  of  temperature,  and  tender  abdomen,  may  be  en- 
tirely dependent  upon  absorption  of  toxic  material  in  an  over- 
loaded bowel.  The  history  of  pregnant  women  is  almost  in- 
variably that  of  constipation.  Pressure  from  the  uterus,  lack 
of  exercise,  and  deficient  ingestion  of  water,  are  factors  in  pro- 
ducing this  condition,  and  it  is  one  which  should  be  met  by 
proper  dietetic  and  hygienic  measures  during  the  period  of 
gestation.  The  colon  may  accumulate  a  surprising  quantity  of 
feces,  and  a  thorough  emptying  of  the  bowel  after  labor  pro- 
duces some  surprising  results.  The  rectum  should  always  be 
emptied  at  the  onset  of  labor,  thus  avoiding  the  soiling  of  hands 
and  dressings  during  the  second  stage,  which  is  as  disagreeable 
as  it  is  dangerous. 

On  the  third  day  after  labor  a  high  enema  should  be  q^iven, 
which  will  relieve  any  tympanites  and  empty  any  accumulation 
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of  bowel  contents.    The  bowels  should  be  emptied  at  least  every 
second  day. 

Clean  and  successful  work  requires  no  expensive  or  elaborate 
apparatus.  Many  physicians  are  under  the  impression  that 
asepsis  is  a  word  used  only  in  hospitals,  and  that  in  general 
practice  it  is  only  an  ideal  condition  which  can  never  be  at- 
tained. It  is  not  a  difficult  matter  to  attain  this  condition;  a 
few  simple  rules  of  cleanliness,  a  little  attention  to  detail,  and 
results  must  follow. 
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Discussion,  by  Henry  Edward  Spalding,  M.  D. 

Dr.  Smith  has  so  ably  presented  the  subject  of  **  Obstetrical 
Asepsis''  that  in  the  discussion  of  his  paper  I  find  nothing  for 
criticism,  little  for  elaboration,  and  few  omissions. 

For  perfect  asepsis  I  would  p^o  deeper  than  the  domiciliary 
surroundings  of  the  patient ;  than  the  personalities  of  the  obstet- 
rician and  nurses ;  than  the  skin  and  mucous  membranes  of  the 
parturient  woman.  I  would  not  confine  my  work  to  the  day 
of  parturition.  I  would  watch  the  blood  of  the  pregnant 
woman,  and  would  commence  my  watchfulness  several  weeks 
or  months  before  the  appointed  day  of  delivery.  Ideal  care 
demands  that  the  pregnant  woman,  although  seemingly  in 
normal  condition,  be  under  the  care  of  her  obstetrician  the 
entire  last  six  months  of  gestation.  This  may  be  said  to  belong 
to  prophylaxis  rather  than  to-  asepsis,  as  ordinarily  understood. 
But  what  is  asepsis  but  a  '*  guarding  against  "  ?  In  obstetrics 
asepsis  is  prophylaxis. 

Did  the  occasion  demand  it,  we  have  not  the  time  to  go  into 
detailed  consideration  of  the  many  conflicting  opinions  that 
have  been  advanced  concerning  the  blood  changes  incident  to 
normal  pregnancy.  It  is,  however,  generally  agreed  that  the 
quantity  of  blood  is  increased  ;  that  there  is  a  slight  leucocytosis ; 
that  there  is  a  decrease  of  albumen  and  a  decided  increase  of 
fibrin  and  extractive  matters.  As  to  whether  there  is  an  in- 
crease or  decrease  of  red  blood  corpuscles,  there  is"  difference 
of  opinion.  The  weight  of  evidence  seems  to  indicate,  how- 
ever, that  the  percentage  of  red  blood  corpuscles  is  decreased. 
In  short,  the  normal  blood  of  the  pregnant  woman  is  very  like 
the  condition  of  anemia,  rather  than  of  plethora,  and  she  should 
be  watched  and  treated  accordingly.  This  supposed  physiolog- 
ical condition  requires  but  a  deviation  from  a  normal  condition, 
or  functional  action,  of  some  of  the  organs  of  the  body,  the 
absorbents  or  emimctories ;  of  unhygienic  food,  habits  or  sur- 
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foundings,  to  carry  the  condition  across  the  dividing  line  be- 
tween health  and  disease  into  the  troublous  field  of  pathology. 

In  his  efforts  to  secure  and  maintain  asepsis,  the  most  val- 
uable agent  the  surgeon  and  obstetrician  has  is  the  capacity  of 
the  fluids  and  cells  of  the  animal  body  to  attack  and  destroy 
invading  micro-organisms.  Fresh,  pure  blood  serum  is  not  only 
aseptic  but  has  germicidal  powers  that  are  not  destroyed  by 
alternately  freezing  and  thawing.  In  the  field  of  therapeutics 
the  germicidal  power  of  the  blood  is  manifest  in  the  course  of 
infectious  and  the  so-called  self-limited  diseases,  typhoid  fever 
and  lobar  pneumonia.  It  is  plain  that  within  the  body  there  is 
some  adjustment  of  vital  forces  by  which,  under  ordinary  con- 
ditions, the  deleterious  effects  of  pathogenic  micro-organisms 
are  overcome.  We  may  properly  come  back  from  our  tiresome 
hunt  through  the  wilds  of  toxicology  for  germicides  and  court 
Nature's  defense  against  bacterial  invaders.  A  healthy  condi- 
tion of  the  blood  is  this  most  potent  defense.  This  healthy  con- 
dition cannot  be  obtained  during  the  hours  of  parturition. 
Indeed,  the  process  of  parturition  itself  causes  the  blood  to 
deviate  more  markedly  from  the  lines  of  perfect  health.  It  is 
not  attained  by  a  hygienic  lying-in  chamber ;  by  the  most  care- 
ful aseptic  preparations  of  the  nurse ;  by  the  obstetrician  spend- 
ing half  an  hour  scrubbing  his  hands  and  arranging  his  toilet, 
while  the  woman  in  the  agony  of  labor  awaits  his  attention; 
nor  by  the  washing  away  with  the  douche  the  normal  vaginal 
secretions  which  are  themselves  antagonistic  to  the  more  in- 
fectious germs.  A  healthy  condition  of  the  blood  can  be 
secured  and  maintained  only  by  careful  obedience  to  the  recog- 
nized laws  of  health ;  by  a  careful  regulation  of  the  diet,  exer- 
cise, recreation,  and  rest;  by  a  careful  watch  of  the  various 
organs  of  the  body,  especially  the  kidneys,  liver,  and  bowels ; 
and  by  immediately  correcting  any  deviation  from  normal 
action. 

This  maintaining  a  healthy  condition  of  the  blood  I  deem 
of  special  importance,  because  I  do  not  believe  that  all  infec- 
tion is  brought  to  the  woman  from  outside  her  body.  In  the 
paper  on  "  Auto-infection,"  read  before  the  American  Insti- 
tute of  Homeopathy  in  1898,  I  elaborated  this  idea,  and  from 
observation  since  that  time  have  seen  no  reason  for  materially 
changing  my  opinion.  That  pus  tubes  are  a  prolific  source  of 
septic  infection,  I  believe  is  unquestionable.  The  same  may 
be  said  of  the  intestinal  tract.     Here  the  infection  comes  from 

( 1 )  Unexpelled  normal  excrementitious  matter. 

(2)  Ptomaines. 

(3)  Pathogenic  bacilli. 

In  regard  to  these,  I  cannot  here  go  into  detail.  The  third, 
pathogenic  bacilli,  is  of  most  vital  importance.  The  intestinal 
canal  in  its  entire  length  swarms  with  bacteria  of  various 
kinds,   notably   and   most   numerous   the   colon   bacillus.      A 
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simple  inflammation  or  abrasion  of  the  mucous  surface,  which 
is  so  liable  to  occur  at  the  anus  or  in  the  rectum  during  a 
difficult  delivery,  offers  an  open  door  for  the  entrance  of  these 
germs. 

We  do  not  and  cannot  so  readily  sterilize  the  urethra,  and 
yet  an  examination  of  a  large  number  of  healthy  female 
urethrae  showed  that  34  per  cent,  were  infected  bv  bacteria, 
and  as  regards  variety  and  relative  number  they  were 
staphylococcus  pyogenes  aurens,  most;  next,  streptococcus, 
then  coli  communis;  finally,  alike  staphylococcus  pyogenes 
albus  and  thelocideum  Gessner.  The  lochia  retained  by  the 
vulvar  pad  makes  a  good  culture  field,  from  which  it  is  quite 
possible  for  infection  to  enter  the  circulation  through  some 
lesion  at  the  os  vaginae,  or  follow  up  the  vaginal  canal  to  the 
uterus  itself.  The  only  safeguard  here  is  frequent  change  of 
napkins  and  thorough  cleansing  of  the  vulva. 

All  that  has  been  or  may  be  said  in  favor  of  external  asepsis 
as  it  relates  to  the  patient  and  her  surroundings,  the  obstetri- 
cian and  the  nurse,  I  most  heartily  second.  Of  all  measures 
to  this  end,  the  first  and  most  important,  as  well  as  most  uni- 
versally obtainable,  is  soap  and  water.  As  far  as  asepsis  is 
concerned,  it  probably  makes  very  little  difference  what  kind 
of  soap  is  used,  if  it  is  used  freely.  As  for  the  hands,  that 
is  another  matter.  Personally,  I  like  the  green  soap.  After 
the  soap  and  water,  a  liberal  use  of  some  recognized  antiseptic 
is  an  added  safeguard.  Here  I  prefer  Y2  or  i  per  cent,  for- 
maline solution,  or  alcohol. 

I  am  not  unmindful,  however,  that  emergencies  occur  when 
all  aseptic  measures  have  to  be  dispensed  with.  A  woman 
reaches  the  maternity  with  the  fetus  just  at  the  vulva.  Nat- 
urally there  is  no  time  for  a  toilet  of  patient  or  attendants. 
However,  delivery  accomplished,  the  use  of  soap  and  water 
should  not  be  omitted,  and  she  should  not  be  put  into  a  ward 
with  patients  who  have  been  delivered  under  aseptic  condi- 
tions. The  same  relative  conditions  may  pertain  in  a  home 
confinement.  I  remember  being  called  to  a  case  of  placenta 
previa  in  my  early  years  of  practice,  and  when  sepsis  and 
antiseptics  had  not  been  dreamed  of.  It  was  a  country  home 
of  poverty.  The  patient  was  in  syncope,  pale,  and  bloodless. 
Blood  was  dripping  from  the  foot  of  the  bed,  forming  a 
clotted  pool  on  the  floor.  My  only  assistant  was  her  old 
mother.  I  ordered  her  to  administer  such  stimulant  as  she 
might  have  in  the  house,  which  proved  to  be  New  England 
rum.  I  pulled  off  my  coat,  rolled  up  my  sleeves,  and,  as  I 
remember,  without  even  a  superficial  washing,  introduced  a 
hand,  forcibly  dilated  the  cervix,  turned  the  child,  and  deliv- 
ered. The  child  was  of  course  dead,  but  the  mother  recovered 
without  septic  infection,  and  still  lives.  As  much  as  I  ap- 
preciate asepsis,  under  like  conditions  I  would  do  the  same 
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thing  to-day.  I  would  not  allow  a  patient  to  die  unattended 
while  I  washed  my  hands  or  sterilized  my  instruments.  Better 
a  live  septic  than  a  dead  aseptic  woman,  any  day ! 

The  ante-partum  bath  is  usually  given  as  an  ordinary  tub- 
bath,  with  a  free  use  of  soap,  followed  by  a  careful  cleansing 
of  the  vulva.  The  objections  to  this  are  that  the  water,  in- 
fected by  the  impurities  of  the  patient*s  body,  may  find  its  way 
into  the  vagina,  and  there  is  some  danger  of  nipple  infection 
from  the  same  source.  The  ideal  bath  is  the  shower,  or  the 
pouring  of  sterile  water  over  the  body  after  a  thorough  scrub- 
bing with  soap  and  water.  This  may  be  followed  by  a  rinsing 
with  some  non-irritating  germicide  solution  like  sublimate 
solution  1  to  5000.  The  body  is  wiped  dry,  and  the  vulva 
and  surrounding  parts  receive  more  thorough  attention.  The 
hair  around  the  vulva  is  cut  short,  and  then  a  thorough  scrub- 
bing is  given  the  inner  portion  of  the  thighs,  the  pubes,  but- 
tocks, and,  last,  the  vulva  and  vulvar  canal.  For  the  latter, 
absorbent  cotton  should  be  used,  and  the  application  should 
be  downwards  towards  the  anus.  In  cleansing  the  external 
genitals  and  vulva  care  must  be  exercised  not  to  cause  erosions 
of  the  surface,  not  only  for  the  patient's  comfort,  but  lest  the 
lesions  become  infected  later. 

Doubtless  in  nearly  all  cases  of  puerperal  septicemia,  the 
infection  gains  an  entrance  through  some  lesion,  small  or 
large.  Among  the  safeguards  nature  has  provided  is  auto- 
sterilization  of  the  vaginal  canal.  In  a  healthy  vagina  the 
secretions  are  acid,  and  although  swarming  with  bacteria,  they 
are  not  of  a  character  inimical  to  the  woman  while  apparently 
destructive  to  streptococci  and  other  like  pathogenic  germs. 
Unfortunately,  all  vaginae  are  not  healthy,  and  the  secretions 
become  alkaline  and  lose  their  germicidal  properties.  Healthy 
or  unhealthy,  it  is  highly  important  that  all  lesions  of  the 
lower  vaginal  tract,  in  particular,  be  repaired  as  accurately 
and  promptly  as  possible.  This  is  too  often  neglected.  Very 
often  the  integumentary  perineum  sustains  no  injury,  and  to 
external  appearance  there  is  no  rupture,  when,  by  careful 
examination  within,  there  is  revealed  a  laceration,  perhaps 
slight  in  extent,  and  it  may  be  deep  into  the  body  of  the 
perineum  and  extending  far  up  along  the  vaginal  wall.  Of 
course  this  should  never  be  neglected,  but  the  wound  should 
be  carefully  closed  by  a  continuous  catgut  suture.  An  ex- 
tensive laceration  of  the  cervix  should  also  be  repaired.  There 
seems,  however,  less  liability  to  infection  through  lacerations 
here  than  nearer  the  os  vaginae.  It  may  be  that  the  extra 
protection  here  secured  is  accounted  for  through  the  masses 
of  germicidal  leucocytes  beneath  the  uterine  epithelium  that 
always  attends  involution. 

Other  suggestions  I  might  make  would  be  but  a  repetition 
of  points  already  discussed  by  the  paper  just  read. 
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"  OBSTETRICAL  EMERGENCIES  "  * 

(ANY  EMERGENCY  THAT  REQUIRES  QUICK  ACTION  RATHER 
THAN  THOUGHT.  THEORY.  OR  THERAPEUTICS.) 

BY   H.   M.   BASCOM,   M.   D. 

About  twenty  years  ago  I  met  for  the  first  and  only  time 
an  old  Scotch  nurse,  who  explained  to  me  that  she  did  not 
believe  in  "  strained  nurses/'  She  had  acquired  her  knowl- 
edge of  nursing  from  her  mother,  a  sort  of  inheritance  of  the 
seventh  daughter  of  the  seventh  daughter.  She  also  told  me 
"  a  nurse  has  very  little  responsibility.  If  the  baby  gets  here 
before  the  doctor,  it's  all  right ;  if  the  doctor  gets  here  before 
the  baby,  he  will  make  it  right ;  so  it's  all  right  anyway." 

It  is  about  this  very  matter  of  making  it  right  that  I  want 
to  speak  to-day. 

The  essential  things  to  have  in  your  obstetrical  bag,  or  out- 
fit, are: 

1.  A  bottle  of  bichloride  tablets.  (And  let  me  interline  here, 
that,  since  I  have  used  them,  sepsis  in  any  degree  has  been 
entirely  unknown.  I  have  seldom,  if  ever,  had  more  than  a 
degree  of  temperature,  and  that  only  as  a  temporary  reaction.) 

2.  Gown,  or  coat,  and  apron. 

3.  Chloroform  outfit. 

4.  Forceps,  blunt  hook  (I  have  never  had  to  use  it  but  three 
times,  but  on  two  of  those  occasions  it  was  worth  its  weight 
in  gold),  scissors,  needles,  ligatures. 

5.  Fountain  syringe,  hypodermic  syringe. 

6.  Bottle  fl.  ex.  ergot. 

After  some  thirty  years  of  experience  these  seem  to  me  to 
be  the  essentials. 

Once  in  about  three  hundred  cases  there  will  be  a  funis,  or 
ccrd  presentation.  I  can  remember  in  the  early  70's  the  late 
Dr.  T.  C.  Duncan,  lecturing  on  funis  presentations,  twisting 
and  straightening  the  cord  of  the  old  baby  manikin  at  Hahne- 
mann. His  instructions  are  as  true  to-day  as  then:  "If  '^•1 
cannot  push  the  cord  back  above  the  head  so  it  will  stay  d..r:.ig 
a  pain,  resort  to  podalic  version  at  once,  or  you  will  have  a 
dead  baby."  The  best  authorities  I  can  get  tell  us  that  half 
*  Read  before  the  Illinois  Homeopathic  Medical  Associatidn. 
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the  babies  delivered  by  the  feet  are  born  dead.  My  experi- 
ence has  been  otherwise.  While  I  do  not  admire  a  breach  or 
footling  delivery,  in  private  practice  I  think  seventy-five  or 
eighty  per  cent,  can  be  saved.  I  also  believe  a  great  majority 
of  breach  or  footling  presentations  are  premature,  accounting 
in  part  for  the  great  mortality. 

Should  the  funis  present,  change  presentation  to  a  foot- 
ling. 

The  two  most  important  times  to  act,  and  not  stop  for 
thought,  theory,  or  therapeutics,  are  when  we  meet  eclampsia 
or  placenta  previa. 

The  treatment  of  placenta  previa  requires  nerve,  and  you 
must  have  it  with  you.  If  I  should  meet  with  it  in  a  primi- 
para,  I  should  send  for  a  priest  at  the  same  time  I  made  my 
bichloride  solution.  Fortunately  it  seldom  occurs  in  a  primi- 
para;  seldom  occurs  in  the  same  patient  twice,  for  several 
reasons.  Should  you  meet  a  case,  you  will  recognize  it 
quickly  from  the  severe  hemorrhage.  Dilate  the  os  quickly 
as  possible,  under  chloroform;  go  right  through  the  placenta 
with  the  fingers  and  hand ;  empty  the  bag  of  waters,  get  hold 
of  the  feet,  and  bring  them  down  far  enough  to  make  a  strong 
pressure  on  the  sides  of  the  uterine  walls ;  then,  as  the  uterus 
contracts  and  the  hemorrhage  abates,  as  it  will,  you  can  stop 
long  enough  to  get  your  breath.  Then  find  out  whether  it  is 
a  partially  attached,  or  complete  central  developed  placenta. 

Some  of  these  cases  may  require  the  additional  instruments 
for  injecting  a  normal  salt  solution,  but  if  the  hemorrhage  has 
been  of  some  hours'  duration,  salt  will  not  save  them.  Ante- 
partum hemorrhage,  at  or  about  full  term,  can  only  be  con- 
trolled by  emptying  the  uterus  of  its  contents  completely. 

The  same  is  true  of  post-partum  hemorrhage,  but  the  con- 
ditions are  different.  In  ante-partum  hemorrhage  you  have 
a  full  distended  uterus  with  more  or  less  contraction  taking 
place  at  nearly  regular  intervals.  In  post-partum  hemorrhage 
there  is  a  partially  contracted  uterus  being  gradually  distended 
by  an  increasing  accumulation  of  clotted  blood.  In  the  first 
condition  you  can  control  the  hemorrhage  temporarily  by 
bnnging  down  the  presenting  part,  presumably  the  feet,  until 
the  uterine  arteries  are  shut  off  by  pressure.  This  you  cannot 
do  in  post-partum  hemorrhage. 

In  post-partum  hemorrhage  empty  the  uterus  with  your 
hand,  bringing  your  fingers  with  pressure  back  and  forth  over 
the  uterine  surface,  anteriorly  and  posteriorly,  till  everything 
is  clean,  clear  up  to  the  fundus.  By  this  quick  pressure  you 
have  closed  the  mouths  of  the  bleeding  vessels  or  villi.     You 
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have  induced  contraction,  while  your  nurse  or  assistant  has  got 
your  fountain  syring-e  ready,  with  sterile  hot  water ;  turn  the 
stream  on  till  the  water  conies  back  clear,  no  matter  whether  it 
is  one  quart  or  five.  The  heat  will  insure  contraction.  In  a 
very  few  cases  it  will  require  a  hypodermic  of  fluid  extract 
ergot  to  maintain  the  contraction.  This  will  be  only  occasion- 
ally. In  some  cases  pressure  externally  is  better  than  a  hypo- 
dermic. 

I  have  got  so  interested  in  controlling  post-partum  hem- 
orrhage that  I  have  got  a  little  ahead  of  my  story.     I  should 
perhaps  have  told  first  how  to  prevent  post-partum  hemor-  ' 
rhage. 

Some  years  ago  I  presented  to  this  society  a  short  article 
on  the  delivery  of  the  placenta  quickly  and  safely,  by  antici- 
pating Crede's  method.  After  carefully  delivering  the  head 
and  shoulders  of  the  child,  support  it  with  the  hand  of  delivery, 
no  matter  whether  right  or  left,  and  with  the  other  hand  an- 
ticipate Crede's  method  of  delivery  of  placenta,  by  compression, 
in  that  last  pain  which  exposes  the  hips  of  the  child,  the 
placenta  is  thrown  oflf,  following  the  child  well  into  the  vagina, 
sometimes  completely  expelled.  Should  the  secundins  or  a 
clot  be  retained,  wait  a  few  minutes,  for  nature  will  relax  the 
muscular  contraction  which  is  now  rigid,  and  in  a  very  few 
minutes  the  secundins  will  slip  away  in  toto. 

Don't  use  any  force;  don't  try  to  twist  as  a  rope,  although 
the  books  say  so.  I  think  you  are  apt  to  tear  the  membranes 
and  leave  a  portion  retained. 

The  needles  and  ligatures  in  the  obstetrical  outfit  are  for 
the  closing  scene  in  the  lying-in  room.  The  most  severe 
case  of  complete  laceration  I  have  seen  was  closed  and  a  com- 
plete union,  to  virgin  simplicity  resulted  from  a  single  deep 
stitch.  It  was  in  a  case  that  after  a  severe  instrumental  de- 
livery seemed  in  collapse.  To  make  a  presentable  post-mortem 
appearance  I  put  in  one  deep  stitch  of  strong  silk.  To  my 
surprise  the  patient  raUied,  and  a  complete  restoration  of  the 
perineum  was  the  result.  It  was  my  only  remuneration,  but 
the  experience  fully  repaid  me. 

This  was  only  good  luck  and  cleanliness  that  obtained  such 
a  result.  It  should  have  been  done  in  a  surgical  manner  with 
a  row  of  internal  catgut  sutures  and  one  external  of  silk,  ac- 
cording to  Leavitt. 

Too  much  care  cannot  be  given  this  closing  work,  for  the 
health  and  comfort  of  our  patient  depends  as  much  on  a  sound 
perineum  as  upon  a  safe  delivery. 

The  laity  are  finding  it  out  as  fast  as  the  physicians,  and 
the  first  questions  asked  are,  **  Am  I  torn  any?  '*  and  "  How 
many  stitches  must  I  have  ?  " 

These  are  matters  for  action  rather  than  thought,  theory,  or 
therapeutics. 
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MANIFESTATIONS  OF  SYPHILIS  IN  CHILDHOOD 
FROM  THE  STANDPOINT  OF  A  NOSE  AND 
THROAT  SPECIALIST. 

BY    IRVING    TOWNSEND,    M.    D. 

The  manifestations  of  syphilis  in  childhood  are  by  no  means 
confined  to  the  inherited  or  congenital  variety,  but  it  is  this 
form  only  that  I  am  asked  to  discuss,  with  the  still  further 
limitation  to  such  lesions  as  are  within  the  scope  of  the  special- 
ist in  diseases  of  the  nose  and  throat.  The  lesions  of  congenital 
syphilis  usually  appear  early  in  life.  In  a  large  majority  of 
cases,  before  the  age  of  puberty.  Dr.  John  W.  Mackensie 
states  that  in  50  per  cent,  of  the  cases  they  appear  within  the 
first  year,  and  in  33  per  cent,  the  first  six  months  after  birth. 

In  early  infancy  the  manifestations  of  hereditary  syphilis 
are  either  of  the  secondary  01  tertiary  forms,  and  the  latter 
may  be  of  such  severity  as  to  cause  death,  particularly  if  the 
nature  of  the  disease  be  unrecognized,  or  anti-syphilitic  treat- 
ment be  neglected. 

The  lowered  vitality  of  the  syphilitic  infant  is  still  further 
depressed  by  a  purulent  rhinitis,  partially  or  completely  oc- 
cluding the  nares,  and  thereby  interfering  with  nasal  respira- 
tion, so  as  to  seriously  embarrass  or  prevent  the  child  from 
obtaining  nourishment  from  the  breast  or  nursing  bottle. 

"  Snuffles  '*  is  the  classical  term  applied  to  this  condition, 
which  may  include  everything,  from  a  persistent  coryza  and 
excoriation  of  the  nostrils  to  the  deeper  lesions  involving  the 
septal  cartilages  and  bones,  as  well  as  adjacent  structures. 

Some  of  the  lesions  follow  the  types  of  secondary  syphilis, 
but  most  of  them  are  of  the  tertiary  form.  They  may,  how- 
ever, coexist,  both  varieties  appearing  in  the  same  patient  at 
the  same  time,  the  former  either  yielding  to  treatment,  or  dis- 
appearing spontaneously,  or  passing  by  almost  imperceptible 
gradations  into  the  latter,  which  fact,  owing  to  their  rapidly 
destructive  nature,  is  of  the  utmost  importance. 

Gummatous  infiltration  may  occur  at  any  point  within  the 
nasal  fossae,  attacking  the  septum  and  the  external  wall,  or  it 
may  be  distinctly  circumscribed  and  confined  to  a  small  area, 
involving  only  a  small  portion  of  the  outer  or  inner  wall. 
Unless  the  progress  of  the  disease  be  checked,  the  infiltrated 
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tissue  becomes  so  dense  that  nutrition  is  interfered  with,  and 
necrosis  occurs. 

The  destructive  lesions  resulting  from  syphilitic  necrosis 
>livolve  all  tissues,  including  bone  and  periosteum,  and  it  is  not 
unusual  to  observe  a  large  necrotic  mass  made  up  in  part  of 
mucous  and  dried  crusts,  the  remains  of  the  septal  bones,  and 
turbinates,  occupying  the  spacious  cavity  formed  by  the  com- 
bined nasal  passages.  Not  infrequently  the  bones  and  carti- 
lages may  be  so  destroyed  by  a  periostitis  or  perichondritis, 
while  the  overlying  tissues  and  mucous  membranes  remain 
almost  uninjured.  The  septum  is  the  part  most  likely  to  be 
attacked,  and  in  the  bony  portion,  viz.,  the  vomer  and  eth- 
moidal plates,  their  destruction  is  usually  extensive  and  some- 
times complete. 

The  turbinates  may  or  may  not  be  involved  in  the  infiltrative 
process,  but  when  affected  are  likely  to  be  destroyed.  The 
bony  floor  of  the  nose,  or  the  alae  nasi,  may  be  the  site  of 
gummatous  invasion,  in  which  case  the  necrosis  may  cause  a 
perforation  of  the  hard  palate  or  a  sloughing  ulcer,  resulting 
in  deformity. 

The  rapid  destruction  of  tissues  and  the  cicatricial  contrac- 
tion resulting  from  syphilitic  necrosis  is  productive  of  deform- 
ities most  appalling,  and  which  may  only  be  duplicated  in  lupus 
or  carcinoma. 

PHARYNX. 

Congenital  lesions  in  the  pharynx  are  perhaps  as  common 
{although  less  important  from  a  cosmetic  standpoint),  as  those 
found  in  the  nose,  but  in  many  cases  they  coexist,  as  local  ex- 
pressions of  the  systemic  disease,  in  the  form  of  gummatous 
infiltration,  or  the  deep  sloughing  ulcer  produced  by  the  break- 
ing down  of  the  gummatous  deposit.  The  hard  palate  is  most 
frequently  attacked,  and  unless  promptly  treated,  such  cases 
are  likely  to  result  in  perforation.  The  soft  palate  is  often 
involved,  as  well  as  the  posterior  wall,  and  the  adhesions 
formed  between  the  soft  palate  and  the  posterior  wall  occasion- 
ally produce  partial  or  complete  occlusion  of  the  naso-pharynx. 

Analogous  to  the  secondary  manifestations  above  referred 
to,  we  may  find  erosions  resembling  mucous  patches  on  the 
lips,  margins  of  the  tongue,  the  faucial  pillars,  and  in  other 
parts  of  the  oro-pharynx. 
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The  classical  indications  of  congenital  syphilis,  viz.,  "  Hutch- 
inson*s  Teeth  "  and  hypertrophy  *of  the  epitrochlear  glands, 
formerly  regarded  as  diagnostic,  are  now  considered  in  the 
light  of  presumptive  evidence  only.  Enlarged  glands  in  any 
part  of  the  body  may  be  found  in  syphilitic  and  non-syphilitic 
subjects,  and  the  various  kinds  of  imperfect  teeth  described  by 
Hutchinson  may  result  from  nutritional  defects  independent  of 
the  syphilitic  taint. 

While  the  lesions  in  the  nose  and  throat  are  most  typical  and 
characteristic,  the  correct  diagnosis  often  requires  a  careful 
study  of  the  family  history  and  the  previous  and  present  con- 
dition of  the  patient,  as  well  as  the  knowledge  elicited  by  the 
following  investigation. 

1.  Examine  mouth,  throat,  and  nose,  for  lesions,  such  as 
destruction  of  the  nasal  septum,  and  flattening  of  the  nose,  per- 
foration of  hard  or  soft  palates,  ulcers,  mucous  patches,  gum- 
matous swellings  and  cicatrices. 

2.  Examine  the  skin  for  scars,  the  genitals  for  the  primary 
scar,  and  for  syphilitic  atrophy  or  enlargement  of  the  testicles. 

3.  Examine  the  bones  (tibia,  clavicle,  and  cranial  bones),  for 
nodes  or  necrosis. 

4.  Examine  the  teeth  (for  Hutchinson's  sign),  the  eyes  for 
iritic  adhesions  or  corneal  opacities. 

5.  Examine  lymph  glands  for  general  enlargement  and  in- 
duration. After  exhausting  every  diagnostic  sign  of  congenital 
syphilis  in  a  suspected  case,  the  final  and  supreme  test  still  re- 
mains, viz.,  a  course  of  mercurial  inunctions  and  potassium 
iodide.  Much  as  we  deprecate  the  indiscriminate  use  of  these 
drugs,  it  must  be  admitted  that  in  some  obscure  cases  their 
administration  brings  order  out  of  chaos  and  serves  to  make 
a  hitherto  uncertain  diagnosis  a  certainty. 

The  range  of  professional  opinion  varies  from  those  who 
ignore  completely  the  most  obvious  signs  of  syphilis  to  those 
who  maintain  that  the  syphilitic  taint  is  universal.  It  may  be 
safely  assumed,  we  believe,  that  one  extreme  is  as  irrational  as 
the  other,  and  that  while  the  manifestations  of  syphillis  are 
frequently  overlooked,  it  is  by  no  means  the  common  heritage 
of  a  large  majority  of  the  human  race. 

Practitioners  are  prone  to  disregard  destructive  lesions  in 
the  nose  and  throat,  in  the  belief  that  they  will  yield  to  con- 
stitutional treatment  alone.    This  often  happens,  but  sometimes 
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these  lesions  are  the  only  marked  manifestations  of  the  disease, 
and  unless  the  examination  of  these  parts  be  carefully  and 
thoroughly  made  at  proper  intervals,  a  valuable  means  of 
marking  the  progress  or  subsidence  of  the  disease  is  lost.  It 
has  been  our  experience  not  infrequently  to  find  extensive 
ulceration  in  the  nose  and  naso-pharynx,  in  patients  whose 
course  of  treatment  had  recently  been  completed,  or  at  least 
discontinued,  with  the  advice  that  they  were  cured. 

Doubtless  many  of  you  can  recall  cases  of  supposed 
**  catarrh  '*  in  infants  and  young  children,  where  there  were 
no  signs  of  syphilis,  except  that  the  symptoms  failed  to  respond 
to  the  usual  treatment  until,  accidentally  or  otherwise,  a  correct 
diagnosis  was  made. 

We  shall  not  attempt  to  recite  the  histories  of  cases  of  so- 
called  eczema,  scrofula,  marasmus,  scurvy,  purulent  rhinitis^ 
"  catarrh,"  nervous  and  intestinal  disorders,  rheumatism,  and 
diseases  of  the  bones  and  joints,  which  have  promptly  recov- 
ered after  the  application  of  anti-syphilitic  treatment,  when  the 
patients  presented  few  or  none  of  the  classical  symptoms  of 
congenital  syphilis. 

It  may  not  be  inappropriate  in  closing  to  emphasize  the  im- 
portance of  becoming  thoroughly  familiar  with  the  various 
manifestations  of  this  disease,  as  they  occur  in  the  mouth,  nose, 
and  throat,  for  it  is  here  that  the  most  typical  lesions  are  to  be 
found  which,  if  recognized  early,  will  be  invaluable  guides  to 
future  treatment. 
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SURGERY  IN  GASTRIC  CANCER. 

BY     MACLAY    LYON,     M.    D.^ 

Professor  of  Diseases  of  the  Stomach  and  Intestines,  Kansas  City  Hahnemann 

Medical  College. 

The  prevalence  of  gastric  cancer  and  the  equally  frequent 
failure  to  cure  it  lead  one  to  the  belief  that  it  is  entirely  hope- 
less. Remedial  and  dietetic  treatment,  electricity,  the  X-ray, 
and  radium,  have  come  in  for  their  share  of  attention,  and 
while  they  have  all  perhaps  done  some  good,  yet  there  seems 
to  be  nothing  specific  in  their  action.  Surgery  has  been  re- 
sorted to  with  a  few  satisfactory  results,  and  a  host  of  negative 
ones.  It  is  my  purpose  to  attempt  an  explanation  of  the  cause 
of  surgical  failure  in  carcinoma  of  the  stomach  wall. 

If  the  case  of  gastric  cancer  be  discovered  early  enough, 
I  believe  excision  of  the  lesion  will  effect  a  cure  or  result  in  a 
metastasis  to  some  other  organ  or  tissue  less  vital  to  the  life  of 
the  patient.    If  this  be  the  result,  the  means  are  surely  justified. 

The  difficulty  is  in  diagnosing  the  case  early  enough.  The 
average  general  practitioner  has  not  the  apparatus  nor  the 
knowledge  necessary  for  an  accurate  diagnosis  of  such  a  case 
before  the  appearance  of  the  tumor  and  the  cancer  cachexia. 
Just  a  word  about  diagnosis.  Gastric  cancer  usually  occurs 
after  the  age  of  forty  >ears,  and  may  follow  round  ulcer, 
chronic  gastritis,  or  occur  as  an  initial  lesion.  The  gastric 
juice  is  altered;  hydrochloric  acid  is  decreased,  mucus  some- 
what increased,  and  there  is  lactic  acid  present.  In  determin- 
ing the  quantity  of  hydrochloric  acid  and  lactic  acid  present  a 
test-meal  which  contains  no  milk  should  be  given,  and  siphoned 
from  the  stomach  one  hour  after  ingestion.  An  examination 
and  analysis  of  this  vomit  will  reveal,  if  it  be  cancer,  traces  of 
blood,  deficient  hydrochloric  acid,  pepsin  about  normal,  mucus 
slightly  in  excess,  and  presence  of  the  cancer  cells.  The  diag- 
nosis should  be  made  more  on  the  grouping  of  the  cells  than 
on  the  number.  Anemia  always  accompanies  the  cancer  case 
from  the  first,  and  precedes  the  cachexia. 

Then,  observing  closely  the  history  of  the  case,  giving  a 
test-meal  and  making  chemical  and  microscopical  analyses  of 
the  vomit,  and  determining  the  condition  of  the  blood,  are  the 
only  methods  of  arriving  at  the  true  diagnosis  of  gastric  cancer 
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before  the  familiar  symptoms  of  the  later  stages  occur.  Unless 
this  is  done,  I  doubt  if  surgery  is  a  safe  expedient,  for  in  the 
later  stages  it  is  necessary  to  remove  too  much  of  the  stomach 
wall  to  arrest  the  progress  of  the  disease.  Entire  removal  of 
the  stomach  is  sometimes  necessary  in  such  a  case,  and  woulJ 
be  advisable  only  where  it  might  possibly  lengthen  the  life  of 
the  patient  a  few  weeks  or  months. 

Pylorectomy  has  been  resorted  to  with  fairly  good  results. 
In  the  cases  where  an  early  diagnosis  of  cancer  was  made  the 
results  were  very  satisfactory.  While  I  do  not  beHeve  that  a 
cancer  was  ever  absolutely  cured  by  excision,  for  the  reason 
that  the  cause  was  not  removed  thereby,  yet  I  believe  that  in 
the  early  stages  the  patient's  life  may  be  saved  by  a  conserv- 
ative surgical  procedure.  A  certain  proportion  may  result  in 
a  metastasis  to  some  other  part  of  the  body.  But,  even  so,  the 
nutritive,  life-giving  apparatus  is  thus  allowed  to  perform  its 
function,  and  the  cancer,  if  it  return,  will  probably  be  more 
amenable  to  treatment  elsewhere. 

Let  me  urge  a  more  careful  study  of  the  "  stomach  troubles  " 
which  are  so  common.  There  may  be  lurking  in  such  ailment 
a  cancer  which  has  heretofore  been  diagnosed  as  dyspepsia, 
gastritis,  etc.  A  scientific  diagnosis  will  acquaint  the  physician 
with  the  true  condition,  enable  him  to  prescribe  the  remedy 
more  accurately,  select  the  diet  intelligently,  and  perchance 
may  reveal  the  indication  for  successful  surgical  interference 
before  it  is  too  late. 
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TREATMENT  OF  SOME  OF  THE  COMMONER 
FORMS  OF  UTERINE  HEMORRHAGE.* 

BY  F.   H.    BODMAN,   M.   D. 

I  shall  not  discuss  the  morbid  anatomy  of  the  diseases  we 
are  about  to  consider,  but  before  speaking  of  treatment,  we 
must  first  of  all  consider  the  various  causes,  general  and  local, 
which  may  account  for  uterine  hemorrhage,  including  under 
this  term  what  is  usually  called  menorrhagia,  and  metrorrhagia, 
the  former  being  used  to  designate  profuse  or  excessive  dis- 
charge at  the  menstrual  period,  the  latter  being  used  to  desig- 
nate a  discharge  of  blood  between  the  periods. 

The  chief  general  or  constitutional  causes  of  uterine  hemor- 
rhage are  plethora,  scrofula,  tuberculosis,  scurvy,  purpura, 
hemophilia,  obstruction  to  portal  circulation,  severe  *  icterus, 
cardiac  disease,  Brights  disease,  malarial  poisoning,  lead 
poisoning,  phosphorus  poisoning,  and  finally  alcoholism. 

The  local  causes  are  metritis,  endometritis,  granular  cervix, 
sub-involution,  retroversion,  ruptured  cervix,  retained  products 
of  conception;  fibroids,  especially  when  they  are  submucous, 
polypi,  cancer,  ovarian  disease,  salpingitis,  and  pelvic  inflam- 
mation. In  young  girls,  or  in  recently  married  women,  it  may 
be  due  to  active  congestion  of  the  sexual  organs.  In  married 
women  it  may  also  be  the  result  of  threatened  abortion,  or 
extra-uterine  pregnancy.  Some  women  lose  almost  continu- 
ously more  or  less  blood  during  the  early  months  of  preg- 
nancy, without  miscarrying,  and  without  injury  to  the  fetus. 
Occasionally  fecal  accumulations  have  been  the  cause  of 
flooding. 

If  the  hemorrhage  be  recent,  particularly  in  virgins,  we 
may  be  justified  in  commencing  treatment  by  giving  medicines 
only,  basing  our  prescription  upon  the  totality  of  the  symptoms 
present,  considering  the  general  condition  of  the  patient,  the 
color  and  consistency  of  the  discharge,  the  time  of  its  appear- 
ance, with  any  local  or  general  accompaniments ;  and  if  it  be 
due  to  some  constitutional  state,  we  must  direct  our  treatment 
to  this,  and  medicines  chosen  with  this  in  view  may  suffice  to 
cure  the  disease.     Or  the  proper  constitutional  remedy  may 

*  Lecture  delivered  in  post-graduate  course  at  the  London  Homeopathic 
Hospital. 
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be  given  between  the  periods,  and  some  locally  active  drug 
may  be  given  during  the  flow. 

MEDICINES   FOR   CONSTITUTIONAL   CONDITION. 

I  may  here  indicate  the  medicines  most  likely  to  be  called 
for  to  meet  the  various  constitutional  conditions  which  may 
give  rise  to  uterine  hemorrhage.  For  plethora,  one  of  the 
following  drugs  will  be  needed :  aeon.,  bell.,  ver.  v.,  fer.  p.  or 
sabin.  The  question  of  diet  and  exercise  must  be  considered 
and  alcohol  forbidden.  For  scrofula  and  tuberculosis,  tuberc, 
calc.  c,  calc.  p.,  or  calc.  iod.,  sul.  iod.,  and  ars.  iod.  For  ob- 
struction of  the  portal  circulation,  Collinson,  mere,  pod., 
hydras.,  chelid.,  nux  or  chin,  will  be  required.  The  same 
medicines  will  be  the  most  useful  in  the  gouty  diathesis  which 
often  accompanies  hepatic  disorders.  The  same  medicines  will 
serve  for  curing  icterus.  For  cardiac  disease,  digit.,  stro- 
phanth.,  cact.,  stryth.,  nit.,  or  one  of  the  snake  poisons,  naja.  or 
lach.  For  Bright's  disease,  ars.,  mere,  c.  or  pb.  For  malaria, 
quin.,  chin.,  ars.,  nat.  m.,  ipec,  or  ced.  For  scurvy,  lemon 
juice,  ars.,  arg.  n.,  china,  phos.,  ac,  mere,  or  nat.  m.  For 
purpura,  phos.,  phos.  ac,  ars.,  lach.,  secale.  For  hemophilia, 
crocus,  phos.,  crotal,  sul.,  ac,  chin.,  ars. 

Before  considering  the  various  pathological  conditions  which 
may  cause  hemorrhage,  it  may  be  said  that  a  large  majority 
of  cases  of  menorrhagia  will  be  relieved  by  one  of  the  follow- 
ing medicines:  sab.,  crocus,  ipec,  ham.,  tril.,  or  erig.  c.  If 
the  woman  is  plethoric,  having  begun  to  menstruate  early,  the 
amount  usually  profuse,  the  discharge  bright  red,  fluid,  or 
mixed  with  clots,  aggravated  by  the  least  exertion,  accom- 
panied with  drawing  pains  from  back  to  pubes,  or  with  ab- 
dominal spasms,  the  medicine  to  be  chosen  would  be  sabina, 
2x  to  6x,  and  it  should  be  given  every  one,  two,  or  three  hours, 
according  to  the  urgency  of  the  symptoms.  If  the  discharge 
consists  of  dark,  stringy,  viscid  blood,  with  black  clots,  aggra- 
vated by  motion,  and  accompanied  by  faintness  or  palpitation, 
and  sometimes  by  a  feeling  of  a  rolling  in  the  abdomen,  your 
choice  would  fall  upon  crocus,  to  be  given  in  first  dec.  dil. 
This  drug  is  particularly  useful  in  young  women  suflfering  from 
functional  menorrhagia,  and  in  cases  of  passive  congestion  of 
uterus.  If  there  should  be  a  profuse,  continuous  flow  of  bright- 
red  blood,  or  coming  in  gushes,  accompanied  with   nausea. 
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faintness,  or  chilliness,  or  symptoms  of  dyspnea,  then  ipecac, 
would  be  indicated  given  in  ix  or  2x  dil.  If  the  discharge  be 
of  dark,  venous  blood  of  a  passive  nature,  without  uterine  pains, 
flowing  chiefly  during  the  day,  accompanied  by  varicosis,  or 
portal  congestion,  or  as  sometimes  with  a  hammering  head- 
ache, then  you  will  think  of  hamamelis  ix  to  3x. 

If  menses  come  on  too  frequently,  and  last  too  long,  with  a 
profuse  discharge  of  blood,  at  first  bright  red,  afterwards  be- 
coming dark,  or  pale,  aggravated  by  movement,  sometimes 
accompanied  by  a  feeling  of  constriction  in  the  veins,  then  re- 
member trilium.  For  active  uterine  hemorrhage,  especially 
when  due  to  fibroids,  this  is  a  very  useful  drug.  It  may  be 
given  in  ix  to  6x.  In  cases  where  the  discharge  is  active  and 
profuse,  the  bright-colored  blood,  especially  if  accompanied 
with  symptoms  of  irritation  of  bladder  and  rectum,  ol.  erig. 
can.  is  a  remedy  that  acts  promptly  in  arresting  the  flow.  It 
is  better  to  give  it  in  ix  dil.,  2  or  3  drops  contained  in  gelatin 
capsules,  to  avoid  the  disagreeable  taste. 

The  patient  should  rest  in  the  horizontal  position,  with  the 
hips  raised  about  the  level  of  the  shoulders.  If  there  has  been 
much  loss,  it  will  be  well  as  soon  as  the  period  is  over  to  give 
china  ix  for  a  few  days.  Should  there  appear  to  exist  sor^  * 
constitutional  cause,  during  the  interval,  a  medicine  sho/.l  1 
be  given  which  will  correct  this.  In  severe  cases  the  action 
of  drugs  may  be  assisted  by  the  use  of  Chapman's  spinal  hot- 
water  bag,  applied  to  the  dorsal  and  lumbar  vertebrae,  or  by 
hot-water  injections  of  the  temperature  of  115°  to  120''  F., 
using  Budin's  tube  for  intra-uterine  douche,  with  hydras,  iod., 
adrenalin.  Finally,  should  these  remedies  fail,  Parke,  Davis 
&  Co.'s  adrenalin  in  solution  i-iooo  may  be  given  in  doses  of 
5  to  15  mins.  in  water,  every  two,  three,  or  four  hours.  If 
the  menorrhagia  persists  in  spite  of  the  treatment  already  sug- 
gested, in  all  probability  we  shall  find  that  there  is  some  organic 
disease  existing  which  is  the  underlying  cause  of  the  hemor- 
rhage, and  this  will  be  all  the  more  certain  if  hemorrhage 
occurs  between  the  periods,  or  if  it  occurs  at  times  when  the 
menses  have  ceased,  as  during  pregnancy,  or  after  the  meno- 
pause. It  is  of  the  first  importance  that  we  should  use  every 
endeavor  to  discover  the  diseased  condition  which  is  at  the 
root  of  the  trouble,  otherwise  we  shall  be  working  in  the  dark, 
and  our  efforts  to  cure  will  be  unsuccessful.     When  we  have 
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formed  our  diagnosis,  our  treatment  must  be  directed,  not  only 

to  mitigating  the  effect,  but  to  remove  the  cause. 

Retained  Membranes. — If  the  hemorrhage  has  come  on  after 
a  miscarriage  or  confinement,  it  is  probably  due  to  retained  pro- 
ducts of  conception.  If  this  be  the  case,  it  will  be  a  waste  of 
time  to  give  medicines,  the  proper  course  will  be  to  dilate  the 
cervix,  and  with  the  finger  or  a  suitable  curette  remove  the  re- 
tained membranes.  It  is  best  to  use  a  blunt  flushing  curette, 
with  antiseptic  precautions.  After  curetting,  pack  with  gauze, 
which  may  remain  for  two  to  three  days.  Keep  the  patient 
in  bed  for  three  or  four  days. 

Threatened  Abortion. — If  the  hemorrhage  be  due  to  a  threat- 
ened abortion,  the  first  thing  to  do  will  be  to  enjoin  perfect 
rest  of  body  and  mind,  and  to  give  one  of  the  following  drugs : 
sabina,  secale,  cauloph.,  actea,  viburn.  op.,  cham.,  ign.  In  the 
early  months  of  pregnancy,  if  there  is  much  crampy  pain  and 
not  much  discharge,  give  caul.  3X  or  viburn.  op.  ix,  the  latter 
if  the  pain  extends  down  the  thighs.  If  the  mental  conditions 
are  marked,  give  one  of  the  following:  for  great  sensitiveness 
with  irritability,  cham.;  for  depression,  with  vertical  ceph., 
actea;  for  hysterical  tendency,  ignat.  Should  there  be  a  free 
discharge  of  bright-colored  blood,  sabina.  If  the  blood  is  dark 
and  offensive,  accompanied  with  spasmodic  contraction  of  the 
uterus  and  pain,  then  give  secale  6x.  In  some  cases  where  the 
cervix  is  relaxed,  and  the  os  dilated,  and  miscarriage  seems 
inevitable,  I  have  known  full  doses  of  ergot  brace  up  the  uterus 
and  prevent  miscarriage.  Usually  secale  is  more  frequently 
called  for  in  the  later  months  of  pregnancy. 

During  Early  Months  of  Pregnancy. — Hemorrhage  which 
sometimes  occurs  during  the  early  months  of  pregnancy  with- 
out threatened  abortion,  is  probably  due  to  some  disease  of  the 
endometrium,  or  to  a  slight  separation  of  the  placenta ;  in  these 
cases  one  of  the  following  medicines  would  probably  be  called 
for:  nit.  ac.  2x,  ham.  2x,  iod.  3X,  or  ustilago  maid.  3X 

Congestion  in  Young  Girls,  etc. — Sometimes,  in  young  girls, 
we  meet  with  cases  of  hemorrhage  due  to  local  congestion, 
probably  brought  on  by  undue  sexual  excitement,  the  same 
condition  may  arise  in  newly-married  women.  I  once  cured  a 
case  by  iodine  3x  after  other  means  had  failed.  We  might 
also  consult  the  pathogenesis  of  one  of  the  following  drugs :  HI. 
tig.  6x,  plat.  6x.  murex  purp.  6x,  cann.  ind.  3X,  or  crocus  ix. 

Retroversion. — If  the  hemorrhage  is  due  to  retroversion,  ac- 
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companied  by  congestion  of  the  uterus,  the  first  thing  to  do  will 
be  to  reduce  the  congestion  by  hot  water  injections  "at  bedtime, 
the  introduction  of  tampons  saturated  with  glycerine,  to  which 
some  bellad.  or  hydras,  may  be  added,  these  may  be  allowed  to 
remain  in  for  twenty-four  hours,  and  renewed  every  day  or 
every  other  day.  In  old-standing  cases,  ichthyol  suppositories 
5  to  10  per  cent,  will  be  useful  in  reducing  the  hyperemia  and 
accompanying  hyperplasia.  The  patient  should  rest  in  the  re- 
cumbent posture,  lying  on  the  side,  or  rather  in  a  prone  posi- 
tion, as  much  as  possible.  The  uterus  should  be  replaced  each 
time  a  tampon  is  inserted  by  placing  the  patient  in  the  knee- 
elbow  position  with  the  hips  raised  as  much  as  possible,  push- 
ing up  the  fundus  with  the  finger  in  the  vagina  or  rectum.  At 
the  same  time  we  may  give  such  medicines  as  sepia,  HI.  tig., 
pod.,  actea,  nux  v.,  or  ustila'^o.  If  there  is  active  congestion, 
bellad.  will  be  called  for.  Should  these  means  fail  to  cor- 
rect the  displacement,  a  ring  pessary  may  be  used  for  a  time, 
or  what  is  better  still,  a  good  belt;  the  best  I  know  of  is  the 
Hambly  Belt,  sold  by  Messrs.  Hodder  &  Co.,  Bristol.  It  con- 
sists of  two  plates  applied  over  the  sacral  and  pubic  regions, 
and  braced  together  by  straps. 

Subinvolution. — The  hemorrhage  may  be  an  accompaniment 
of  subinvolution.  In  these  cases  our  choice  of  medicines  will 
fall  upon  actea,  aletris,  helonias,  pot.,  iod.,  secale,  in  fairly 
material  doses,  or  on  sepia,  HI.  tig.,  nux  and  sul.  in  the  6x  or 
6c.  dilutions.  In  these  cases  the  application  of  electricity  will 
greatly  expedite  the  cure;  a  copper  or  platinum  electrode  at- 
tached to  the  positive  pole  should  be  passed  inside  the  uterus 
with  a  large  clay  electrode  covering  the  abdomen,  connected 
to  the  negative  pole,  and  a  galvanic  current  of  25  to  100  miUi- 
amperes  passed  for  from  five  to  ten  minutes.  In  cases  of 
menorrhagia,  this  may  be  done  two  or  three  times  during  the 
week  preceding  the  period.  In  metrorrhagia  it  may  be  done 
every  three  or  four  days.  In  cases  of  subinvolution  it  is  some- 
times useful  to  alternate  the  galvanic  with  the  Faradic  or  the 
high-frequency  current. 

Chronic  Metritis,  etc. — Perhaps  the  most  common  cause  of 
hemorrhage  in  women  who  have  had  children,  or  those  past 
forty  years  of  age,  is  chronic  endometritis,  or  cervico-endomet- 
ritis  with  granular  erosion  of  cervix.  In  the  earlier  stages, 
if  there  is  active  hyperemia,  we  should  enjoin  rest,  with  hot 
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douches  and  bell.,  ver.  v.,  or  sabina  should  be  selected,  using 
tampons  saturated  with  same  drug.  If  the  congestion  is  more 
passive,  we  should  choose  according  to  their  symptomatolog>', 
either  sec.  3x  or  6x,  ustil.  2x  or  3X,  sepia  6x,  nux  v.  6x,  nit.  ac. 
2x,  liq.  sodae  chlor.  1-5,  hydras,  ix,  or  arsen.  3X.  Though  I 
have  mentioned  ars.  last  in  chronic  conditions  without  active 
congestion,  it  is  often  the  most  important  remedy;  in  some 
cases  in  which  it  does  not  cover  all  the  symptoms  we  may  give 
some  other  drug  alternately  with  it."^  Its  use  should  be  per- 
sisted in  for  some  weeks,  using  the  3X  dil.  or  the  liq.  arsen. 
B.P.  It  should  be  especially  indicated  in  women  of  cachectic 
appearance,  with  general  debility,  in  whom  the  disease  is  ac- 
companied with  restlessness  and  lancinating  or  burning  pains. 
Another  important  remedy  in  these  chronic  cases  is  hydrastin, 
it  may  be  given  in  the  form  of  Parke,  Davis  &  Co.*s  colorless 
extract  of  golden  seal  in  doses  of  5  to  10  drops,  or  trit.  hydrastin 
2x  or  3x  three  times  a  day ;  a  tenacious,  ropy  leucorrhea  with 
abrasion  of  the  os  uteri  is  often  present,  and  if  there  be  evi- 
dence of  catarrh  in  other  mucous  membranes,  with  dyspepsia 
and  imperfect  action  of  the  liver,  the  indication  for  this  medi- 
cine will  be  established.  In  some  chronic  cases,  wth  passive 
congestion  of  the  uterus,  accompanied  by  leucorrhea,  aching 
in  back,  bearing-down  feeling,  and  tendency  to  prolapse,  the 
liq.  sodae  chloratae  in  ix  dilution,  5-drop  doses,  will  produce 
rapid  and  decided  improvement  (see  cases  reported  by  Dr. 
Cooper,  British  Journal  of  Homeopathy,  vol.  xxxii.  p.  363). 

Menorrhagia  at  the  climacteric  period  is  often  due  to  the 
pathological  conditions  we  are  now  considering ;  in  cases  occur- 
ring at  this  time  of  life  we  should  think  of  sepia  6x,  especially  if 
there  are  as  accompanying  symptoms  sinking  in  uterus,  vertical 
headache,  constipation,  and  yellowish  sediment  in  urine,  with 
flushes  of  heat.  Dr.  Ludlam  has  drawn  attention  to  the  value 
of  nit.  ac.  2x  in  chronic  cases  of  metrorrhagia  where  there  is  a 
passive  discharge  of  a  muco-sanguineous  nature,  very  dark  in 
color,  with  occasional  clots,  and  lasting  a  considerable  time, 
producing  a  cachectic  look  and  general  debility.  These  symp- 
toms he  considers  to  be  due  to  a  desquamation  of  the  epithe- 
Hum  of  the  mucous  lining  of  the  uterus.  Such  cases  may 
occur  from  endometritis  following  miscarriage  or  confinement. 

Secale  ix  to  3X  will  be  useful  in  chronic  cases  with  more  or 
less  continuous  discharge,  dark,  fluid,  often  fetid,  either  pain- 
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less  or  accompanied  by  spasmodic  contractions  of  uterus  and 
bearing-down  pains;  the  woman  is  usually  thin  and  cachectic- 
looking,  complains  of  general  coldness,  or  feeling  of  being  too 
warm  without  rise  of  temperature.  In  some  cases  with  decided 
atony  of  the  uterus  it  will  be  well  to  give  material  doses,  5 
drops  of  the  tinct.  ergotae  ammon.  or  liq.  ext.  every  two  or 
three  hours.  For  cases  in  which  the  discharge  is  fetid, 
comp.  kreos.  Ustilago  maidis  is  a  drug  similar  to  secale,  and 
useful  in  the  same  class  of  cases ;  it  may  be  given  in  2x  or  3X 
trit.  It  would  be  specially  indicated  if  the  patient  were  suf- 
fering from  alopecia  or  loss  of  hair,  with  signs  of  ovarian  irri- 
tation. But  in  these  cases,  if  after  careful  selection  of  drugs 
there  is  no  improvement  in  a  reasonable  time,  it  is  probable 
that  there  is  an  unhealthy  condition  of  the  mucous  membrane 
which  is  hypertrophied  and  granular,  or  possibly  covered  with 
fungoid  overgrowth.  In  such  cases  it  is  a  waste  of  time  to 
give  drugs,  the  proner  course  is  to  use  the  curette  and  remove 
the  unhealthy  endometrium.  Following  this  by  the  admin- 
istration of  thlaspi  past.,  hydrastin,  or  arsen. 

Lacerated  Cervix. — Should  a  lacerated  and  eroded  cervix  be 
the  cause  of  hemorrhage,  surgical  measures  should  be  adopted. 

Ovarian  Disease. — A  frequent  cause  of  uterine  hemorrhage 
is  ovarian  disease.  The  principal  medicines  to  be  considered  in 
these  cases  are  HI.  tig.,  apis,  bell.,  bry.,  mere,  c,  ham.,  plat., 
ustil.,  or  kali  brom.  Here  again,  if  we  fail  after  a  fair  trial  of 
well  selected  remedies,  it  will  be  necessary  to  resort  to  surgi- 
cal measures. 

Salpingitis. — The  same  may  be  said  as  to  hemorrhage  due 
to  salpingitis,  only  that  there  is  less  chance  of  effecting  any 
good  by  drugs,  exceot  in  the  acute  stage  before  matter  has 
formed,  in  the  early  stage  the  inflammation  may  be  subdued  by 
bell,  or  bry.  given  alternately  with  mere.  c. 

In  other  inflammatory  diseases  of  the  pelvis  which  may  pro- 
duce uterine  hemorrhage,  the  same  reemdies  are  available 
with  the  addition  of  verat.  vir. ;  this  or  the  bell,  may  be  applied 
internally  on  tampons,  while  being  given  by  mouth.  Whether 
bell.,  bry.,  or  verat.  vir.  be  chosen,  it  should  be  used  in  altena- 
tion  with  mere.  c.  The  patient  must  be  confined  to  bed.  In 
the  chronic  stage  mere,  hep.  s.,  or  iodine  may  be  used  with 
the  hope  of  causing  resolution  and  absorption  of  the  products 
of  inflammation.    This  may  be  aided  by  the  use  of  ichthvol  in 
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pessaries  or  on  glycerine  tampons.     If  pus  has  formed  it  may 
be  necessary  to  remove  the  diseased  appendages. 

Neoplasms. — Among  the  neoplasms  that  cause  hemorrhage 
from  the  uterus  are  polypi,  fibroids,  and  malignant  disease. 
The  most  serious  forms  of  hemorrhage  are  caused  by  these 
growths.  Polypi  should  be  removed  by  torsion,  the  curette, 
snare,  or  ecraseur;  it  is  a  waste  of  time  to  treat  them  with 
medicines.  After  removal,  and  to  prevent  recurrence,  thuja 
or  sang.  nit.  should  be  given.  Fibroids  of  the  submucous  or 
interstitial  variety  frequently  are  the  cause  of  severe  and  pro- 
longed hemorrhage.  With  some  of  these  patients  we  are  able 
to  effect  a  large  amount  of  amelioration  by  the  use  of  medicine 
and  to  carry  the  patient  on  over  the  menopause,  only  we  have 
to  remember  that  in  such  cases  the  climacteric  may  be  delate! 
some  years  beyond  the  usual  term.  There  are  four  remedies 
which  may  be  of  service,  if  not  in  diminishing  the  size  of  the 
tumor,  in  removing  the  symptoms,  and  so  practically  curing 
the  patient.  They  are  calc.  iodate,  thyroidin,  pot.  iod.,  and 
pot.  brom. ;  they  should  be  given  persistently  during  the  inter- 
vals between  the  periods.  Calc.  iodate  may  be  given  three 
times  a  day  in  doses  of  1-5  to  1-50  of  a  grain.  Dr.  Neatby 
has  drawn  attention  to  the  value  of  this  drug.  In  the  Clinique 
for  January,  1898,  Dr.  Bafley  relates  his  experience  with  Thy- 
roidin, and  shows  that  in  some  of  the  cases  there  was  very 
decided  improvement;  his  experience  has  been  confinned  by 
others.  It  was  given  in  the  form  of  trituration  from  ix  to  3X. 
For  checking  the  hemorrhage  during  the  periods  we  may  give 
according  to  their  indication  one  of  the  following  drugs :  ham. 
tril.,  vinca.  minor,  thlaspi  past.,  crocus,  ipec,  secale,  hydrastin, 
or  adrenalin  chloride.  Thlaspi  and  hydrastis  may  also  be  used 
during  the  interval.  Here,  again,  if  drugs  fail,  electricity  may 
come  to  our  help.  There  is  no  doubt  that  the  galvanic  current 
properly  applied  will  often  arrest  the  hemorrhage,  relieve  dis- 
comfort, and  in  some  cases  cause  diminution  in  size  of  the 
tumor.  From  70  to  200  milliamperes  must  be  passed  through 
the  tumor.  To  do  this  a  large  clay  electrode  must  be  applied 
over  the  abdomen ;  the  internal  electrode  should  be  of  copper, 
and  if  there  is  much  hemorrhage  the  internal  electrode  must 
be  connected  with  the  positive  pole;  between  the  periods,  if 
there  is  no  hemorrhage  it  may  be  connected  with  the  negative 
pole,  because  this  has  more  effect  upon  the  tumor.     Positive 
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pole  acts  as  a  hemostatic,  the  negative  has  a  resolving  effect. 
The  application  may  be  repeated  every  four  or  five  days,  for 
from  five  to  ten  minutes  each  time.  It  should  be  carried  out 
with  aseptic  precautions.  This  is  Apostoli's  method,  which  I 
think  has  unjustly  been  too  much  neglected.  It  may  some- 
times save  the  patient  from  the  more  serious  ordeal  of  hyster- 
ectomy. 

Cancer. — We  have  now  to  consider  the  cases  in  which 
hemorrhage  is  caused  by  malignant  disease  of  the  uterus. 
Here  medicinal  treatment  is  seldom  more  than  palliative.  If 
diagnosed  sufficiently  early,  the  wisest  course  is  to  recommend 
surgical  measures.  If  the  diagnosis  is  uncertain,  or  the  patient 
refuses  an  operation,  we  may  give  hydrastis,  ars.  iod,  or  kreos. 
during  the  intervals,  using  hydrastis  in  pessares  on  tampons 
internally.  For  controlling  the  hemorrhage,  thlaspi  6,  past.  0 
or  IX,  ham.  hydras  or  secale  ix  may  be  given.  If  the  discharge 
is  profuse,  it  will  be  necessary  to  pack  the  vagina  with  iodo- 
form gauze  saturated  with  hydrastis,  hamamelis,  or  adrenalin 
chloride. 

THE  OPERATIVE  TREATMENT  OF  HERNIA  IN 
INFANTS  AND  YOUNG  CHILDREN;  360  CON- 
SECUTIVE CASES. 

BY    HAROLD   J.    STILES,    M.    D. 

After  a  personal  experience  of  360  operations  for  the  radical 
cure  of  hernia  in  children  I  think  I  am  warranted  in  advocating 
operative  treatment,  and  in  expressing  somewhat  emphatic 
opinions  on  matters  which  some  may  still  regard  as  open  to 
question. 

It  is  difficult  to  form  a  true  estimate  of  the  frequency  with 
which  a  truss  brings  about  an  actual  cure  of  the  hernia,  a  cure, 
that  is  to  say,  in  the  sense  of  bringing  about  obliteration  of 
the  patent  funicular  process.  In  the  cases  in  which  the  par- 
ents have  decided  to  give  the  truss  a  trial  before  having  re-  . 
course  to  operation,  I  have,  by  carefully  rolling  the  cord  be- 
tween the  forefinger  and  thumb,  almost  invariably  been  able 
to  satisfy  myself  of  the  presence  of  an  empty  sac  in  cases  in 
which  the  hernia  is  supposed  to  have  been  cured,  and  in  quite 
a  number  of  instances  the  bowel  has,  as  the  result  of  some 
extra  strain,  or  an  attack  of  whooping-cough,  etc.,  actually  de- 
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scended  into  the  sac.  It  is  well  known  that  it  is  just  in  those 
cases  in  which  the  hernia  is  supposed  to  have  been  cured  by 
a  truss  during  childhood  that  strangulation  is  liable  to  occur 
during  young  adult  life  if,  as  the  result  of  some  severe  strain, 
the  bowel  be  suddenly  forced  into  the  empty  sac.  It  would  be 
interesting  to  know  the  mortality  from  strangulation  in  these 
cases,  and  to  see  how  it  compares  with  the  death-rate  from  the 
radical  operation  during  infancy  and  childhood ;  I  am  not  aware 
of  the  existence  of  such  statistics,  but  I  should  be  inclined  to 
put  the  former  as  the  higher  of  the  two. 

Coley,  as  the  result  of  careful  inquiry  into  the  histories  of 
15,000  cases  of  inguinal  hernia  in  adults,  found  that  no  less 
than  one-third  were  ruptured  during  childhood.  If  it  be  true 
that  the  majority — some  say  all — of  inguinal  hernias  in  young 
and  middle  life  are  of  congenital  origin,  it  seems  to  me  that  it 
is  clearly  the  duty  of  the  surgeon  to  step  in  and  cure  the  hernia 
once  and  for  all  at  a  period  of  life  which  is  at  once  the  most 
suitable  from  the  point  of  view  alike  of  the  patient,  the  rela- 
tions, and  the  surgeon.  By  operating  during  infancy  or  child- 
hood the  patient  is  not  rendered  hors  de  combat  at  a  period  of 
life  when  he  is  a  useful  member  of  the  community ;  if  belonging 
to  the  poorer  classes,  the  wife  and  family  do  not  suffer  from 
the  interruption  of  the  weekly  wage,  nor  is  the  drain  upon 
hospital  charity  so  great.  In  the  upper  classes  the  advantages 
are  equally  on  the  side  of  operation  in  early  life. 

As  regards  the  operation  itself,  it  must  be  remembered  that 
the  walls  of  the  inguinal  canal  are  not  primarily  at  fault,  that, 
as  a  rule,  they  are  well  developed,  and  should  therefore  be 
interfered  with  as  little  as  possible.  Bassini's  operation, 
which  is  indicated  in  special  cases  (notably  in  those  strangu- 
lated hernias  in  which  it  has  been  found  necessary  to  divide 
the  whole  of  the  anterior  wall  of  the  inguinal  canal  before  the 
bowel  can  be  returned),  is  to  be  condemned  as  a  routine  opera- 
tion in  children. 

In  performing  the  radical  cure  in  a  child,  the  indications  are 
to  isolate  and  ligature  the  neck  of  the  sac  with  the  least  pos- 
sible damage  to  the  inguinal  canal.  In  describing  the  opera- 
tion as  I  am  in  the  habit  of  performing  it,  I  shall  endeavor  to 
emphasize  one  or  two  practical  points.  After  disinfecting  the 
skin  the  evening  before  the  operation,  a  boracic  poultice  or  a 
sterilized  gauze  dressing  should  be  applied  overnight.     The 
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skin  is  again  disinfected  when  the  patient  is  under  the  anes- 
thetic. 

The  incision,  which  is  made  a  little  above  and  parallel  to 
Poupart's  ligament,  should  not  extend  down  into  the  scrotum. 
The  difficulty  of  isolating  the  patent  funicular  process  in  the 
child  has  been  greatly  exaggerated,  and  has  no  doubt  assisted 
in  prejudicing  some  surgeons  against  the  operation.  No  diffi- 
culty will  be  experienced  if  the  following  plan  be  adopted : 
After  exposing  the  spermatic  cord  and  the  pillars  of  the  ex- 
ternal abdominal  ring,  the  former,  along  with  its  coverings, 
is  freed  from  the  surrounding  subcutaneous  tissue.  The  cover- 
ings of  the  cord  are  now  caught  up  laterally  at  the  lower  part 
of  the  wound  by  two  pairs  of  forceps,  which  are  held  by  the 
assistant  in  such  a  way  as  to  stretch  and  spread  them  out  in 
the  form  of  a  flattened  band.  The  coverings  are  then  divided 
longitudinally,  layer  by  layer,  with  as  sharp  a  knife  as  possible. 
The  muscular  fibers  of  the  cremasteric  fascia  are  easily  recog- 
nizable, and  frequently  well  developed  even  in  young  children. 
By  turning  aside  this  fascia  and  grasping  its  cut  edges  with 
catch- forceps,  the  cord  is  still  further  stretched  out,  and  the 
pampiniform  plexus  of  veins  covered  by  the  thin  fascia  trans- 
versalis  can  now  be  seen  on  its  lateral  aspect.  The  peritoneum 
of  the  patent  funicular  process  is  exposed  by  incising  the  fascia 
transversalis  parallel  and  just  internal  to  the  plexus  of  veins. 
The  fascia  transversalis,  along  with  the  spermatic  veins,  is  now 
carefully  stripped  oflf  the  sac  by  means  of  a  blunt  dissector,  or 
by  dissecting  forceps.  The  vas  deferens  and  its  vessels,  which 
lie  more  posteriorly,  are  treated  in  the  same  way.  The  fascia 
transversalis  is  next  stripped  off  the  inner  aspect  of  the  funi- 
cular process,  which  is  finally  freed  around  its  entire  circum- 
ference. The  separation  of  the  above  structures  is  continued 
downwards,  until  the  fundus  of  the  sac  is  isolated,  and  drawn 
out  of  the  wound.  Shoud  the  sac  extend  well  into  the  scrotum, 
or  be  continuous  with  the  tunica  vaginalis  testis,  it  may  be  cut 
across  a  little  below  the  external  ring.  The  isolated  sac  is 
now  grasped  with  a  pair  of  artery  forceps,  and  held  a  little  on 
the  stretch  while  the  constitutents  of  the  cord  are  being  separ- 
ated from  it  in  an  upward  direction  as  far  as  the  internal  ab- 
dominal ring.  In  the  child  the  inguinal  canal  is  so  short  that 
by  thoroughly  freeing  the  sac,  and  putting  it  on  the  stretch, 
the  neck  can  be  brought  down  to  the  level  of  the  apex  of  the 
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external   ring  without   slitting  up   the  anterior  wall   of   the 
canal.     The  freeing  of  the  neck  of  the  sac  from  the  spermatic 
vessels  and  the  vas  deferens  is  facilitated  by  the  extraperitoneal 
fat  being  more  abundant  in  this  situation  than  lower  down  in 
the  cord.     In  spite  of  the  fact  that  the  bladder  arises  above  the 
brim  of  the  pelvis  in  the  child,  I  have  never  brought  it  into 
view  in  freeing  or  applying  a  ligature  to  the  neck  of  the  sac, 
nor  have  I  seen  any  blood  in  the  urine  after  any  of  the  opera- 
tions.    Except  when  the  neck  of  the  sac  is  unusually  wide,  and 
the  walls  of  the  canal  specially  weak,  it  is  quite  unnecessary  to 
fix  the  stump  to  the  anterior  abdominal  wall ;  the  ends  of  the 
ligature  applied  to  the  neck  of  the  sac  may  be  cut  short,  and 
the  latter  may  be  allowed  to  slip  back  up  the  canal.     If  the  sac 
be  properly  freed  at  its  neck,  and  put  well  on  the  stretch,  the 
ligature  will  be  applied  high  enough  up  so  as  not  to  leave  be- 
hind a  funnel-shaped  depression  at  the  level  of  the  internal 
ring.    In  the  average  case  the  isolation  and  ligature  of  the  neck 
of  the  sac  at  the  level  of  the  internal  ring  is  accompanied  with 
so  little  damage  to  the  walls  of  the  canal  that  the  closure  of  the 
latter  becomes  a  very  simple  matter;  all  that  is  necessary  in 
the  majority  of  cases  is  to  introduce  a  single  catgut  suture 
through  the  outer  pillar  close  to  Poupart's  ligament,  across 
the  canal  superficial  to  the  cord,  and  then  from  within  outwards 
through  the  conjoined  tendon  (or  through  the  muscular  fibers 
of  the  internal  oblique  and  transversalis  muscles  before  they 
join  the  tendon)  and  the  iner  pillar  of  the  ring.     By  reducing 
the  size  of  the  external  ring  and  including  the  conjoined  ten- 
don in  the  suture,  the  liability  to  the  development  of  an  ac- 
quired hernia  in  after-life  is  diminished. 

I  need  hardly  say  that  catgut,  provided  it  is  properly  steril- 
ized, is  preferable  to  silk  in  the  radical  cure  of  hernia — at  any 
rate,  in  children.  For  passing  the  suture,  use  the  Cleveland 
pedicle  needle. 

It  is  important  to  avoid  the  use  of  a  drain  in  children.  All 
hemorrhage  must,  therefore,  be  carefully  arrested,  and  care 
should  be  taken  to  obliterate  the  space  beneath  the  subcutaneous 
tissue  of  the  somewhat  undermined  wound.  This  can  be  done 
either  by  the  introduction  of  one  or  two  buried  catgut  sutures, 
or,  preferably,  by  the  introduction  of  a  single  silkworm-gut 
mattress  suture  through  the  skin  and  subcutaneous  tissue  so 
as  to  bring  the  deep  surfaces  of  the  flaps  into  broad  contact. 
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The  skin  edges  are  then  brought  into  accurate  apposition  by 
means  of  superficial  horsehair  stitches,  which  should  be  inter- 
rupted rather  than  continuous,  as  the  latter  interferes  with  the 
escape  of  the  small  amount  of  healthy  wound  exudation. 

In  a  child  of  5  or  6  years  and  upwards  an  ordinary  gauze 
dressing  and  bandage  may  be  applied,  provided  the  patient  be 
confined  in  some  form  of  double  long-splint  to  keep  the  body 
quiet  and  the  lower  extremities  extended  and  abducted.  To 
prevent  any  urine  reaching  the  dressing  the  penis  is  retained 
in  the  neck  of  a  urine  glass  by  means  of  a  plug  of  cotton  wool. 
In  infants  a  gauze  dressing  is  not  to  be  recommended,  as  it 
does  not  afford  sufficient  security  against  urinary  contamina- 
tion. There  is  no  necessity  whatever  to  apply  over  the  dress- 
ing a  plaster  of  Paris  or  paraffin  bandage,  nor  is  it  necessary 
to  stitch  a  rubber  tube  over  the  penis  to  conduct  away  the 
urine. 

The  after-treatment  I  have  found  to  give  the  best  results  in 
infants   and   young   children   is   that   in    which    the   sutured 


Fig.  I. 

wound,  apart  from  being  smeared  over  with  iodoform  out  of 
a  I  in  1,000  sublimate  solution  and  thickly  dusted  with  boracic 
powder,  is  left  completely  exposed,  no  further  dressing  of  any^ 
kind  being  applied.  On  its  return  to  bed  the  infant  is  kept 
flat  on  its  back  by  means  of  a  strap  passed  behind  the  shoulders 
and  through  the  armholes  of  a  flannel  band  passing  across  the 
front  of  the  chest  (Fig.  i).  The  ends  of  the  strap  are  carried 
under  the  frame  of  the  bed,  where  they  are  tied,  or,  better  still, 
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buckled  together.  This  simple  apparatus,  which  is  known  to 
the  nurses  as  the  '*  reins,'*  keeps  the  shoulders  flat  down  against 
the  mattress.  A  small  drawsheet  is  folded  into  four  layers  and 
placed  under  the  pelvis  to  receive  the  feces.  To  keep  the 
lower  ends  extended  and  abducted  a  strip  of  bandage  is  secured 
to  the  ankles  by  means  of  a  clove-hitch  knot,  the  extremities  of 
which  are  tied  to  the  sides  of  the  cot  In  a  child  about  two 
years  old,  if  unusually  restless,  the  limbs  may  be  fixed  in  the 
same  way  above  the  knees.  A  metal  cage  is  now  placed  over 
the  child's  body  to  keep  the  bed-clothes  from  coming  in  con- 
tact with  the  wound.  The  nightdress  is  pinned  up  and  covered 
with  a  binder,  so  as  to  leave  the  lower  parts  of  the  abdomen 
exposed.  A  piece  of  boracic  lint,  dusted  with  boracic  powder, 
is  pinned  round  the  lower  edge  of  the  folded-up  clothes,  in  case 
they  should  accidentally  come  too  near  the  wound.  On  the  out- 
side of  the  cage  is  placed  a  sheet  of  flannelette  long  enough  to 
hang  like  a  curtain  over  its  lower  end  (Fig.  2).    When  the  in- 


Fig.  2. 

fant  micturates  it  will  be  found  that  the  whole  of  the  stream 
plays  upon  the  flannelette,  which  is  removed  as  often  as  it  is 
soiled.  In  this  way  not  a  drop  of  urine  reaches  the  wound. 
To  ensure  the  child's  hands  being  kept  out  of  harm's  way  a 
draw-sheet  is  placed  over  the  flannelette  covering  the  cage  and 
is  then  carried  under  the  arms  and  fixed  by  being  tucked  under 
the  "reins"  which  strap  down  the  shoulders  (Fig.  3).  If 
the  operation  be  done  without  undue  tearing  of  the  tissues,  if 
hemorrhage  be  carefully  arrested  before  the  sutures  are  in- 
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t reduced,  and  if  the  latter  are  so  applied  as  to  bring  the  deeper 
as  well  as  the. superficial  parts  into  close  apposition,  the  amount 
of  exudation  is  so  slight  that  it  is  confined  by  the  boracic 
powder  to  the  actual  seat  of  the  wound.     All  that  is  necessary- 
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is  to  keep  the  wound  thickly  dusted  w-ith  boracic  powder,  or, 
if  preferred,  with  a  mixture  of  boracic  and  iodoform. 

By  this  method  of  treatment  not  a  drop  of  urine  need  come 
near  the  wound,  which  by  being  kept  perfectly  dry  and  free 
from  all  mechanical  irritation,  heals  very  rapidly.  The  mat- 
tress suture  is  removed  on  the  third  day,  and  the  horsehair 
sutures  on  the  sixth  or  seventh  day.  As  a  rule  the  infant  is 
sent  home  on  the  eighth  or  ninth  day  after  the  operation.  Of 
the  last  100  cases  treated  in  this  way,  in  only  one  did  the 
wound  suppurate;  in  none  of  the  others  was  there  a  trace  of 
suppuration  either  in  the  wound  or  the  stitch  openings.  Since 
I  have  adopted  the  after-treatment  above  described  I  have  come 
to  regard  the  radical  cure  of  hernia  in  infants  as  an  operation 
which  gives  the  surgeon  and  patient  less  trouble  than  a  circum- 
cision. 

Between  the  ages  of  3  and  5  years  the  wound  may  still  be 
treated  without  a  dressing,  but  in  addition  to  the  reins  for 
fixing  the  shoulders  a  double  long-splint  is  used  to  keep  the 
lower  part  of  the  body  and  the  lower  limbs  perfectly  quiet.  At 
this  age  urinary  contamination  is  best  prevented  by  the  means 
already  described — namely,  by  securing  the  penis  inside  the 
mouth  of  a  urine  glass  (Fig.  4). 
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Out  of  the  360  cases,  30  (8.3  per  cent.)  were  sent  to  hos- 
pital as  urgent,  the  hernia  being  irreducible  and  attended  with 
acute  symptoms.  In  the  majority  of  instances  the  hernia  had 
been  in  existence  for  some  time,  and  the  mother  had  previously 
been  able  to  reduce  it.  In  some  cases,  more  especially  in  young 
infants,  the  rupture  had  become  irreducible  or  strangulated  on 
its  first  appearance.  The  descent  of  the  bowel  was  usually 
stated  to  have  been  caused  by  a  severe  fit  of  crying,  and  in  one 
or  two  instances  by  straining  at  stool,  or  during  micturition, 
more  frequently  the  former.     When  the  bowel  is  grasped  by 


Fig.  4. 

the  walls  of  the  inguinal  canal  a  griping  pain  is  set  up,  which, 
by  provoking  further  crying,  forces  more  bowel  down.  No 
doubt,  also,  a  further  cause  of  irreducibility  is  the  reflex  con- 
traction of  the  lower  fibers  of  the  internal  oblique  and  trans- 
versalis  muscles,  which,  along  with  Poupart's  ligament,  act 
like  a  half  sphincter  thrown  into  a  state  of  spasm.  The  grip- 
ing pains  in  the  bowels  are  generally  so  severe  that  vomiting 
sets  in,  and  this  again  serves  to  aggravate  the  condition.  It 
does  not  follow,  however,  that  because  the  child  has  an  irre- 
ducible hernia  and  is  vomiting,  the  bowel  is  strangulated. 
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If  gentle  manipulation  fails  to  reduce  the  hernia,  the  child 
should  be  put  into  a  hot  bath,  and  hot  fomentations — which,  I 
think,  are  preferable  to  an  ice-bag — should  be  applied  over  the 
abdomen,  and  a  general  sedative  should  be  administered.  In 
young  children  it  often  happens  that  a  rupture,  which  at  first 
appears  to  be  irreducible,  becomes  spontaneously  reduced  if 
sleep  can  be  procured,  a  fact  which  seems  to  show  that  reflex 
spasm  of  the  muscular  fibers  already  referred  to  plays  a  prom- 
inent part  in  preventing  the  return  of  the  bowel. 

If  the  means  above  mentioned  fail  to  bring  about  reduction 
chloroform  will  often  succeed  in  doing  so,  even  without  any 
manipulation  whatever  of  the  hernia.  If  taxis  be  resorted  to 
it  must  be  carried  out  with  the  greatest  care.  In  three  cases 
the  taxis  employed  before  the  children  reached  hospital  left  its 
mark  in  the  shape  of  bruising  of  the  coverings  and  bowel ;  and 
in  a  fourth  case,  the  taxis  was  the  direct  cause  of  the  fatal 
result. 

In  fifteen  out  of  the  thirty  cases  sent  to  hospital  as  urgent 
the  bowel  could  not  be  returned  without  division  of  the  con- 
striction. These,  therefore,  amounting  to  4.2  per  cent,  of  the 
total  number  operated  on,  may  be  regarded  as  more  or  less 
strangulated.  On  comparing  the  symptoms  in  these  cases  with 
those  in  which  the  hernia  had  been  irreducible,  but  not  strangu- 
lated, we  find  that  while  vomiting  was  present  in  both  groups, 
in  the  strangulated  cases  there  was  generally  some  evidence  of 
intestinal  obstruction.  Occasionally  the  mothers  stated  that 
no  urine  had  been  passed  for  a  whole  day  previous  to  the  child's 
arrival  at  hospital — ^a  piece  of  information  of  much  significance, 
as  it  points  strongly  to  strangulation. 

I  need  not  refer  to  the  local  signs  of  strangulation,  as  they 
do  not  differ  from  those  found  in  the  adult.  There  is  one 
point,  however,  to  which  I  may  draw  attention — namely,  that 
occasionally,  there  was  some  doubt  as  to  whether  one  had  to 
do  with  a  strangulated  hernia  with  exudation  into  the  sac,  or 
with  a  hydrocele  extending  into  the  inguinal  canal.  Some- 
times the  hydrocele  develops  very  rapidly,  and  the  history 
which  the  mother  often  gives  in  such  cases  may  lead  to  an 
erroneous  diagnosis  unless  careful  attention  be  paid  to  the 
general  as  well  as  to  the  local  symptoms.  If  there  be  persist- 
ent vomiting  the  chances  are  we  have  to  do  with  a  hernia,  and 
if  to  this  symptom  be  added  constipation  and  an  absence  of 
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urine,  strangulated  hernia  is  to  be  diagnosed,  no  matter  how 
closely  the  swelling  resembles  a  hydrocele ;  and  vice  versa,  the 
absence  of  general  symptoms  points  to  hydrocele.  I  have 
twice  been  sent  for  in  an  emergency  to  operate  on  the  kind  of 
hydrocele  above  referred  to  under  the  impression  that  it  was  a 
strangulated  hernia.  Perhaps  the  wisest  course  to  pursue,  in 
the  interests  of  all  concerned,  is  to  perform  a  radical  cure  of 
the  hydrocele.  On  one  occasion  I  myself  made  the  more  seri- 
ous error  of  mistaking  a  strangulated  hernia  in  an  infant  5 
weeks  old  for  an  acute  hydrocele.  The  following  day  the 
symptoms  enabled  me  to  correct  the  diagnosis  and  to  step  in 
in  time  to  save  the  child.  The  sac  contained  a  loop  of  deeply 
congested  small  intestine,  along  with  a  considerable  quantity 
of  blood-stained  serum. 

Of  the  comparatively  few  cases  of  strangulated  hernia  that 
have  been  reported  in  children,  it  is  a  noteworthy  fact  that 
almost  all  occurred  in  infancy.  One  must  not  conclude  that 
such  cases  are  reported  merely  to  draw  attention  to  the  early 
age  at  which  they  occurred.  My  own  statistics  afford  abun- 
dant evidence  that  strangulation  is  comparatively  rare  in  chil- 
dren, and  that  it  almost  invariably  happens  during  infancy. 
Of  the  fifteen  children  in  whom  strangulation  occurred,  only 
one  was  older  than  i8  months.  The  youngest  was  only  14  days 
old;  seven  (practically  half)  were  under  3  months  old. 

The  worsted  truss,  formerly  so  largely  employed  in  infants, 
is  entirely  untrustworthy;  in  my  opinion  it  is  a  snare  and  a 
delusion,  and  the  sooner  it  is  discarded  the  better  for  the  credit 
of  surgical  therapeutics.  Owing  to  the  greater  elasticity  of 
the  inguinal  canal,  and  the  comparative  absence  of  chronic,  in- 
flammatory thickening  of  the  neck  of  the  sac,  the  strangulation 
is  much  more  gradual  and  much  less  severe  in  children  than  in 
adults.  The  prognosis  is,  therefore,  distinctly  more  favorable 
in  children,  as  there  is  ample  time  to  arrive  at  a  diagnosis  and 
to  afford  relief  by  operation  before  the  bowel  becomes  gan- 
grenous. In  none  of  my  fifteen  strangulated  cases  was  the 
bowel  gangrenous;  although  frequently  deeply  congested,  and 
of  a  dark  purple  color,  it  was  deemed  safe  to  return  it  in  all 
cases.  In  one  case,  however,  it  was  considered  advisable  to 
invert  a  small  portion  of  the  lumen  of  the  gut.  According  to 
Estor,  the  mortality  after  operation  for  strangulated  hernia  in 
infants  is  very  high,  being  almost  equal  to  that  in  patients  over 
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70.  Coley,  who  has  operated  on  11  strangulated  cases  under 
2  years  of  age  with  but  one  death,  is  of  opinion  that  the  death- 
rate  in  infants  ought  not  to  be  very  high.  Personally  I  have 
not  had  a  death  in  my  fifteen  strangulated  cases. 

With  regard  to  the  operation  in  strangulated  cases  in  chil- 
dren, there  is  one  point  to  which  I  should  like  to  refer — namely, 
that  it  is  seldom  necessary  to  divide  the  neck  of  the  sac  from 
the  inside  by  means  of  a  hernia  knife  guided  by  a  grooved  di- 
rector, as  the  constriction  is  not  due  to  thickening  of  the  neck 
of  the  sac.  In  children,  the  constriction  is  usually  at  the  apex 
of  the  external  abdominal  ring,  and  all  that  is  necessary,  as  a 
rule,  is  to  divide  the  arched  fibers  of  the  external  oblique  and 
the  subjacent  cremaster,  along,  sometimes,  with  a  few  of  the 
lower  fibers  of  the  transversalis.  These  structures  should  be 
cautiously  divided,  layer  by  layer,  from  without  with  an  or- 
dinary sharp-pointed  bistoury.  In  this  way  the  bowel  can  be 
returned  without  dividing  the  neck  of  the  sac,  which  is  then 
ligatured  and  cut  across.  The  stump  is  sutured  to  the  fascia 
and  muscles  at  a  higher  level,  and  the  radical  cure  is  completed 
according  to  Bassini's  method. 

The  cecum  was  found  in  the  sac  in  twenty-four  instances 
(7  per  cent.).  These  hernias  can  generally  be  recognized  clini- 
cally, owing  to  the  readiness  with  which  the  vermiform  ap- 
pendix can  be  felt  through  the  scrotum;  they  are,  as  a  rule, 
larger  than  the  ordinary  variety  containing  simply  small  in- 
testine, they  are  more  difficult  to  keep  up  with  a  truss,  and, 
what  is  more  important,  they  are  much  more  liable  to  become 
irreducible,  incarcerated,  or  strangulated.  It  is  interesting  to 
note  that  all  the  fifteen  strangulated  cases  were  right-sided, 
and  that  the  caecum  was  the  part  of  the  bowel  noticed  as  pro- 
lapsed in  seven  instances.  Compared  with  adults  the  cecum 
in  children  enjoys  a  greater  range  of  movement,  and  relatively 
to  the  small  intestine,  is  not  so  large  as  in  the  adult ;  hence  it 
is  more  liable  to  find  its  way  into  the  sac.  In  all  the  cecal 
hernias  I  have  seen  the  sac  was  complete ;  in  two  instances  the 
lower  end  of  the  mesentery  was  attached  to  its  posterior  wall, 
and  had  to  be  divided  before  the  bowel  could  be  returned  suffi- 
ciently well  within  the  abdomen  to  allow  of  the  neck  of  the 
sac  being  ligatured  sufficiently  high  up.  In  one  case  the  irre- 
ducibility  was  due  to  tuberculous  enlargement  of  the  ileo-cecal 
glands,  which  had  become  prolapsed  along  with  the  bowel.    At 
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first  it  was  my  habit  in  cecal  hernias  to  remove  the  appendix 
only  when  it  showed  some  trace  of  disease  or  anatomical  ab- 
normality ;  subsequently,  however,  I  have  taken  the  opportunity 
of  removing  it  in  every  case,  whether  diseased  or  not,  as  it  only 
adds  a  few  minutes  to  the  operation. 

In  5  out  of  the  36  cases  in  girls  the  sac  contained  the  ovary 
and  Fallopian  tube,  and  these  were  removed  in  three  instances 
in  which  the  attachment  of  the  broad  ligament  extended  along 
the  posterior  wall  of  the  sac  in  such  a  way  as  to  interfere  with 
complete  reduction.  It  is  interesting  to  note  that,  with  one 
exception,  all  the  cases  of  hernia  of  the  ovary  occurred  in  very 
young  infants — a  fact  which  is  strongly  in  favor  af  the  con- 
genital origin  of  the  sac.  Possibly  in  the  older  child  the  clos- 
ure of  the  canal  of  Nuck  had  been  incomplete,  the  starting- 
point  of  the  hernia  being  the  small  pouch  which  was  left  ex- 
tending for  a  short  distance  into  the  inguinal  canal.  The  pres- 
ence of  the  ovary  in  the  sac  of  an  inguinal  hernia  appears  to 
be  much  commoner  in  the  child  than  in  the  adult.  The  ex- 
planation of  this  lies,  I  think,  in  the  fact  that  in  the  child  the 
vagina  is  relatively  longer  and  the  pelvis  relatively  smaller  than 
in  the  adult,  so  that  in  the  former  the  ovary  comes  to  lie  in  the 
false  rather  than  in  the  true  pelvis,  and  it  is  thus  brought  in 
close  relation  to  the  internal  abdominal  ring.  In  order  to  test 
this  point  I  have  in  several  instances  pushed  a  pair  of  forceps 
through  the  neck  of  the  sac  into  the  abdomen  and  gently  seized 
and  pulled  down  the  first  structure  they  happened  to  engage; 
this  structure  was  almost  invariably  the  Fallopian  tube.  Some- 
times the  ovary  could  be  pulled  down  as  well,  but  in  other  in- 
stances only  the  tube.  The  clinical  features  of  hernia  of  the 
ovary  in  the  child  are  very  characteristic;  in  size,  shape,  and 
consistence  the  prolapsed  ovary  feels  exactly  like  a  partially 
descended  and  imperfectly  developed  testicle,  and  it  glides  up 
and  down  the  inguinal  canal  in  the  same  manner.  The  only 
other  condition  it  might  be  mistaken  for  is  a  small  encysted 
hvdrocele.  Its  free  mobility  distinguishes  it  from  a  lymphatic 
gland.  Only  one  of  the  strangulated  hernias  occurred  in  a 
girl  (aged  five  months),  in  whom  the  hernia  was  double.  It 
was  the  right  side  and  the  hernia  was  cecal.  On  pulling  down 
more  of  the  bowel,  after  dividing  the  constriction,  the  ovary  at 
once  made  its  appearance.  In  seven  instances  (2  per  cent.)  the 
sac  was  tuberculous,  the  disease  taking  the   form   of  more 
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or  less  thickening  of  the  peritoneum,  projecting  from  which 
were  small,  granular,  sago-like  tubercles,  usually  most  nu- 
merous towards  the  fundus  of  the  sac.  In  all  cases  palpa- 
tion of  the  abdomen  under  chloroform  revealed  the  pres- 
ence of  enlarged  mesenteric  glands,  but  in  some  instances  the 
enlargement  was  so  slight  and  the  child  looked  so  healthy  that, 
were  it  not  for  the  condition  of  the  sac,  abdominal  tuberculosis 
would  never  have  been  suspected.  At  the  operation  it  was 
found  that  the  constitutents  of  the  cord  were  more  adherent  to 
the  sac  than  natural,  so  that  some  difficulty  was  experienced  in 
separating  them.  In  one  instance  it  was  necessary  to  excise 
the  testicle  along  with  the  sac.  Healing  by  first  intention  oc- 
curred in  all  but  one  case — namely,  one  in  which  10  oz.  of  fluid 
escaped  from  the  abdomen  when  the  sac  was  opened ;  the  sinus 
closed  in  six  weeks.  Apart  from  the  enlargement  of  the  m.e- 
senteric  glands,  the  diagnosis  of  a  tuberculous  sac  can  usually 
be  made,  or  at  any  rate  rendered  highly  probable,  by  the  un- 
usual thickening  to  be  felt  in  the  cord  after  the  bowel  has  been 
replaced.  It  occasionally  happens  that  the  funicular  process 
becomes  converted  into  a  solid  cylinder  of  tuberculous  tissue. 

As  regards  recurrence,  many  of  the  cases  have  been  too  re- 
cently operated  on  to  enable  me  to  give  definite  statistics.  At 
present  I  am  only  aware  of  four  cases  having  recurred.  Two 
were  strangulated  hernias  (both  since  cured  by  a  second  opera- 
tion), in  which  the  structures  at  the  neck  of  the  sac  were  very 
freely  divided  before  the  bowel  was -returned;  the  third  was  a 
child  with  epispadias,  in  whom  there  was  also  separation  o: 
the  pubes  and  imperfect  development  of  the  muscles  of  the 
abdominal  wall.  The  fourth  was  a  delicate  infant,  aged  5 
months,  who  developed  a  slight  bubonocele  six  months  after 
operation.  The  child  had  distinct  phimosis  at  the  time  of 
operation,  but  the  mother  was  so  averse  to  circumcision  that  I 
yielded  to  her  persuasion  not  to  do  it.  This  operation,  however, 
was  done  soon  after  the  bubonocele  was  noticed,  and  I  am  in- 
formed that  there  is  now  merely  some  slight  weaknesj  of  the 
abdominal  wall  in  the  inguinal  region. 

With  regard  to  the  death-rate,  I  have  to  record  5  deaths  out 
of  the  360  operations,  a  mortality  of  1.4  per  cent. 

There  can,  I  think,  be  no  question  that  operative  treatment 
is  the  right  thing  in  the  poorer  classes,  as  they  have  neither 
the  money,  the  inclination,  nor  the  skill  to  carry  out  the  truss 
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treatment.  In  private  practice  I  order  one  only  where  the 
patients  refuse  operation,  which  I  invariably  recommend,  pro- 
vided the  child  is  in  a  fit  state  of  health  to  stand  it. 

The  only  point  which,  in  my  opinion,  there  should  be  any 
question  about,  is  the  age  at  which  operation  should  be  recom- 
mended. This  must  depend  on  the  circumstances  of  the  case, 
each  being  judged  on  its  own  merits.  I  trust  I  shall  be  able 
to  show  that  the  operation  is  practically  as  safe  in  a  young  in- 
fant as  it  is  later  on.  If  asked  at  what  age  I  prefer  to  operate, 
I  should  say  just  before  teething.  In  a  young  and  delicate  in- 
fant with  a  rupture  which  appeared  at  or  within  a  few  weeks 
after  birth,  my  rule  is  to  wait  a  month  or  two  and  see  what 
happens.  In  the  interval  I  do  not  think  anything  is  to  be 
gained  by  ordering  a  truss,  as  it  is  just  at  this  age  that  it  is 
so  difficult  to  manage,  and  unless  it  keeps  up  the  rupture  con- 
stantly it  is  useless,  indeed,  worse  than  useless.  The  mother 
is  told  that  if  at  any  time  the  child  becomes  seized  with  vomit- 
ing, and  if  she  finds  that  the  bowel  cannot  be  pushed  back  into 
the  abdomen,  she  is  to  seek  advice  at  once.  It  is  true,  as  we 
have  already  seen,  that  strangulation,  when  it  does  occur  in 
children,  almost  invariably  happens  during  infancy,  especially 
within  the  first  few  weeks  of  life.  But,  after  all,  strangulation 
is  a  very  rare  complication,  and  it  such  a  gradual  process  that 
there  is  ample  time  to  aflford  relief  by  operation  before  the 
bowel  becomes  gangrenous.  In  cases  in  which  there  is  re- 
peated difficulty  in  reducing  the  rupture,  operation  should  be 
advised,  no  matter  how  young  the  child.  Twenty-six  per 
cent,  of  my  operations  have  been  perfonned  on  children  under 
twelve  months  old. 
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SOME  REMEDIES  TO   BE   REMEMBERED   IN   THE 
TREATMENT  OF  MISCARRIAGES. 

BY  MALCOLM   E.  DOUGLASS,   M.   D. 

In  this  short  article  I  do  not  intend  to  bring  to  your  notice 
the  old  and  tried  remedies  of  our  materia  medica ;  neither  do  I 
ignore  the  different  methods  employed  in  common  with  all 
schools  of  medicine.  My  object  being  simply  a  desire  to  bring 
to  your  notice  a  few  remedies  that  are  but  seldom  used  by  the 
majority  of  our  profession,  but  which,  nevertheless,  are  often 
useful  in  the  treatment  and  prevention  of  miscarriage. 

Aletris. — This  remedy  is  very  useful  when  there  is  a  condi- 
tion of  uterine  weakness,  with  a  sensation  of  weight  in  the 
uterine  region,  and  tendency  to  prolapse  of  the  uterus.  Prob- 
ably its  most  efficient  action  is  in  those  cases  where  the  woman 
has  aborted  before,  and  the  condition  is  become  habitual.  In 
these  cases  the  remedy  should  be  commenced  three  or  four  weks 
before  the  period  at  which  the  patient  usually  aborts,  and  given 
three  or  four  times  a  day,  and  continued  for  a  like  period  be- 
yond the  expected  miscarriage.  If  any  threatening  symptoms 
arise  afterwards,  the  remedy  should  be  again  used. 

After  quite  an  experience  with  the  different  potencies,  I  have 
come  to  rely  mainly  upon  the  ix  dilution. 

Baptisia. — This  valuable  remedy  has  proven  helpful  to  me 
in  many  instances  in  threatened  miscarriage  from  mental  de- 
pression, shock  of  bad  news,  watching  and  fasting,  or  from 
low  forms  of  fever. 

In  two  cases  of  death  of  the  fetus  in  utero,  the  mothers 
complained  of  a  "  dreadful  sinking  at  the  stomach ;  "  the  breath 
was  very  fetid;  tongue  was  dry  and  brown;  there  was  an  of- 
fensive discharge  from  the  vagina,  and  the  patient  was  greatly 
prostrated.  The  death  of  the  fetus  was  ascribed  in  both  cases 
as  being  due  to  a  blow  on  the  abdomen ;  the  first  by  running 
into  the  comer  of  the  bedpost  between  the  fourth  and  fifth 
months  of  pregnancy;  the  second  by  a  kick  from  a  drunken 
and  brutal  husband  at  about  the  sixth  month  of  pregnancy. 

To  each  patient  I  gave  baptisia  2x  dilution,  and  injected 
hypodermically  ergot  to  bring  on  uterine  contraction.  Both 
entirely  recovered,  although  requiring  a  number  of  weeks  con- 
tinuance of  baptisia. 
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One  of  the  ladies  has  since  given  birth  to  a  fine  healthy  girl ; 
the  other  left  her  husband  to  return  to  her  father's  home,  and 
is  now  in  excellent  health. 

Caulophyllum. — A  very  useful  remedy  for  the  prevention  of 
premature  labor  and  of  miscarriage,  when  the  pains  are  of  a 
spasmodic  character,  are  feeble,  and  there  is  but  little  loss  of 
blood.     It  is  indicated  in  the  early  stages. 

In  deficient  labor  pains  caulophyllum  acts  well  when  the 
pains  do  not  appear  with  sufficient  vigor  and  regularity,  or 
when  the  pains  have  ceased  from  exhaustion.  In  these  cases 
I  find  the  best  preparation  to  be  ix  or  2x  trit.  of  caulophyllin. 
When  the  pains  are  too  severe  and  too  painful,  or  are  spas- 
modic, my  choice  is  for  a  higher  potency.  I  have  found 
caulophyllin  useful  in  "  spasmodic  pains "  whether  during 
labor  or  after-pains,  or  during  menstruation.  The  active  prin- 
ciple is  less  irritating  to  the  fauces  than  the  tincture. 

Eupaiorium  Ptirpureum. — This  drug  is  a  general  uterine 
tonic,  and  is  similar  in  effect  to  cimicifuga  and  helonias.  I 
have  prescribed  it  in  but  a  few  instances  and  the  result  was 
not  altogether  so  satsfactory  as  desired.  In  my  thirty  years 
of  active  practice  I  have  found  a  few  remedies  that  always 
prove  unsatisfactory,  no  matter  how  well  they  may  seem  to  be 
indicated.  Two  of  these  remedies  are  dulcamora  and  eupat. 
purp. 

Gossypium, — During  my  years  of  practice  in  the  south,  sev- 
eral cases  of  miscarriage  came  under  my  notice  wherein  this 
drug  played  an  important  part  in  the  production  of  the  abor- 
tion. It  does  not  produce  abortion  in  all  cases,  but  it  does 
get  in  its  work  in  many  instances.  The  cases  that  I  have  seen 
have  been  accomplished  with  profuse,  dark-colored,  hemor- 
rhage, partly  clotted  and  partly  fluid. 

I  have  never  used  it  in  cases  of  threatened  or  actual  abor- 
tion, as  the  symptoms  produced  by  its  use  are  so  similar  to 
those  of  ustilago  that  I  have  preferred  the  latter  remedy. 

Helonias. — Here  we  have  a  very  valuable  drug.  Its  use- 
fulness in  abortion  is  limited,  but  for  the  proper  conditions  no 
drug  is  more  worthy  of  trial.  We  frequently  find  women  who 
are  anxious  to  have  children,  and  who  become  pregnant,  but  as 
the  menstrual  cycle  rolls  around,  they  are  unable  to  hold  on  to 
the  product  of  conception  owing  to  uterine  atony ;  or,  even  if 
they  pass  over  the  period  without  loss  of  the  ovum,  by  remain- 
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ing  quietly  in  bed  during  the  week,  on  the  slightest  over-exter- 
tion,  or  even  from  getting  angry  or  unduly  excited,  the  flow 
comes  on  and  abortion  occurs. 

In  these  cases  helonias,  or  preferably  helonim,  will  tone  up 
the  uterus,  and  in  a  few  cases  under  my  care,  has  successfully 
carried  the  woman  safely  to  full  term,  much  to  the  joy  of  all 
concerned. 

In  the  tendency  to  cause  abortion  from  uterine  atony  it 
closely  resembles  aletris.  The  opposite  condition  of  irritable 
uterus,  with  spasmodic  and  expulsive  action  upon  the  slightest 
occasion  owing  to  the  extreme  sensitiveness  of  the  uterus,  is 
found  under  viburnum  and  caulophyllum.  There  is  a  condition 
midway  between  these  tw^o  classes,  and  the  condition  is  best 
covered  by  such  remedies  as  sabina,  secale,  ustilago,  cimici- 
fuga,  etc. 

Tanacetum. — As  far  back  as  I  can  remember,  every  house- 
wife had  a  bed  of  tansy  growing  in  her  garden.  If  from  any 
cause  the  menses  failed  to  appear  at  the  regular  time,  the  pa- 
tient was  made  to  drink  a  cup  of  weak  tansy  tea,  very  hot,  and 
some  tansy  leaves  wert  put  in  a  vessel,  hot  water  poured  over 
them,  and  the  patient  made  to  sit  over  this  for  half  an  hour. 
This  generally  had  the  desired  effect. 

What  provings  we  have  of  this  drug  are  unsatisfactory  and 
not  at  all  reliable.  If  a  systematic  proving  were  made  of  this 
remedy,  I  am  certain  that  it  would  be  found  a  valuable  remedy 
in  the  prevention  of  miscarriage.  I  used  the  drug  in  the  ix 
dil.  upon  one  case  where  there  was  quite  a  profuse  flow,  and 
threatened  spasms,  with  perfect  success. 

PNEUMONIA  IN  CHILDREN.  * 

BY   BYRES    MOIR,    M.   D. 

In  the  text-books  we  find  most  satisfactory  accounts  of  the 
etiolog}',  pathology,  and  diagnosis  of  pneumonia,  but  it  is  far 
otherwise  when  we  come  to  the  pages  devoted  to  treatment. 

At  the  present  time  no  one  can  be  satisfied  with  the  position 
that  therapeutics  holds;  we  are  told  that  after  a  period  of 
skepticism  a  bright  era  has  dawned,  but  in  the  latest  works  we 
find  little  of  it. 

*  Read  at  the  TJiiii^h  Homeopnthic  Congress,  and  printed  in  the  Homco- 
fathic  Revifw. 
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With  regard  to  the  disease  now  before  us,  let  us  take  for 
example  Dr.  Pye  Smith's  article  on  "  Pneumonia ''  in  Clifford 
AUbutt's  system  of  medicine,  and  if  after  reading  it,  anybody 
has  the  conviction  that  he  has  laid  before  him  a  plan  of  treat- 
ment based  upon  anything  but  haphazard  conclusions,  he  must 
have  a  mind  differently  constituted  from  mine.  He  says  that 
"  During  the  whole  of  the  present  century,  the  treatment  of 
pneumonia  has  reflected  the  various  theories  of  disease,  and 
the  changing  practice  of  therapeutics." 

After  stating  that  large  and  wide  experiences  show  that  solu- 
tions of  neutral  salts  are  of  service  in  diminishing  the  sense  of 
heat  and  tension,  and  in  promoting  secretion,  he  says :  "  Niter 
is  perhaps  the  best  of  them,  but  citrate  or  acetate  of  potash,  or 
acetate  of  ammonia  act  in  a  similar  way.  The  potash  salts 
are  supposed  to  act  most  on  the  kidneys,  and  those  of  ammonia 
on  the  skin. 

"  They  may  be  given  with  choloroform  or  peppermint,  or  in 
any  bitter  infusion  such  as  serpentaria,  orange  or  quassia.  They 
are  not  necessary,  but  besides  their  undoubted  though  slight 
physiological  effect,  an  occasional  draught  of  medicine  is  liked 
by  the  patient,  and  it  helps  to  keep  up  the  attentions  of  the 
nurse."  He  follows  this  up  by  recommending  the  old  custom, 
and  perhaps,  he  says,  a  wise  one,  of  administering  a  purge  at 
the  beginning  of  any  acute  disease,  and  advises  a  blue  pill  fol- 
lowed by  a  black  draught,  or  of  sulphate  of  magnesia  with  bi- 
carbonate of  soda  in  a  carminative  vehicle. 

"  An  efficient  action  of  the  bowels  on  the  first  day  of  the 
disease  has  the  important  advantage  of  setting  the  mind  of  the 
patient  and  his  nurses  at  rest,  and  of  preventing  unseasonable 
purging  afterwards." 

After  recommending  strychnine,  which  is  often  undoubt- 
edly of  value  as  a  heart  stimulant,  and  digitalis,  of  which  he 
says  his  experience  has  been  disappointing,  he  refers  to  two 
remedies  which  have  fallen  into  general  disuse,  but  each  of 
them  worthy  of  being  employed  on  occasion. 

One  is  the  use  of  emetics — ^antimonial  wine  or  ipecacuanha  in 
full  doses,  or  sulphate  of  zinc,  or  subcutaneous  injections  of 
apomorphine,  or  a  draught  of  mustard  and  water,  and  tickling 
the  fauces  with  a  feather ;  such  drugs,  in  emptying  the  stomach, 
also  get  rid  of  accumulated  bronchial  secretion  and  produce 
deep  and  efficient   respiratory  effort.     Continuing,   he   says: 
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**  This  method  of  treatment  is  still  much  used  with  children 
suffering  from  broncho-pneumonia,  for  in  them  vomiting  is 
easy  and  expectoration  difficult.  In  adults  a  vomit  and  a 
purge  no  longer  form  a  routine  prescription,  and  although  no 
doubt  an  emetic  is  sometimes  useful,  it  is  an  unpopular  remedy, 
and  its  effects  are  often  disappointing;  not  infrequently  even 
large  doses  of  the  emetic  fail  to  excite  vomiting,  and  the  pa- 
tient's condition  is  then  uncomfortable  to  himself  and  embar- 
rassing to  the  physician." 

The  other  ancient  remedy  he  refers  to  is  bleeding. 

In  the  chapter  on  broncho-pneumonia,  the  mortality  of  which 
is  so  serious,  the  drug  treatment  is  dismissed  in  six  lines,  the 
following : 

"  The  most  useful  drugs  in  the  early  stage  are  ipecacuanha, 
squill  and  niter,  sweetened  with  syrup  of  tolu  or  oxymel.  Oc- 
casionally, in  the  early  stage  of  the  attack,  a  few  drops  of  anti- 
monial  wine  are  efficacious  in  promoting  secretion  in  the  bron- 
chial tubes  and  skin.  In  serious  cases  with  urgent  dyspnea, 
no  drug  is  so  valuable  as  carbonate  of  ammonia  given  in  doses 
of  one  grain  to  an  infant,  to  five  to  an  adult ;  its  pungency  may 
be  covered  by  liquorice,  treacle,  or  syrup." 

We  have  nothing  but  tentative  recommendations  except  in 
the  case  of  the  two  drugs  last  mentioned,  and  whether  Dr. 
Pye  Smith  recognizes  it  or  not,  these  two  medicines  are  homeo- 
pathic in  their  action,  the  ammonia  causing  in  large  doses  the 
bronchitis  for  which  he  recommends  it,  and  the  tartar  emetic 
causing  broncho-pneumonia. 

In  other  books  we  find  much  the  same  recommendations, 
but  Holt  gives  the  following  warning :  "  During  the  later 
stage  the  principal  danger  is  from  exhaustion;  this  forbids 
the  use  of  all  depressing  measures,  and  necessitates  the  most 
careful  attention  to  the  nutrition  of  the  patient  throughout  the 
disease.  All  unnecessary  medication  is  to  be  avoided,  particu- 
larly the  use  of  expectorant  mixtures,  on  account  of  disturb- 
ance of  the  stomach." 

In  fact  we  get  as  many  warnings  against  the  danger  of 
drugs  as  any  indications  for  their  use.  Osier  says,  "  The 
young  practitioner  may  bear  in  mind  that  patients  are  more 
often  damaged  than  helped  by  the  promiscuous  drugging, 
which  is  still  only  too  prevalent." 

It  is  surely  time  now  that  the  use  of  drugs  should  be  placed 
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upon  some  sounder  footing  than  these  quotations  show  it  to  be. 
For  if  the  general  use  of  drugs  has  not  progressed,  as  it  ought 
to  have  done,  the  same  cannot  be  said  of  chemistry  and  physi- 
ology. These  now  give  definite  teaching  on  many  points,  con- 
firming and  strengthening  the  position  of  those  who  practice 
on  homeopathic  principles,  which  we  maintain  are  reliable  and 
scientific,  and  capable  of  development  far  beyond  what  they 
have  yet  attained  to.  Further  provings  of  drugs,  with  the  in- 
struments of  precision  which  we  now  have,  would  be  an  invalu- 
able help  in  our  work.  Drugs  are  not  now  looked  upon  as  the 
only  object  to  be  thought  of  in  treatment ;  but  after  everything 
has  been  done  in  the  way  of  removing  causes,  where  possible, 
and  attending  to  the  hygienic  surroundings  of  a  patient,  much 
can  be  done  by  their  use. 

We  may  look  upon  the  body  as  Woods  Hutchinson  in  his 
"  Human  and  Comparative  Pathology  "  has  well  put  it,  as  a  cell 
republic,  each  cell  having  its  own  work  to  do,  and  when  the 
environment  is  so  altered  as  to  interfere  with  the  proper  func- 
tion of  the  cell  or  group  of  cells,  we  have  symptoms  arising 
which  point  to  the  struggle  going  on  between  the  living  cell 
and  its  new  environment;  and  in  our  use  of  drugs  we  wish 
to  help  in  restoring  the  normal  condition.  From  the  quotations 
just  given  of  warnings  as  to  the  danger  in  the  use  of  drugs, 
we  see  evidence  at  last  of  appreciation  of  how  delicate  that 
interference  must  be. 

It  is  still  too  much  the  custom  to  talk  about  drug  action, 
forgetting  that  the  important  thing  is  the  pathological  reaction 
which  is  produced,  and  which  does  not  depend  so  much  upon 
the  quantity  as  the  quality  of  the  stimulus  applied. 

In  other  works  we  find  attention  being  drawn  to  these  points, 
and  attempts  are  being  made  to  find  out  the  definite  laws  which 
regulate  the  action  of  living  tissue,  when  fresh  st>»^uli  are 
applied  to  it.  I  would  draw  your  attention  to  the  chapter  on 
"  Stimuli  and  their  Action  "  in  Max  Verworn's  "  General  Physi- 
ology, an  Outline  of  the  Science  of  Life."  He  includes  among 
stimuli  all  forms  of  energy  that  comes  into  relation  with  the 
organism,  whether  chemical,  mechanical,  thermal,  photic,  or 
electrical.  From  his  work  and  that  of  Spencer,  Arndt,  Schulz, 
and  Hueppe,  we  get  the  following  fundamental  biological  law, 
which  has  no  exception,  viz. :  that  "  Every  vSubstance  which 
•can  paralyze  or  kill  any  cell  or  cell  protoplasm  can  also  act  in 
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small  quantities  (on  the  other  side  of  an  indifferent  point)  as 
a  stimulus  to  cell  activity.  The  absolute  quantities  leading  to 
such  effects  are  very  different  with  different  substances." 

This  is  exactly  what  homeopathy  has  maintained  from  the 
first — that  there  is  a  point  where  the  beneficial  action  of  the 
drug  ceases — and  that,  if  pushed  beyond  this  point,  a  drug 
disease  is  brought  about;  and  our  efforts  are  directed  to  ob- 
taining by  the  use  of  drugs  the  healthy  reaction  of  the  living 
tissues. 

So  far  little  experimentation  has  been  made  by  physiologists 
upon  the  effects  of  two  different  stimuli  acting  upon  the  organ- 
ism at  the  same  time,  for  in  treatment  we  have  first  of  all 
to  consider  the  stimulus  which  is  causing  altered  function,  and 
then  the  added  stimulus  of  the  drug  and  in  which  direction 
it  should  act;  but  Verworn's  work,  so  far  as  it  goes,  confirms 
our  view  of  the  action  of  similars.  This  we  can  understand 
better  when  we  look  upon  the  symptoms  to  treat,  not  as  a  dis- 
ease, but  as  the  result  of  change  of  environment,  and  nature's 
efforts  to  overcome  difficulties,  therefore  to  be  encouraged,  not 
opposed.  From  this  point  of  view  the  law  of  similars  is  not 
the  absurdity  it  is  so  generally  supposed  to  be. 

While  we  thus  find  our  position  strengthened  with  regard 
to  drug  action,  a  fresh  light  has  been  thrown  upon  the  dosage 
and  question  of  infinitesimals,  by  the  modern  theories  of  solu- 
tion. "These  involve  the  conceptions  that  electrolytes  (t.  e,) 
acids,  bases  of  salts)  in  dilute  solutions  are  not  present  as 
intact  molecules,  but  that  constituent  atoms  or  atomic  groups 
are  dissociated,  and  function  in  certain  respects  as  individual 
units.  To  the  disassociated  atoms  the  names  of  ions  is  applied. 
Tlie  degree  of  dissociation  or  ionization  which  the  molecules 
undergo  increase  with  dilution,  and  upon  infinite  dilution  must 
be  conceived  as  being  complete."  We  have  in  this,  therefore, 
direct  confirmation  with  regard  to  Hahnemann's  teaching  of 
the  increase  of  power  of  action  by  dilution,  and  plenty  of  other 
evidence  is  forthcoming  in  the  way  of  experiments  on  cell  life, 
which  show  that  solutions  of  metals  in  which  chemistry  has 
failed  to  detect  their  presence,  yet  prove  fatal  to  cell  life, 
proving  how  much  more  delicate  physiological  reaction  is  than 
chemical  action. 

To  return  however  to  the  practical  question  before  us,  we 
wish  in  cases  of  pneumonia  of  which  we  have  been  speak- 
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ing,  to  use  drugs  which  have  been  shown  to  be  capable  of 
producing  a  specific  reaction  in  the  tissues  involved,  and  to 
use  them  in  such  doses  that  there  should  be  no  surplus  physio- 
logical action,  and  I  will  begin  with  aconite. 

Aconite  was  the  medicine  which  paved  the  way  for  the  old 
antiphlogistic  treatment  to  be  given  up;  it  was  found  that 
aconite  was  a  most  valuable  medicine  to  take  the  place  of  the 
bleedings  and  depressants  in  the  old  plan  of  heroic  treatment, 
and  that  view  has  steadily  gained  ground.  In  our  school, 
Hahnemann's  original  teaching  still  holds  good,  that  aconite 
is  the  best  remedy  in  the  early  stages  of  fever.  The  type  of 
fever  which  it  influences  is  marked  by  great  restlessness,  with 
tossing  about  and  extreme  sensitiveness  to  light,  sound,  and 
all  sensations,  including  pain ;  and  not  by  the  drowsy  and  apa- 
thetic conditions  we  see  with  fever  when  toxemia  is  a  marked 
feature. 

It  is  therefore  only  in  the  early  stages  of  pneumonia  that 
aconite  is  of  use,  before  there  are  definite  signs  of  exudation. 
I  do  not  think  the  question  of  being  able  to  abort  a  condition 
like  pneumonia  should  be  thrust  aside  at  once  as  an  impossi- 
bility. From  blind  faith  in  drugs  the  pendulum  has  now 
swung  to  the  other  extreme,  and  we  are  too  much  inclined  to 
think  that  we  cannot  do  anything,  and  that  all  diseases  must 
run  their  course. 

The  3x  dilution  has  been  chiefly  used. 

The  next  medicine,  verat.  viride,  is  one  which  possesses  a 
good  many  of  the  properties  of  aconite  in  controlling  fever, 
but  is  not  made  so  much  use  of,  and  I  find  in  looking  over  the 
treatment  prescribed  by  my  colleagues  that  it  has  not  often 
been  prescribed;  but  personally  I  find  it  of  the  greatest  use, 
both  in  the  early  stages,  and  especially  in  cases  which  are  of 
common  occurrence,  where  with  fever  of  an  intermittent  type, 
we  get  symptoms  of  meningeal  irritation. 

Thus,  in  a  boy  of  one  year  and  nine  months,  in  a  severe  at- 
tack of  pneumonia,  whose  temperature  had  been  up  to  105  de- 
grees for  six  days  running,  and  twice  up  to  106  degrees,  his 
condition  was  very  grave,  and  among  other  symptoms  the  fol 
lowing  were  noticed :  Very  restless,  continually  rolling  his  head 
about,  muscles  of  the  neck  rigid,  twitching  of  both  arms.  He 
was  ordered  verat  viride  ix,  and  marked  inprovement  fol- 
lowed, the  temperature  falling  to  normal  in  three  or  four  days. 
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I  would  then  recommend  it  for  cases  of  high  temperature 
with  cerebral  irritation,  and  it  is  to  this  latter  more  especially 
that  its  action  is  homeopathic.  The  ist  or  3rd  decimal  dilu- 
tions have  been  the  ones  used. 

Tartar  Emetic  has  a  long  history  in  its  use  for  pneumonia. 
For  the  first  half  of  last  century  it  was  given  in  large  doses, 
20  or  30  grains  daily,  with  the  undoubted  effects,  as  Dr. 
Pye  Smith  says,  of  producing  nausea,  disinclination  to  food, 
lowering  the  blood  pressure,  and  causing  diaphoresis,  quite  in 
harmony  with  the  effects  of  bleeding,  purging,  and  salivation. 
It  is  still  used,  but  in  a  very  different  dose.  In  many  books  we 
find  the  1-24  grain  recommended,  while  Ringer  and  others  ad- 
vise 1-60  of  a  grain  or  even  less. 

We  thus  find  that  tartar  emetic  still  has  some  reputation 
in  the  treatment  of  pneumonia,  and  while  we  give  it  purely 
from  the  point  of  similar  action,  it  would  be  interesting  to 
know  on  what  grounds  it  is  recommended  by  those  who  op- 
pose this  view. 

Besides  its  general  effect  upon  the  circulation  and  respiration, 
its  important  sphere  of  action  lies  in  the  mucous  membranes, 
the  skin,  and  thp  lungs. 

In  poisonings  and  experiments  on  animals  it  causes  a  ca- 
tarrhal gastritis  and  enteritis,  as  well  as  catarrh  of  the  respira- 
tory mucous  membrane,  which  Majendie  found  extended  to 
the  air  cells  themselves.     In  the  dogs  poisoned  by  him,  the 
lungs  were  always  more  or  less  affected;  they  were  destitute 
of  crepftations,  gorged  with  blood,  and  in  some  parts  hepatized. 
Liepelletier  independently   confirmed   these   observations   and 
remarked,  "  One  would  imagine  that,  admitting  its  action  in 
man  to  be  similar,  far  from  being  useful,  its  administration 
would  be  particularly  pernicious  in  penumonia ;  but  it  is  not  so, 
for  instead  of  favoring  engorgement  of  the  lungs,  it  promotes 
its  resolution."     Hare    says ;  "  The  drug  causes  such  an  out- 
pouring of  liquid  mucus  into  the  bronchial  tubes,  that  the 
patient  is  drowned  in  his  own  secretions,  which  he  is  too  weak 
to  expel."    It  is  in  the  typical  cases  of  broncho-pneumonia  that 
we  find  it  so  useful,  where  there  is  low  vitality,  symptoms  of 
gastric  and  enteric  disturbances,  loose  rattling  of  mucus  with 
troublesome   cough    and   cyanosis;   here    its   effects   are   un- 
doubted.    Dr.  Watkins  drew  attention  to  an  important  point, 
viz.,  that  the  solution  of  tartar  emetic  readily  decomposes,  and 
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that  it  should  be  given  in  the  form  of  a  triturate.  The  usual 
form  in  which  it  is  given  to  children  in  the  hospital  is  two 
grains  of  the  3x  triturations,  that  is,  1-500  grain  every  two 
or  three  hours. 

Phosphorus. — The  use  of  phosphorus  in  pneumonia  was  first 
introduced  by  Dr.  Fleischmann,  of  \Menna,  and  it  was  the  suc- 
cess ol  his  treatment  that  led  up  to  the  giving  up  of  the  anti- 
phlogistic method  and  the  adoption  of  expectancy.  Phos- 
phorus acts  as  a  pure  irritant  on  the  respiratory  organs. 
Majendie  and  others  have  found  hepatization  of  the  lungs  in 
animals  poisoned  by  it,  and  Dr.  Allen  gives  two  cases  of 
poisoning  in  men,  in  whom  the  physical  signs  of  pneumonia 
were  present. 

While  undoubtedly  most  cases  of  croupous  pneumonia  tend 
to  recovery,  we  find  it  of  great  use  in  this  variety  when  there 
is  marked  consolidation,  hurried  respiration,  but  not  the 
rattling  we  find  indicative  of  tartar  emetic.  A  typhoid  con- 
dition is  a  strong  indication  for  its  use. 

It  has  been  given  chiefly  in  the  third  or  sixth  centesimal 
dilution. 

Bryonia. — By  some  homeopaths,  especially  Tessier  and 
Jousset,  bryonia  was  considered  to  be  the  remedy  for  pneu- 
monia, and  Hughes  says  that  **  to  croupous  pneumonia  bryonia 
is  perfectly  homeopathic,  even  more  so  than  phosphoru3, 
w'hich,  in  this  country  at  least,  plays  the  chief  part  in  the 
treatment  of  the  disease." 

The  provings  of  the  drug  show  that  it  is  capable  of  pro- 
ducing fibrinous  exudations,  and  not  a  catarrh  of  the  bronchial 
mucous  membrane;  at  the  same  time  it  sets  up  inflammation 
in  the  pleura,  therefore  its  curative  effects  are  best  seen  in  the 
class  separated  as  pleuro-pneumonia.  It  has  been  used  in  the 
1st  to  3d  dilutions. 

Arsenic  Iodide. — The  last  medicine  that  I  will  deal  with 
is  the  iodide  of  arsenic.  The  use  of  this  is  of  much  more 
recent  date  than  the  medicines  previously  spoken  of,  and  we 
have  no  complete  provings  of  it;  it  is  now,  however,  much 
used  in  the  children's  ward.  It  was  first  of  all  used  in  catarrhs 
of  any  part  marked  by  the  persistently  irritating,  corrosive 
character  of  the  discharges. 

Blackley  says  *'  that  in  the  broncho-pneumonia  following 
influenza,  iodide  of  arsenic  was  far  superior  to  all  other  rem- 
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edies,  and  was  practically  a  specific.'*  It  is  chiefly  used  in  the 
hospital  when  the  temperature  falls  to  normal,  in  order  to 
promote  resolution,  and  is  especially  useful  when  there  is 
marked  malnutrition  from  diarrhea  and  other  digestive  diffi- 
culties.   It  is  given  in  the  3d  decimal  trituration. 

These  are  the  chief  medicines  that  have  been  used  in  the 
cases  under  discussion,  viz.,  aconite  and  veratrum  viride  in 
the  early  stages,  tartar  emetic  in  broncho-pneumonia,  phos- 
phorus and  bryonia  in  croupous  pneumonia,  and  iodide  of 
arsenic  in  the  convalescent  stage ;  but  there  are  others  also  of 
great  value,  and  I  fear  that  by  many  I  will  be  considered  to 
be  greatly  sinning  by  giving  the  treatment  in  such  a  crude 
form ;  but  it  is  only  for  practical  purposes  which  I  hope  may 
be  of  help,  for  I  am  fully  aware  that  it  is  the  individual  to  be 
treated,  not  the  disease.  I  may  here  say  that  not  a  single 
dose  of  laxative  medicine  was  given  in  any  case,  and  the  use 
of  the  medicines  in  the  simole  way  we  give  them  avoids  the 
necessity  for  giving  anything  that  can  in  any  way  interfere 
•  with  the  digestion. 

Passing  to  Accessory  Treatment',  in  adopting  homeopathic 
principles,  we  do  not  give  up  any  treatment  that  we  know  to 
be  of  use.  and  still  feel  perfectly  free  to  use  any  means  in  our 
power;  and  while  there  may  be  some  who,  from  their  skill  in 
the  use  of  small  doses,  consider  they  may  do  without  any 
palliatives,  I  must  confess  that  I  have  not  yet  arrived  at  that 
perfection,  and  still  consider  that  in  cases  of  sudden  collapse, 
from  sudden  fall  of  temperature,  a  hypodermic  injection  of 
strychnine  is  of  great  value,  and  look  upon  it  as  a  palliative 
that  will  tide  over  a  dangerous  time.  On  this  point  Hahne- 
mann gave  expression  to  the  following : 

"  I  am  not  ignorant  of  the  great  value  of  palliatives.  For 
sudden  accidents  that  tend  to  run  a  rapid  course  they  are  not 
only  quite  sufficient,  but  even  possess  advantages,  where  aid 
must  not  be  delayed  an  hour  or  even  a  minute." 

Another  point  in  accessory  treatment  is  the  use  of  oxygen, 
and  this  we  find  of  undoubted  benefit,  especially  when  cyanosis 
is  a  marked  feature.  Several  cases  have,  I  am  sure,  beei: 
pulled  out  of  critical  conditions  by  its  use  given  for  a  short 
time  at  frequent  intervals,  about  five  or  ten  minutes,  everv 
hour. 

On  the  importance  of  good  nursing  there  is  not  much  need 
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to  dwell,  especially  when  we  remember  that  147  of  the  cases 
were  under  two  years  of  age.  Our  cases  have  been  thor- 
oughly well  nursed,  and  the  way  the  charts  which  I  have 
shown  have  been  kept,  entirely  by  the  nurses,  is  an  indication 
of  the  care  they  give.  There  are,  however,  a  few  points  in 
the  nursing  to  refer  to. 

Fresh  air  is  much  more  important  than  a  high  temperature. 
The  temperature  of  the  ward  is  usually  kept  from  60°  to  65^. 

Baths. — The  patients  are  always  given  a  hot  bath  twice  a 
day,  at  a  temperature  of  100°  F. ;  but  the  baths  are  given  more 
frequently  if  the  temperature  of  the  patient  is  over  104''.  The 
duration  of  the  bath  is  from  ten  to  fifteen  minutes ;  the  patient 
is  then  taken  out  and  wrapped  in  hot  blankets.  As  many  as 
six  baths  are  sometimes  given  in  twenty-four  hours.  Cold 
bathing  is  not  found  to  be  satisfactory,  but  in  the  case  of 
hyperpyrexia  ice  sponging  is  used. 

Diet. — Milk  and  barley  water  is  given  to  infants ;  if  unable 
to  digest  this,  plain  whey  and  cream  are  given. 

Stimulants. — White  wine  whey  is  the  stimulant  most  fre- 
quently used,  and  may  be  given  alternately  with  the  milk. 
Brandy  well  diluted  with  water  is  given,  when  the  tempera- 
ture drops  suddenly  and  the  pulse  is  found  to  be  very  weak. 
Strychnine  is  rarely  used. 

. .  The  position  of  the  patients  is  important,  and  they  should 
be  supported  with  pillows,  and  not  allowed  to  lie  quite  flat. 

A  steam  kettle  is  brought  into  requisition  when  the  breath- 
ing is  dry  and  difficult,  but  not  when  there  is  any  rattling  of 
mucus. 

Poultices  are  useful  in  some  cases,  but  we  find  cotton  wool 
jackets  usually  sufficient  and  less  exhausting. 

A  table  of  the  total  cases  gives  233  with  25  deaths. 

We  have  reason  to  be  satisfied  with  our  own  results — a 
mortality  of  3  per  cent,  in  croupous  pneumonia  and  16  per 
cent,  in  broncho-pneumonia,  in  children  up  to  the  age  of  five, 
against  a  mortality  which  is  usually  put  at  from  4  to  12  per 
cent,  in  croupous  pneumonia  and  30  to  50  per  cent,  in  broncho- 
pneumonia ;  and  I  do  not  think  it  can  be  explained  away  on  the 
theory  that  we  employ  useless  drugs.  I  have  brought  for- 
ward nothing  new  in  the  treatment:  it  has  stood  the  test  of 
over  half  a  century  without  change ;  while,  on  the  other  hand, 
we  see  the  leaders  of  the  orthodox  school,  at  the  time  that 
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Fleischmann  was  treating  his  cases  in  Vienna,  recommending 
20  to  30  grains  daily  of  tartar  emetic.  The  dose  they  now 
recommend  is  the  24th  of  a  grain  or  even  less. 

In  the  deaths,  the  first  thing  to  notice  is  the  importance  of 
the  age  as  determining  the  mortality,  as  out  of  25  deaths  20 
were  two  years  or  under,  12  of  these  being  one  year  or  under. 

In  Lobar  pneumonia  the  three  deaths  were  as  follows: 

1.  A  boy  of  ten  months,  only  two  days  in  the  hospital,  and 
the  post-mortem  show-ed  the  whole  of  the  right  lung  and  the 
lower  lobe  of  the  left  consolidated. 

2.  A  girl  of  two  years,  associated  with  tuberculosis. 

3.  A  boy  of  three  years,  death  followed  pneumonia  of  the 
right  upper  lobe. 

In  broncho-pneumonia  17  below  two  years  old,  and  of  these 
12  were  just  a  year  or  under.  Three  were  moribund  and 
died  within  twenty-four  hours  of  admission. 

I  have  always  had  the  greatest  admiration  for  Dr.  Good- 
hart's  work,  and  turn  wnth  pleasure  to  read  any  of  his  articles 
m  the  journals.  It  was  therefore  with  interest  that  I  found 
in  his  last  edition  of  "  Diseases  of  Children  "  the  following 
treatment  recommended  in  pneumonia :  "  In  very  acute  cases 
drop  doses  of  tincture  of  aconite  every  hour  for  a  few  hours, 
and  then  a  drop  or  two  of  vinum  antimonise,  to  be  frequently 
repeated,"  1.  e,,  the  220th  of  a  grain  of  tartar  emetic.  I  think 
he  would  find  our  dilutions  of  aconite  more  eflFectual  and  safer, 
and  the  trituration  we  use  of  tartar  emetic  in  the  1-500  of  a 
grain  more  reliable.  I  would  like  to  draw  attention  to  this 
instance  of  "  The  Permeation  of  Present-day  Medicine  by 
Homeopathy." 

Discussion. 

Dr.  Hayle :  **  There  is  one  little  point  which  Dr.  Moir  had 
not  mentioned.  I  have  noticed  that  lobar  pneumonia  is  much 
more  prevalent  in  bright,  fine  weather,  and  catarrhal  pneu- 
monia in  damp,  dismal  weather.  When  the  days  are  hot  and 
dry  and  the  nights  cold,  then  lobar  pneumonia  is  much  more 
prevalent:  children  are  dressed  for  the  daytime  when  it  is 
hot,  and  in  the  evening,  when  it  suddenly  turns  chilly,  they 
take  cold;  therefore,  in  fine,  bright  weather  it  is  lobar  pneu- 
monia which  is  encountered  the  most.  But  catarrhal  pneu- 
monia is  more  prevalent  in  damp,  raw,  dismal  weather. 

As  regarded  the  treatment  of  pneumonia,  I  get  the  best 
results  from  aconite  ix.  or  mother  tincture,  in  the  first  stages, 
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then  phosphorus  every  four  hours  and  b^fvonia  every  hour  in 
the  second  stage.  If  the  temperature  reaches  over  104°,  then 
veratrum  viride  ix  or  0  instead  of  bryonia,  still  keeping  to 
phosphorus  every  four  hours.  I  believe  phosphorus  is  a  sheet 
anchor  in  lobar  pneumonia,  while  the  less  deeply  acting  medi- 
cines are  given  between  the  doses  of  phosphorus.  Sometimes 
I  use  arsenic  instead  of  phosphorus  in  cases  where  the  child 
is  very  restless.  I  believe  arsenic  is  a  very  powerful  remedy 
in  this  disease,  and  especially  in  apical  pneumonia.  In  ca- 
tarrhal pneumonia  I  always  give  antimonium  tart,  every  four 
hours — I  believe  it  is  a  very  deeply  acting  remedy — and  with 
ipecac  every  hour  or  so  I  have  seen  very  good  results.  Of 
course  there  were  other  medicines  w^hich  could  be  used  when 
specially  indicated,  but  I  have  found  those  mentioned  to  be 
best  as  a  rule  in  cases  of  catarrhal  pneumonia." 

Dr.  Newbery:  **  The  subject  of  pneumonia  in  children, 
bronchial  pneumonia  especially,  has  a  special  interest  for  me, 
from  the  fact  that  I  very  nearly  lost  my  own  child  from  it. 
When  the  mother  asked  Dr.  Day  what  he  thought  of  the  case 
he  said,  *  Well,  I  would  not  give  a  brass  button  for  him  if  he 
were  under  allopathic  treatment.'  Antimonium  tart.  No.  3  is 
my  sheet  anchor  for  these  cases,  and  a  ;Tiedicine  which  had  not 
been  mentioned  I  have  always  held  to,  namely,  sulphur  in 
rather  high  attenuation." 

Dr.  F.  H.  Bodman:  "There  are  just  two  points  I  would 
like  to  refer  to,  and  one  was  the  fact  which  Dr.  Moir  had 
drawn  attention  to,  viz.,  that  the  physical  signs  were  not 
always  developed  at  the  beginning  of  the  disease,  and  unless 
we  bore  this  in  mind  wt  might  be  led  astray.  Finding  fever, 
and  other  symptoms  of  grave  illness,  but  without  physical 
signs,  we  might  be  led  to  impute  the  illness  to  some  other 
cause.  We  must  bear  in  mind  that  sometimes  the  physical 
signs  develop  gradually.  The  other  point  to  which  I  wish  to 
direct  attention  is  the  value  of  iodine.  Tliis  medicine  had  not 
been  mentioned.  I  consider  it  of  great  value  in  croupous  or 
lobar  pneumonia.  I  have  seen  very  good  results  from  it,  and 
am  more  inclined  to  depend  upon  it  than  on  phosphorus.  I 
prescribe  it  in  the  3d  dec.  dilution." 

Dr.  Lambert :  "  Chelidonium  is  a  medicine  well  worth 
bearing  in  mind,  especially  in  cases  where  the  right  side  is 
principally  affected,  or  if,  in  addition,  there  is  a  yellow  diar- 
rhea. It  has  been  considered  by  some  a  sheet  anchor  for 
catarrhal  pneumonia.  Another  medicine  is  tuberculinum  for 
catarrhal  pneumonia,  not  of  tubercular  origin.  In  a  very  bad 
case  of  catarrhal  pneumonia  in  a  baby  six  weeks  old  there 
was  no  doubt  of  the  influenzal  origin,  there  being  cases  of 
influenza  in  the  family,  and  the  nurse  had  influenza :  moreover, 
the  child  at  a  later  stage  of  its  illness  developed  otitis  media, 
which  pointed  to  influenzal  origin.     The  baby  was  in  a  very 
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desperate  condition.  Dr.  Dyce  Brown  saw  the  case  with  me 
at  its  worst,  and  thoiiorht  that  there  was  very  Httle  hope  of 
the  child  getting  better.  There  was  no  cough  whatever,  and 
the  Kings  were  getting  choked  up.  Under  ammonium  carb. 
3x  the  child  at  once  began  to  cough,  and  made  a  good  recov- 
ery. It  had  several  serious  collapses,  which  were  treated  with 
saline  injections,  which  answered  admirably,  and  which  I  think 
well  worth  consideration  and  preferable  to  strychnine." 


INTESTINAL    OBSTRUCTION    FROM    ABDOMINAL 

CARCINOMA.  WHERE  AN  IMPENDING  COLOT- 

OMY  WAS  THROUGHOUT  AVERTED. 

BY   GEORGE   RURFORD,    M.    D. 

Twelve  months  before  the  story  proper  commences  I  was 
suddenly  summoned  into  the  country  to  see  a  lady  suffering 
from  acute  peritonitis.  The  severity  of  the  seizure  and  the 
duration  of  the  urgent  symptoms  were  such  as  to  cause  grave 
anxiety  in  the  mind  of  the  attending  physician.  Fortunately, 
the  type  of  the  affection  was  exudative,  not  septic,  and  I  was 
able,  so  far  as  the  peritonitic  symptoms  went,  to  give  a  favor- 
able prognosis  as  to  their  subsidence,  reserving  the  questions 
of  the  cause  of  the  peritonitis,  and  the  persistence  of  the  orig- 
inal nucleus  of  disease,  to  be  cleared  up  after  the  inflammatory 
turmoil  had  subsided.  One  of  the  most  difficult  symptoms 
to  meet  during  this  acute  stage  was  inveterate  constipation, 
which  required  enemata  more  frequent,  copious,  and  varied 
than  are  customary  even  in  this  abdominal  lesion. 

In  time  the  urgent  symptoms  subsided,  and  the  abdominal 
distention  was  so  far  reduced  as  to  allow  detailed  examina- 
tion of  all  the  organs  and  areas  of  the  abdomen.  There  was 
no  free  fluid,  or  none  of  any  consequence,  in  the  cavity.  The 
viscera  of  the  upper  abdomen  could  be  ruled  out  as  not  havinof 
contributed  to  the  former  acute  seizure.  But  in  the  left  pelvic 
area  was  an  indeterminate  mass,  shading  off  indefinitely  into 
the  surrounding  regions,  constituting  an  irreducible  diseased 
spot  in  the  patient's  otherwise  improving  condition. 

An  otherwise  improving  condition  for  some  time  only ;  for 
while  the  patient  in  successive  stages  left  her  room,  was  able 
to  walk,  and  finally  drive  out  of  doors,  yet  the  constipation 
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continued  difficult  to  manage,  showing  no  sign  of  abating. 
All  sorts  and  conditions  of  procedures,  including  medicaments 
in  great  variety,  were  tried  for  her  benefit;  and  ultimatelv 
the  measure  which  alone  could  be  with  confidence  relied  on 
was  three-quarters  of  a  bottle  of  Hunyadi  Janos,  taken  with 
hot  water  as  a  potion  in  divided  doses.  This  jorum,  though 
effective,  had  some  serious  drawbacks;  it  caused  acute  colic, 
spoiled  the  appetite  and  digestion,  while,  most  unfortunate  of 
all,  each  time  it  sent  the  temperature  up  to  102°  to  103 '^j  de- 
clining to  the  previous  level  again  in  a  day  or  two.  This 
pyrexia,  strictly  limited  to  the  time  of  the  aperient,  was  attrib- 
uted to  a  toxemia  caused  by  absorption  of  fluid  from  feces 
through  an  eroded  or  ulcerated  surface,  and  fears  were  ex- 
pressed lest  the  intestinal  vis  a  ter^^o  might  lead  to  actual  per- 
foration or  rupture  of  the  gut  at  the  site  of  involvement.  At 
this  juncture  the  patient  came  up  to  town  and  was  transferred 
to  my  own  personal  care.  She  much  dreaded  these  massive 
aperient  doses  and  the  pain  and  pyrexia  attending;  dreaded 
also  the  alternative  proposal  of  a  colotomy,  which  then  hung 
like  Damocles'  sword  over  her,  as  only  the  mineral-water 
doses  had  been  found  hitherto  to  unload  the  packed  bowel. 

A  renewed  examination  at  the  time  showed  a  somewhat 
emaciated  frame,  with  the  evidences  of  disease  limited  to  the 
abdomen.  This  region  now  allowed  easy  and  thorough  exam- 
ination. The  whole  cavity  was  somewhat  distended,  resonant 
all  over,  yielding  by  palpation  that  sensation  of  localized  semi- 
resistance  in  areas,  and  particularly  along  the  course  of  the 
transverse  colon,  that  attends  fecal  impaction.  Tormina  were 
obvious  and  frequent ;  there  were  no  bladder  difficulties.  But 
in  the  left  pelvic  region  the  foiis  et  origo  alike  of  the  prior 
attack  of  peritonitis  and  of  the  present  persistent  symptoms 
could  be  detected  as  an  infiltrating  dense  mass,  amorphous  in 
outline,  involving  alike  the  tissues  and  contiguous  organs  in 
this  region.     Rectal  examination  confirmed  this  diagnosis. 

The  intestinal  symptoms  were  now  pre-eminent.  No  action 
could  be  obtained  but  by  massive  doses  of  saline  aperient.  A 
frequent  rectal  discharge  of  mucus,  and  a  recurring  discharge 
of  blood,  with  troublesome  nocturnal  solicitations  for  evacua- 
tion (with  result  of  no  moment),  exacerbation  of  abdominal 
pain,  and  increased  distention  in  the  left  flank,  were  the  re- 
current events  of  day  after  day.     On  arriving  in  town,  as  no 
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evacuation  had  occurred  for  some  days,  a  pint  of  Hunyadi 
Janos  was  taken  in  divided  doses.  The  sequence  of  events,  as 
already  detailed  to  nie,  was  repeated  before  my  eyes.  In  a 
few  hours  the  temperature,  previously  normal,  shot  up  to  103*, 
a  rigor  preceding.  Acute  pain  in  the  back  and  down  the  left 
leg  was  complained  of;  and  a  series  of  evacuations,  at  first 
scybalous  and  afterwards  watery,  ensued  for  two  days,  when 
they  terminated.  This  cycle  of  events,  I  was  told,  occurred 
each  time:  Complete  constipation,  saline  aperient,  rigor  with 
rise  of  temperature,  acute  abdominal  distress,  a  repetition  of 
varied  alvine  evacuations,  and  a  return  to  the  latent  period. 

The  distress  of  the  patient  during  these  proceedings  was  so 
considerable,  and  her  apprehension  of  each  succeeding  crisis 
so  acute,  with  a  morbid  dread  of  operative  measures,  that  I 
determined  to  try  during  the  first  latent  period  a  therapeutic 
resource  which  the  tout  ensemble  of  the  case  suggested. 
Atrop.  sulph.  3x  was  given  in  2-grain  tablets,  every  three 
hours  for  a  few  doses,  and  afterwards  less  often.  I  had  the 
great  gratification  of  seeing  the  latent  period  subside  this 
time,  and  for  the  first  time,  without  any  further  aperient 
measures,  without  the  acute  distress,  with  no  rigor,  and  with 
an  evening  temperature  of  only  100.8**.  Nor  was  a  dose  of 
aperient  again  given  up  to  the  patient's  demise,  some  three 
months  afterwards.  The  effect  of  the  atrop.  sulph.  appeared 
to  go  over  some  intervening  days,  when  it  was  temporarily 
intermitted;  but  whenever  an  impasse  was  again  threatened, 
the  drug,  given  in  this  attenuation  every  two  hours  for  several 
doses,  never  failed  to  relieve,  and  that,  on  the  whole,  satis- 
factorily. 

The  diet  was  of  course  so  regulated  as  to  leave  a  minimum 
of  solid  residue.  The  temperature  curve  during  the  progress 
of  the  case  was  erratic ;  once  at  least  an  upward  bound  clearly 
followed  a  single  drive  in  the  carriage;  again  and  again  no 
definite  cause  could  be  assigned  to  the  fluctuations;  but  these 
at  their  worst  were  never  so  wide  in  their  range,  nor  accom- 
panied by  any  such  general  distress,  as  those  attending  the 
exhibition  of  the  saline.  The  thermometric  observations  were 
taken  and  the  results  noted  on  a  four-hour  chart  during  the 
whole  time,  so  that  the  data  were  fully  before  us. 

Intercurrent  remedies  were  prescribed  for  intercurrent  per- 
turbations.    When  the  temperature  fluctuations  rose  over  100* 
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baptisia  was  given  every  second  or  third  hour  as  long  as  neces- 
sary. Chamomilla  had  a  fair  trial  for  abdominal  pain,  but 
was  not  found  nearly  so  effective  as  the  external  application 
of  glycerole  of  belladonna  covered  by  a  hot  fomentation. 
Hamamelis  was  prescribed  for  the  hemorrhage;  but  this, 
though  occasionally  protracted  over  two  or  three  days,  never 
occurred  in  any  material  quantity.  Six  weeks  before  death 
edema  of  both  ankles  was  noticed,  and  the  patient  put  on 
arsenicum ;  and,  as  strength  failed  and  the  recurrent  pain  be- 
came more  acute,  the  occasional  use  of  morphia  and  belladonna 
suppositories  was  resorted  to  (some  six  or  seven  times).  The 
patient's  demise  took  place,  from  asthenia  and  marasmus,  some 
three  months  after  the  date  of  commencement  of  this  history. 

Nothing  could  be  more  striking  than  the  continuous  and 
effective  action  of  the  atrop.  sulph.  as  regards  intestinal  evac- 
uation. The  relief  accruing  alike  to  mind  and  body  from  the 
painless  and  adequate  action  of  this  drug  in  this  case  was 
pronounced.  It  is  not  too  much  to  say  that  it  practically 
eliminated  the  most  insistent  symptom,  and  changed  the  char- 
acter of  the  illness  from  an  intolerable  to  a  tolerable  course. 
Other  symptoms  demanded  attention,  and  the  progress  of  the 
case  was  necessarily  to  a  lethal  issue;  but  the  unfailing  and 
easy  relief  of  the  constipation,  after  the  previous  considerable 
difficulties,  lightened  the  physical  distress  of  the  patient,  while 
adding  nothing  to  her  remanent  troubles. 

NOTE   ON    COLOTOMY   AS   A    PALLIATIVE    MEASURE. 

That  the  indications  for  colotomy  as  a  measure  for  relief 
may  be  relative  to  the  resources  of  the  physician,  rather  than 
positive  from  the  type  of  the  affection,  cases  like  the  fore- 
going sufficiently  attest.  Some  time  ago  I  met  in  consultation 
an  able  and  experienced  physician,  who  said  that  throughout 
his  long  practice  he  had  always  been  able  to  tide  over,  without 
operation,  crises  of  constipation  in  intestinal  malignant  disease. 
And  certain  it  is  that  futile  surgical  interference  (as  in  cases, 
of  diffused  carcinoma  with  multiple  intestinal  narrowing)  n^ay 
add  to,  not  lessen,  the  gravity  of  the  case.  "  Where,"  said  a 
distinguished  operator,  **  operation  does  not  relieve  obstruc- 
tion from  malignant  disease,  the  issue  is  usually  death  follow- 
ing operation  within  two  or  three  days."  As  this  condition 
cannot  be  always  pre-diagnosed,  it  is  well  to  develop,  as  far 
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as  compatible  with  safety,  the  resources  of  the  physician, 
rather  than  regard  surgery  as  a  deferred  but  certain  panacea. 

As  in  politics,  so  in  medicine,  the  intelligent  anticipation  of 
events  likely  to  transpire  is  essential  for  successful  director- 
ship. It  is  astonishing  through  how  narrow  an  aperture 
intestinal  action  may  be  kept  going  if  only  the  dietary  and 
routine  of  the  patient  are  thoroughly  regulated  to  meet  the 
known  pathological  state.  I  have  removed  an  ovarian  cyst, 
not  of  recent  origin,  for  a  patient  where  the  symptoms 
of  intestinal  difficulty  had  been  also  chronic,  never  acute. 
Here  the  descending  colon  was  found  narrowed  by  malignant 
disease  to  about  the  diameter  of  a  cedar  pencil.  Yet  no  pouch- 
ing of  the  colon  had  occurred  on  the  distal  side,  nor  had  any 
unmanageable  crisis  of  obstruction  developed. 

The  legitimate  sphere  of  action  of  the  physician  is  undoubt- 
edly where  the  abdominal  symptoms  secondary  to  obstruction 
are  not  acute.  Mere  absence  of  the  customary  evacuation, 
even  with  an  evil  tongue  and  sense  of  repletion,  are  not  suffi- 
cient warrant  for  deleting  further  medicinal  measures.  Quite 
recently — and  the  experience  is  not  uncommon — a  patient, 
long  under  supervision  with  obstructive  disease  in  the  pelvis, 
developed  a  more  inveterate  state  of  constipation  than  hereto- 
fore: The  usual  measures  were  ineifectively  tried,  and  some 
days  having  elapsed  since  the  last  stool,  with  no  signs  of  re- 
appearance, a  journey  to  London  was  proposed,  only  to  be 
displaced  by  the  tardy  return  of  intestinal  action.  The  whole 
genius  of  management  in  these  cases  is  the  avoidance  of 
crises,  and  successful .  management  is  not  simplified  down  to 
the  mere  routine  administration  of  aperients.  Each  case  must 
be  individualized ;  and  what  may  be  obtained  from  adjusting 
the  therapeutic  measures  the  foregoing  case  attests. 
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2.  That  the  reaction  to  corneal  stimulation  varies  enor- 
mously in  individuals. 

In  conclusion,  then,  I  believe  that  the  corneal  reflex  cannot 
be  depended  upon  as  a  guide  in  the  administration  of  anes- 
thetics in  cases  requiring  complete  muscular  relaxation,  espe- 
cially in  abdominal  and  hemorrhoidal  operations,  ia  which,  I 
think,  moderate  secondary  dilatation  of  the  pupil,  while  keep- 
ing a  careful  watch  on  the  respiration  and  pulse,  is  the  best 
guide  to  complete  success. 

♦  ♦ 
E.  M.  Little,  M.  D. : 

I  notice  the  assertion  made  that  sterilized  silk  is  practically 
non-absorbable,  and  having  buried  a  good  many  silk  sutures 
in  the  course  of  operations  on  tendons  during  the  last  few 
years,  and  having  supposed  that  these  were  absorbed  in  time, 
as  none  of  them  has  given  any  trouble,  I  was  yet  without 
positive  evidence  of  absorption  until  last  year,  when  I  had 
occasion  to  excise  a  tendon  which  I  had  lengthened  and 
sutured  with  silk  fourteen  months  previously.  The  case  was 
one  of  hemiplegia  in  a  woman  of  twenty-two.  The  flexor 
carpi  radialis  was  exposed,  lengthened  by  the  Z  method,  and 
the  ends  secured  by  four  silk  sutures.  The  wound  healed  in 
a  week.  Improvement  in  the  position  of  the  hand  was  tem- 
porary, for  the  contraction  returned,  and  I  therefore  removed 
I  1-2  inches  of  the  tendon  at  the  site  of  the  previous  lengthen- 
ing. To  the  naked  eye  no  sign  of  division  or  sutures  could 
be  discerned.  Microscopic  sections  were  made  for  me  with 
the  following  result : 

A  longitudinal  section  of  this  tendon  displays  a  fairly  uni- 
form wavy  structure,  and  it  is  impossible  now  to  detect  the 
seat  of  operation,  except  by  the  remnants  of  the  silk  suture. 
These  will  be  seen  in  the  center  of  a  focus  of  young  cellular 
tissue  by  which  they  are  becoming  absorbed. 

It  will  be  noticed  that  three  out  of  the  four  sutures  had 
entirely  disappeared.  What  remained  of  the  fourth  is  only 
visible  under  the  microscope. 

♦  ♦ 
O.  B.  Spalding,  M.  D. : 

I  was  recently  called  to  attend  a  supposed  confinement  case, 
twenty  miles  from  town,  the  mounted  messenger  urging  haste. 
On  my  arrival  at  the  cabin,  I  found  the  patient  in  the  throes 
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of  eclampsia,  and  I  think  that  I  may  be  pardoned  for  dreading 
the  outcome,  as  hospital  or  medical  assistance  was  out  of  the 
question.  To  those  of  us  who  have  had  to  deal  with  such 
cases,  the  picture  presented  by  the  unfortunate  subject  during 
an  attack  can  never  be  forgotten. 

Patient  aged  twenty  years,  married,  became  pregnant  for 
the  first  time  eighteen  months  ago.  Seven  months  later,  she 
was  suddenly  seized  with  severe  frontal  headache,  cardialgia, 
and  dimness  of  vision,  followed  by  convulsions.  Physicians 
were  summoned,  but,  notwithstanding  their  efficient  medical 
treatment  during  27  attacks  covering  a  period  of  14  hours,  a 
dead  child  was  spontaneously  delivered.  She  had  no  further 
attacks,  but  remained  in  a  more  or  less  comatose  condition  for 
48  hours.  From  that  time  until  the  present  attack,  her  mind 
has  been  clouded,  and  general  health  poor. 

The  present  attack  commenced  in  a  manner  similar  to  the 
first,  severe  frontal  headache  and  cardialgia,  followed  by  sud- 
den and  complete  loss  of  vision.  Previous  to  my  arrival,  she 
had  five  attacks  covering  a  period  of  three  and  a  half  hours. 
I  found  her  in  a  sixth  attack,  lasting  four  minutes,  followed 
by  profound  coma,  temperature  101°,  pulse  weak  and  rapid. 
There  were  no  signs  of  the  onset  of  labor ;  fetal  heart  or  move- 
ments could  not  be  distinguished.  A  seventh  attack  occurred 
in  twenty-five  minutes,  followed  by  four  more  at  diminished 
intervals,  and  increasing  severity.  Seven  and  a  half  hours 
after  the  initial  attack,  temperature  104°,  pulse  140,  weak  and 
compressible.  As  hot  pack  and  chloroform  were  apparently 
unavailing,  and  still  no  signs  of  labor,  I  decided  to  empty  the 
uterus. 

The  cervix  was  not  dilated,  but  dilatable;  pressure  from 
above  over  the  fundus  rendered  the  subsequent  efforts  at  dila- 
tion easier.  Following  the  method  advocated  by  Harris  of 
New  Jersey,  with  the  left  hand;  then  introducing  the  index 
and  finally  the  middle  finger  of  the  right  hand,  and  exerting 
steady  traction  at  short  intervals,  first  transversely,  then 
obliquely,  and  finally  antero-posterially,  I  succeeded  in  fully 
dilating  in  thirty-five  minutes.  Dehrssen,  of  Berlin,  advocates 
making  deep  lateral  incisions,  but  I  did  not  consider  it  justi- 
fiable in  this  case,  on  account  of  the  surroundings  and  the 
danger  of  irregular  tearing,  hemorrhage,  and  subsequent  in- 
fection.    Following  rupture  of  the  membranes,  and  delivery 
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with  high  forceps,  of  a  dead  child,  the  patient  rested  quietly 
for  two  hours,  without,  however,  regaining  consciousness. 
Then  the  fingers  of  her  left  hand  began  to  twitch  spasmodi- 
cally, followed  by  a  severe  attack  lasting  four  and  a  half  min- 
utes. Thirty-five  minutes  later,  the  significant  twitchings  of 
the  fingers  which  had  preceded  all  the  previous  attacks  re- 
commenced. I  immediately  administered  chloroform,  and 
was  gratified  to  find  that  it  had  the  desired  effect,  the  fingers 
relaxed,  and  there  were  no  subsequent  attacks. 

Since  then  the  patient  has  had  an  uninterrupted  convales- 
cence. Twelve  hours  following  delivery  she  was  perfectly 
conscious,  vision  clear,  urine  contained  but  a  trace  of  albumen. 
At  the  present  time  her  mental  condition  is  better  than  it  has 
been  at  any  time  during  last  eleven  months. 

The  points  that  appealed  to  me  in  my  case  were  the  recur- 
rence of  the  eclampsia  in  the  subsequent  pregnancy,  the  large 
number  of  attacks  in  the  first — many — with  partial  recovery; 
her  very  critical  condition  in  the  second  pregnancy  after  many 
attacks,  as  shown  by  the  high  temperature  and  the  condition 
of  the  pulse ;  the  comparative  ease  with  which  accouchement 
force  may  be  employed  under  favorable  conditions;  the  oc- 
currence of  labor  in  the  first  case,  and  its  entire  absence  in  the 
second;  also  the  time  of  occurrence — 7th  month  in  the  first 
attack  and  8th  month  in  the  second. 

Regarding  the  recurrence  of  eclampsia  authorities  at  my  dis- 
posal do  not  mention  such  a  contingency. 

♦       ♦ 

J.  M.  Y.  Stewart,  M.  D. : 

It  has  always  appeared  to  me  that  a  certain  amount  of 
danger  to  the  patient  exists  after  removal  of  the  appendix  if 
the  stump  is  ligatured  and  then  partially  invaginated  and  over- 
stitched,  or  merely  left  free  in  the  abdominal  cavity  after  dis- 
infection; consequently  I  have  recently  adopted  the  following 
new  method  of  dealing  with  the  stump  of  the  appendix: 

The  mesentery  of  the  appendix  is  first  tied  off  and  then 
divided  with  scissors,  leaving  the  appendix  free  up  to  its  junc- 
tion with  the  cecum;  a  purse-string  suture  of  catgut  is  then 
inserted  near  its  base  through  the  peritoneal,  and  part  of  the 
muscular,  wall  of  the  cecum ;  a  ligature  is  next  tied  round  the 
appendix  close  to  its  base.  While  an  assistant  holds  the 
cecum  just  beyond  the  purse-string  suture,  the  base  of  the 
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appendix  is  cut  through  with  a  single  cut  of  the  scissors,  leav- 
ing a  stump  resembling  a  nipple;  there  is  no  pouting  of  the 
mucous  membrane  in  the  stump,  but  rather  an  invagination  at 
its  very  apex ;  the  stump  is  gently  in  vagina  ted  into  the  cavity 
of  the  cecum  as  the  assistant  tightens  the  catgut  suture ;  the 
peritoneal  surfaces  come  well  together,  and  the  operation  is 
finished  as  far  as  the  removing  of  the  appendix  is  concerned. 

I  have  now  done  six  cases  in  this  way,  and  have  found  that 
at  the  end  of  the  first  week,  when  the  skin  stitches  are  re- 
moved, there  is  an  entire  absence  of  pain  on  deep  pressure 
over  the  seat  of  operation;  and,  further,  that  no  feeling  of 
soreness  is  complained  of  when  first  the  patient  walks  about. 

The  chief  advantage  of  this  method,  to  my  mind,  is  that 
the  stump  of  the  appendix  is  not  left  in  a  sealed  cavity,  as  in 
Howard  Kelly*s  method,  nor  in  the  abdominal  cavity  with  a 
raw  surface  to  which  bowel,  omentum,  or  the  fimbriated  end 
of  the  right  Fallopian  tube  may  adhere  and  so  cause  trouble 
in  the  future,  probably  in  a  few  months    or  even  weeks. 

The  method  may  at  first  seem  a  very  risky  one,  but  when 
one  remembers  that  the  muscular  fibers  in  the  appendix  near 
its  base  are  chiefly  circular,  and  consequently  when  the  ap- 
pendix is  divided  those  in  the  stump  at  once  contract  and  shut 
off  the  mucous  surface  and  practically  close  the  lumen,  there 
is  no  risk  at  all,  and  the  advantage  is  twofold — (a)  no  pocket 
with  possibly  an  infectious  stump  in  it,  {b)  no  raw  surface 
in  the  abdominal  cavity. 

When  the  appendix  is  about  to  be  divided  the  patient  must 

be  well  under  the  influence  of  whatever  anesthetic  is  being 

administered. 

♦       ♦ 

D.  P.  Rettew,  M.  D. : 

I  believe  a  careful  study  of  each  case  of  difficult  labor  as  to 
indication  or  contra-indication  for  podalic  version  would,  if 
undertaken  early,  place  many  cases  in  the  domain  of  this 
humane  and  often  brilliant  procedure,  which  are  now  left  to 
hard,  torturing  forceps  operations  or  craniotomy.  In  a  series 
of  some  seventy  cases  during  the  year  1902,  I  did  podalic 
version  in  about  twelve  per  cent,  for  various  indications,  ma- 
ternal and  fetal,  with  no  maternal  and  surely  less  infantile 
mortality  than  had  forceps  been  applied  to  the  same  cases, 
where  such  would  have  been  possible.     Tliree  of  these  opera- 
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tions  were  for  the  saving  of  the  mother  and  child  in  puerpural 
convulsions;  all  the  infants  of  the  series  were  saved  but  one, 
it  being  a  case  of  protrusion  of  arm  and  impaction  of  the 
shoulder.  I  am  under  the  impression  that  with  deep  anes- 
thesia, an  empty  bladder  and  rectum  and  a  case  with  no  posi- 
tive contra-indications  that  the  field  of  application  for  this 
operation  is  less  limited  than  the  text-books  will  allow. 

♦       ♦ 

H.  J.  Whitacre,  M.  D.: 

After  an  abdominal  operation,  almost  without  exception,  I 
keep  my  patient  in  bed  for  three  weeks.  In  exploratory 
operations  for  cancer  in  the  upper  one-half  of  the  abdomen  I 
close  the  abdominal  wall  with  silver-wire  mattress  sutures  and 
get  the  patient  up  and  around  in  three  to  five  days. 

The  bowels  of  a  patient  should  be  moved  every  day  of  the 
convalescence  until  at  least  three  weeks  have  passed.  In  this 
way  p)ost-operative  intestinal  obstruction,  a  very  positive 
danger,  will  be  avoided. 

The  patient  is  usually  fitted  with  an  abdominal  binder  before 
assuming  the  erect  posture,  and  this  binder  is  worn  during 
the  day-time  for  about  three  months.  I  do  not  employ  a 
binder  in  the  muscle-splitting  operations — those  for  appendi- 
citis, kidney  conditions,- gastrostomy,  and  cholecystotomy. 

A  prolonged  period  of  convalescence  is  regularly  recom- 
mended to  a  patient  who  has  undergone  a  capital  operation. 
I  believe  that  it  is  folly  to  permit  a  patient  to  gratify  his  in- 
satiate desire  to  get  back  to  his  routine  duties  of  life  within 
three  or  four  weeks'  time.  A  surgical  operation  is  a  very 
serious  shock  to  the  system  in  general,  the  remote  eflFects  of 
which  we  do  not  by  any  means  yet  understand.  When  a 
patient  must  undergo  such  a  serious  procedure,  one  perhaps 
involving  his  entire  future  usefulness  and  happiness,  it  seems 
to  me  that  he  should  take  every  possible  precaution  for  safe 
convalescence.  By  this  I  do  not  mean  that  a  patient  should 
remain  in  bed  or  absolutely  idle  for  a  prolonged  period,  but 
that  he  should  remain  in  a  condition  of  luxurious  employment 
only.  He  should  be  encouraged  to  work  moderately  and 
should  indulge  in  light  exercise,  yet  he  should  never  omit 
abundant  periods  of  rest.  Such  patients  should  arise  late  and 
get  to  bed  earh^  and  should  by  all  means  spend  two  hours  in 
a  recumbent  position  in  the  middle  of  the  day.     If  this  course 
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is  pursued  for  three  or  four  weeks  after  leaving  the  hospital, 
the  recoverv  will  be  much  more  secure  and  free  from  all  of 
those  symptoms  of  weakness  and  impaired  efficiency  which 
are  so  often  experienced.  There  is  a  tendency  at  the  present 
time  to  make  light  of  the  surgical  procedure.  It  is  so  easy 
for  almost  anybody  to  get  a  brilliant  wound  result  that  there 
is  a  tendency  to  think  of  the  surgical  procedure  as  an  insig- 
nificant affair,  involving  only  the  brief  period  of  hospital  stay 
or  surface  healing  of  the  wound. 

♦       ♦ 

H.  J.  Stiles,  M.  D. : 

All  are  agreed  as  to  the  general  principles  involved  in  the 
technique  of  aseptic  surgery,  using  the  term  "  aseptic  "  in  the 
widest  sense  of  the  word.  It  is  well  known  that  equally  good 
results  can  be  obtained  by  different  methods.  I  wish  to  point 
out  that  it  is  not  so  much  the  particular  method  that  is  em- 
ployed as  the  care  and  thoroughness  with  which  the  particular 
method  is  carried  out.  As  regards  the  patient's  skin,  I  believe 
that  the  surgeon  is  sometimes  over-zealous  in  this  direction, 
and  that  the  skin  is  often  injured  unduly  by  the  too-prolonged 
use  of  powerful  antiseptics.  A  point  of  great  importance  is 
for  the  surgeon  to  keep  the  skin  of  his  hands  smooth.  I 
desire  to  sound  a  word  of  warning  against  applying  a  carbolic 
poultice  dressing  over  a  large  skin  surface  overnight.  A 
large  amount  of  carbolic  acid  is  absorbed  by  the  skin,  espe- 
cially after  it  has  been  previously  scrubbed  with  soap  and 
hot  water.  In  children  this  constitutes  a  real  danger.  Per- 
sonally I  prefer  a  mixture  of  green  soap,  spirit,  and  lysol  for 
the  first  washing.  This  mixture  has  powerful  cleansing  prop- 
erties, and  all  the  time  the  mechanical  cleansing  is  going  on 
lysol — ^a  very  penetrating  antiseptic — is  being  rubbed  in.  This 
is  followed  by  a  i  in  20  carbolic  solution,  after  which  a  dry 
sterile  gauze  dressing  is  applied.  The  same  process  is  re- 
peated on  the  morning  of  the  operation. 

For  the  deep  dressing  I  use  sterilized  gauze,  which  I  prefer 
to  apply  wrung  out  of  a  i  in  40  carbolic  or  a  i  in  4000  subli- 
mate solution,  if,  as  in  an  excision  of  the  knee,  for  example, 
the  dressing  is  to  be  left  on  for  three  weeks. 

At  the  operation  no  antiseptic  is  allowed  to  come  in  contact 
with  the  wound.  Catgut  sterilized  by  boiling  in  superheated 
alcohol  is  used  for  ligatures.     I  never  use  silk.     For  sutures 
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I  prefer  silkworm  gut  and  horsehair,  the  latter  being  specially 
cleansed  before  it  is  boiled.  I  desire  especially  to  emphasize 
the  importance  of  a  careful  supervision  by  the  surgeon  of  all 
who  assist  at  an  operation.  I  believe  that  the  breakdown  of 
an  otherwise  efficient  technique  is  due  to  direct  contamination 
by  the  hands  of  an  assistant  or  nurse  who  has  a  short  time 
previously  been  allowed  to  dress  a  septic  case.  His  theater 
sister  (specially  trained  for  the  purpose)  is  not  allowed  to  take 
any  part  in  the  routine  work  in  the  wards ;  neither  she  nor  the 
house-surgeon  is  allowed  to  dress  a  septic  case;  if  for  some 
reason  the  latter  was  compelled  to  do  so,  he  puts  on  rubber 
gloves.  I  am  not  afraid  of  air  infection  in  a  clean  and  well- 
ventilated  hospital.  Out  of  the  last  hundred  radical  cures  of 
hernia  in  young  children,  in  which  the  sutured  wound,  apart 
from  being  dusted  freely  with  boracic  powder,  was  left  com- 
pletely uncovered  (a  cage  being  put  over  the  child  to  keep  the 
clothes  fr^m  coming  in  contact  with  the  wound),  in  only  one 
was  there  the  slightest  trace  of  suppuration.  I  maintain  that 
the  so-called  aseptic  technique  can  be  carried  out  equally  well 
in  private  practice.  With  regard  to  rubber  gloves,  I  only  use 
them  in  a  septic  case  to  protect  the  next  patient  who  may  have 

to  be  operated  on. 

♦       ♦ 

I.  A.  McSwain,  M.  D. : 

A  sudden  and  alarming  post  parinm  hemorrhage  is  one  of 
the  most  serious  conditions  which  confront  the  practitioner. 
In  order  to  be  successful  in  the  management  of  it,  preparation 
should  be  made  in  advance.  The  doctor  must  know  how  and 
what  to  do,  and  also  have  with  him  the  necessary  outfit  that 
can  be  called  into  requisition  in  a  moment's  time.  True,  these 
cases  are  not  numerous;  hence,  are  apt  to  come  upon  us  un- 
awares. 

It  has  been  the  practice  of  the  writer  for  many  years  (ignor- 
ing the  teachings  of  some  authorities)  as  soon  as  the  child  has 
been  born,  to  proceed  at  once  to  the  delivery  of  the  placenta. 
This  is  easy.  Slight  traction  on  the  cord  and  a  strong  grasp 
on  the  uterine  tumor  bring  away  the  placenta,  entire;  pro- 
vided this  is  done  before  the  womb,  by  contraction,  partially 
closes  the  cervix  and  holds  the  placenta  a  prisoner  in  the 
uterine  cavity.  I  do  not  believe  much  in  the  so-called  adherent 
placenta.    I  have  heard  marvelous  tales  about  "  the  after-birth 


412  Current  Comment. 

growing  to  her  side  "  and  the  learned  (  ?)  doctor  having  to 
tear  it  away.  There  are,  perhaps,  such  cases,  but  their  fre- 
quency should  excite  our  incredulity.  Such  supposed  instances, 
being  most  often  neglected  cases,  and  as  just  stated,  retained 
by  the  mechanism  of  the  uterus. 

Removal  of  placenta  immediately  in  its  entirety  removes  one 
of  the  chief  sources  of  post-partum  hemorrhage,  and  this  can 
ahnost  without  exception  be  accomplished,  if  these  suggestions 
are  carried  into  effect.  If  you  wait  fifteen  minutes  or  half  an 
hour,  as  was  formerly  taught,  it  may  then  become  necessary 
to  introduce  the  hand  into  the  uterus  in  order  to  bring  away 
the  placenta,  and  in  so  doing  possibly  we  tear  it  into  fragments 
and  leave  portions  of  it  behind,  which  most  likely  will  prove  a 
constant  menace,  perpetuating  the  bleeding. 

We  should  always  remember  that  the  prime  object,  in  order 
to  avoid  post-partum  hemorrhage,  or  to  arrest  it,  is  to  secure 
an  empty  womb  and  a  good  contraction.  If  the  bleeding  per- 
sists after  this  condition  has  been  obtained,  we  should  suspect 
its  cause  to  be  in  wounds  of  the  birth  canal  at  some  point,  or 
possibly,  in  a  constitutional  dyscrasia  of  the  woman  or  a  pre- 
disposition, hereditary  or  otherwise,  to  hemorrhage. 

But  the  womb  has  been  emptied  and  contracted.  Shall  we 
pronounce  the  case  out  of  danger  ?  No,  wait.  Keep  the  hand 
on  the  uterine  tumor  and  maintain  contraction  until  we  know 
it  is  permanent.  Otherwise,  we  may  be  recalled  an  hour  or 
two  later  to  find  our  patient  in  partial  or  complete  syncope 
from  loss  of  blood. 

We  should  never  depend  upon  what  we  see  on  the  cloths. 
No  hemorrhage  may  be  apparent  externally,  and  yet  the  patient 
may  be  bled  to  death.  A  good -sized  clot  forming  and  lodged 
in  the  cervix  produces  a  dam  to  the  current.  The  womb, 
elastic  and  wanting  in  contractile  nerve  and  muscular  force, 
accommodates  itself  to  this  pressure  from  within  and  relaxes 
more  and  more,  its  cavity  being  sufficiently  large  to  retain 
enough  of  the  vital  fluid  to  produce  death. 

Obviously  the  treatment  of  this  state  of  affairs  is  to  turn  out 
the  clot,  promote  contraction  and  sustain  the  action  of  the  heart 
by  restoratives. 

Former  methods  of  arrestmg  post-partum  hemorrhage  and 
of  securing  permanent  contraction  of  the  uterus  were  varied, 
and  in  a  great  measure  slow  and  unsatisfactory. 
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These  consisted  in  the  introduction  of  the  hand  and  doubHng; 
it  up  in  the  uterus.  The  introduction  of  ice,  or  of  sponges 
soaked  in  vinegar,  the  appHcation  of  cold  to  the  abdomen  and 
genitals,  the  injection  into  the  womb  of  styptics  and  astringent 
tamponnade  of  the  uterus,  etc.,  together  with  the  administration 
of  ergot,  acetate  lead,  opium,  and  other  drugs  which  it  was 
thought  had  the  effect  of  lessening  hemorrhage  in  general.  We 
presume  that  not  very  many  practitioners  would,  in  severe 
cases,  depend  on  these  rather  doubtful  measures  at  the  present 
day. 

What  has  been  said  in  regard  to  an  empty  uterus,  that  is,  the 
delivery  entire  of  fetus  and  secundines,  as  well  as  clearing  out 
clots  and  debris  of  every  kind,  should  be  constantly  borne  in 
mind.  Then,  to  stay  further  hemorrhage,  produce  permanent 
contractions  and  administer  restoratives.  These  in  brief  con- 
stitute the  leading  indications  for  treatment. 

The  most  rational  and  effective  method  of  meeting  these 
indications  is  copious  irrigation  of  the  uterus  with  hot  water 
containing  common  salt.  Not  warm  water,  but  hot  water.  A 
teaspoonful  of  clean  salt  to  the  pint  of  the  water  (the  normal 
salt  solution).  A  clean  fountain  syringe  with  an  aseptic  nozzle, 
a  Kelly  pad  or  some  sufficient  protection  for  the  bed,  constitute 
the  necessary  apparatus  for  this  procedure  to  protect  the  ex- 
ternal genitals  from  being  scalded.  Vaseline  should  be  freely 
used  over  the  parts.  The  irrigation  should  not  be  limited  to 
any  special  quantity  of  the  liquid,  but  kept  up  until  the  uterus 
stops  bleeding  and  contraction  is  secured. 

D.  A.  Stanton,  M.  D. : 

The  treatment  of  sepsis  may  be  summed  up  in  two  words, 
nourishment  and  elimination.  Nourishment  of  the  tissues  and 
blood.  Elimination  of  pus,  elimination  of  germs  and  waste 
products.  Sepsis,  like  typhoid  fever,  may  be  considered  to  be 
self-limited,  provided  the  patient's  vitality  can  be  maintained 
long  enough  to  withstand  the  ravages  of  the  disease.  In  many 
a  case  it  is  a  battle  royal  between  the  poison  in  the  system  and 
the  system  itself ;  but  the  fact  that  the  worst  cases  sometimes 
recover  should  make  us  determined  never  to  give  up  the  fight 
until  the  patient's  heart  has  ceased  to  beat.  So  our  first  aim 
is  to  judiciously  feed  and  stimulate  by  every  channel.  The 
food  must  be  the  most  nutritious  and  at  the  same  time   the 
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most  easily  assimilated.  The  stomach,  our  mainstay  in  the 
struggle,  must  be  carefully  nursed  and  guarded.  Avoid  all 
medication  that  tends  to  upset  it,  for  with  a  crippled  stomach 
our  vantage  is  half  gone. 

When  the  stomach  will  tolerate  it  use  whisky  in  the 
shape  of  egg-nog,  but  don't  expect  your  patient  to  live 
on  this;  the  greater  the  variety  of  digestible  food  the 
longer  the  stomach  will  hold  out.  Of  the  various  meat 
products  the  most  valuable  are  panopeptoin  liquids,  peptoniids, 
and  tea  made  from  the  extracts,  which  should  always  be  spiked 
with  cherry  wine;  the  addition  of  cherry  wine  improves  the 
flavor  greatly.  Do  not  resort  to  these,  however,  till  the  patient 
begins  to  tire  of  fresh  expressed  meat  juice.  In  the  presence 
of  renal  complications  these  valuable  food  products  are  usually 
contra-indicated.  Take  advantage  of  the  administration  of 
water  to  flush  the  kidneys  and  fill  the  blood  vessels.  If  there 
is  one  place  where  we  must  be  more  resourceful  than  another, 
it  is  here.  Keep  the  alimentary  tract  clear  by  remedies  least 
disturbing  to  the  patient,  and  this,  I  think,  is  saline  solution 
per  enema.  But  little  medication  is  needed,  and  that,  beyond 
keeping  the  excretory  organs  working,  is  worse  than  nothing. 
Hypodermatic  stimulation  may  have  to  be  resorted  to  early  if 
the  cardiac  condition  calls  for  it,  but  don't  begin  it  too  early ; 
a  pulse  of  no  to  120  of  good  quality,  and  the  patient  doing 
fairly  well  otherwise,  does  not  need  this  stimulation. 

♦       ♦ 

J.  D.  Faure,  M.  D. : 

For  some  time  I  have  been  strongly  convinced  that  some 
method  might  be  devised  to  make  it  not  only  possible,  but  easy 
to  open  a  clear  wide  pathway  to  the  posterior  mediastinum, 
aflFording  sufficient  space  to  permit  the  execution  of  any  oper- 
ation. 

It  seemed  to  me  that  1  could  best  demonstrate  this  fact  by 
performing  the  most  difficult  operation  possible,  and  therefore 
I  undertook  the  extirpation  of  a  cancerous  esophagus  situated 
in  what  is  held  to  be  the  most  inaccessible  region,  that  is  the 
center  of  the  posterior  mediastinum,  behind  the  bifurcation  of 
the  bronchia  and  the  pedicle  of  the  lung. 

I  succeeded  in  performing  this  operation  without  accident, 
and  even  without  difficulty,  and  although  both  my  patients  died 
in  consequence  of  unforeseen  accidents,  I  believe  that  I  have 
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nevertheless  demonstrated  the  possibility  of  operating  success- 
fully on  the  only  part  of  the  human  body  from  which  surgeons 
have  heretofore  been  withheld  by  a  consciousness  of  impotency. 

Some  conditions  are  essential  to  success.  One  of  these  is  a 
means  of  access  to  the  posterior  mediastinum  sufficiently  wide 
to  permit  ease  of  movement  and  enable  the  operator  to  execute 
all  the  numerous  delicate  manipulations  and  explorations  de- 
manded in  such  an  important  operation.  All  surgeons  have 
hitherto  limited  the  extent  of  their  original  opening  to  the 
resection  of  three  or  four  middle  ribs,  but  this  is  too  narrow  a 
means  of  access  and  fails  to  give  sufficient  space  and  light.  To 
enable  the  surgeon  to  see  clearly  and  fully,  it  is  necessary  to 
include  the  first  rib  in  the  costal  resection,  although  this,  for 
some  inexplicable  reason,  has  heretofore  been  respected.  It  is 
the  section  of  these  ribs,  and  particularly  of  the  first  one,  how- 
ever, that  governs  the  conditions  of  the  operation.  So  long 
as  the  first  rib  is  intact  it  is  impossible  to  make  any  extensive 
manipulation  in  the  posterior  mediastinum,  and  even  if  all  the 
other  ribs  from  the  second  to  the  eighth,  or  even  the  ninth,  be 
removed,  the  first  rib  still  fixes  the  shoulder  and  all  the  adja- 
cent parts  of  the  chest  immovably  to  the  vertebral  column ;  if, 
on  the  contrary,  the  first  rib  is  resected,  or  even  simply  divided^ 
the  corresponding  half  of  the  chest  is  immediately  loosened 
from  the  backbone,  while  the  shoulder  is  pushed  aside  to  such 
an  extent  that  it  becomes  necessary  to  hold  it  to  avoid  wrench- 
ing the  roots  of  the  brachial  plexus.  The  posterior  medias- 
tinum then  opens  like  a  book,  and  nothing  is  easier,  after  de- 
taching the  pleura  and  the  apex  of  the  lung,  than  to  reach  its 
depths  and  execute  all  possible  maneuvers.  In  my  operations^ 
conducted  after  this  method,  I  have  been  able  to  explore  the 
posterior  part  of  the  trachea  and  bronchia,  to  dissect  the 
pneumogastric  nerve  behind  the  pedicle  of  the  lung,  and  to 
make,  in  short,  all  the  manipulations  necessary  to  success  in  a 
complicated  operation  such  as  the  extirpation  of  a  part  of  the 
thoracic  esophagus. 

This  new  technique  has  brought  the  most  difficult  operations 
on  the  posterior  mediastinum  within  the  range  of  possibility. 
Only  experience  can  show  what  a  future  is  in  store  for  them. 

H.  M.  Little,  M.  D: 

The  ideal  treatment  in  cases  of  puerperal  infection  is,  of 
course,  prophylactic,  and  this  can  best  be  attained  by  careful 
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aseptic  technique  during  labor.  In  the  Johns  Hopkins  Hos- 
pital the  routine  is  as  follows :  A  rectal  enema  is  given  during 
the  first  stage  of  labor,  and  the  patient  is  prepared  for  vaginal 
examination  by  first  clippmg  close  the  vulvar  hair,  then  scrub- 
bing with  green  soap  and  water,  followed  by  sponging  with  95 
per  cent,  alcohol ;  finally,  a  towel  soaked  in  a  1-2000  bichloride 
solution  is  applied,  and  left  in  position  until  the  examination 
— a  minimum  of  three  minutes.  In  all  operative  cases  the 
vulva  and  perineum  are  shaved  and  cleansed  by  the  perman- 
ganate-oxalic-acid method,  in  addition  to  the  above.  The  hands 
are  disinfected  as  for  major  operations.  No  douches  of  any 
kind  are  given.  If  no  details  of  this  technique  are  omitted,  the 
results  will  be  good.  Unfortunately,  in  emergency  cases  it  is 
often  necessary  to  operate  without  the  preliminary  enema,  and 
the  introduction  of  the  hand  during  operations  such  as  version 
may  unavoidably  carry  up  intestinal  bacteria  into  the  vagina 
and  uterus.  But  even  if  this  occurs  the  bacteria  may  cause  no 
trouble,  provided  the  third  stage  be  carefully  conducted  and  no 
portions  of  the  placenta  or  membranes  be  retained. 

Should  fever  ensue,  the  first  requisite  is  an  accurate  diag- 
nosis. This  is  important  more  from  the  standpoint  of  prog- 
nosis than  of  treatment,  as  the  latter,  no  matter  what  the  in- 
fecting agent,  will,  in  general,  be  along  three  lines:  (i),  re- 
moval of  necrotic  material  oflfering  a  medium  for  growth  of 
organisms;  (2),  establishment  of  free  drainage  from  the  uterus, 
^*^d  (3)»  stimulation  of  the  natural  resistance  of  the  patient. 
The  finger  should  be  used  in  removing  debris,  as  the  curette, 
however  carefully  manipulated,  will  undoubtedly  interfere  with 
the  attempt  at  local  reaction  on  the  part  of  maternal  tissues, 
and  may  open  up  sinuses  and  dislodge  thrombi.  A  large 
douche  (4  liters)  of  hot  solution  (110°  F.)  will  also  aid 
in  cleansing  the  cavity.  So-called  antiseptic  douches  will 
accomplish  little  that  the  salt  solution  will  not,  while  the  danger 
of  poisoning  from  absorption  should  not  be  overlooked.  If  the 
cervix  is  suftici^ntly  patulous  to  admit  two  fingers,  as  good 
drainage  will  be  obtained  by  leaving  it  alone  as  by  introducing 
gauze.  To  aid  resistance,  the  patients  are  well  fed,  and  when 
necessary  strychnia  and  alcohol  are  given;  but  the  greatest 
emphasis  is  placed  on  the  necessity  for  large  quantities  of 
fluids  either  taken  by  mouth  or  injected  into  the  rectum. 
The  greatest  danger  to  be  feared  is  the  passage  of  the  or- 
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ganisms  from  the  uterus  into  the  circulating  blood.  While 
patients  with  streptococcus  septicemia  not  infrequently  re- 
cover, all  known  instances  of  gas  sepsis  have  ended  fatally. 
If  the  infection  be  grave  and  definitely  localized  in  the  uterus, 
hysterectomy  is  justifiable,  but  theoretically,  only  when  the  in- 
fection is  on  the  point  of  becoming  generalized.  The  difficulty 
in  establishing  this  definite  moment  is  obvious,  and  the  oper- 
ation may  completely  fail  in  accomplishing  its  purpose. 

♦      ♦ 

L.  G.  Bowers,  M.  D. : 

It  is  necessary  in  the  use  of  saline  solutions  in  surgery  that 
we  designate  the  particular  strength  of  solution  which  will  not 
interfere  with  any  of  the  functions  of  the  blood  nor  injure  its 
cells. 

If  a  solution  is  too  concentrated  it  will  cause  the  red  cells 
to  shrink;  and  if  vice  versa,  to  dilute  it  first  causes  them  to 
enlarge  and  later  to  part  with  their  hemoglobin.  Generally 
speaking,  when  a  normal  salt  solution  is  referred  to,  the  ma- 
jority of  the  profession  would  take  this  to  mean  a  0.6  of  i  per 
cent,  solution  of  sodium  chloride.  But  it  has  been  proven  by 
many  good  investigators,  such  as  Hematocrite,  that  a  solution 
in  which  the  red  cells  will  neither  swell  nor  shrink  is  a  0.9  per 
cent.  Again,  a  0.9  per  cent,  sodium  chloride  solution  will 
freeze  at  about  the  same  temperature  as  blood  serum.  It  has 
been  further  demonstrated  that  a  0.5  per  cent,  solution  will 
completely  destroy  the  corpuscles,  and  when  added  to  blood 
it  will  make  a  uniform  translucent  red  solution.  In  view  of 
these  facts,  it  seems  singular  that  the  profession  generally 
accepts  a  0.6  per  cent,  solution  as  the  proper  and  normal  one. 
Probably  a  better  and  more  suggestive  name  would  be  a 
physiological  saline  solution. 

I  think  it  is  too  inaccurate  to  make  a  solution  by  measuring 
the  salt  in  a  teaspoon,  and  guess  at  the  quantity  of  water  used, 
as  is  many  times  done.  I  can  see  that  sometimes  in  emer- 
gencies it  is  necessary  to  overlook  some  of  the  finer  conditions, 
which  will  take  time  from  the  patient.  Generally  speaking,  the 
water  should  be  at  least  sterilized,  filtered  and  measured  ac- 
curately. We  should  add  about  sixty-eight  grains  of  sodium 
chloride  to  each  pint  of  water  used.  I  think  the  better  way 
to  prepare  it  is  to  have  a  stock  solution  of  a  known  strength 
which  can  be  measured  and  added  to  the  solution  to  be  used. 
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The  next  question  which  I  desire  to  take  up  is  as  to  the  use 
or  non-use  of  a  physiological  salt  solution  in  the  abdominal 
cavity.  I  know  there  is  a  great  difference  of  opinion  between 
eminent  surgeons  on  this  question  and,  of  course,  I  do  not 
expect  to  in  any  way  decide  this  question,  but  to  give  some  of 
my  personal  experiences. 

In  one  case  of  pleurisy  with  eflFusion  which  had  been  tapped 
three  times,  with  rapid  refilling  each  time,  we  resected  the  rib, 
emptied  the  cavity  of  pus  and  washed  it  out  with  a  hot  saline 
solution,  which  was  repeated  a  number  of  times  afterward, 
with  rapid  recovery  of  the  patient. 

We  are  aware  that  most  of  the  authorities  advise  against  the 
washing  of  such  cavities,  but  it  seemed  in  this  case  that  it 
stimulated  the  osmosis  and  relieved  the  pleural  irritation  of  the 
patient.  He  always  stated  that  after  the  flushing  out  of  the 
cavity  he  felt  better  and  could  breathe  with  less  discomfort. 

I  believe  that  after  abdominal  operations,  without  there  has 
been  a  locaUzed  collection  of  pus,  which  is  only  being  drained, 
or  in  those  cases  in  which  the  peritoneum  is  already  overtaxed, 
or  water-logged,  with  a  serious  effusion,  the  abdominal  cavity 
should  generally  be  washed  out  with  a  physiological  saline  so- 
lution. This  cannot  possibly  do  any  harm,  and  if  there  has 
been  much  loss  of  blood  it  will  increase  the  blood  pressure 
within  the  vessels,  relieve  shock,  decrease  thirst,  dilute  the 
septic  material  and  favor  its  elimination,  excite  diuresis  and 
promote  the  comfort  of  the  patient. 

These  cases  where  I  have  operated  and  closed  up  after  a  dry 
mopping  have  seemed  to  me  to  have  an  increased  peritoneal 
irritation,  as  well  as  increased  thirst  and  a  very  great  decrease 
in  the  amount  of  urine  passed. 

Those  cases  in  which  I  have  used  a  salt  solution  to  flush  the 
cavity  will  soon  have  a  moist  skin  and  an  increased  diuresis. 
The  heart's  action  will  become  stronger  and  it  seems  to  float 
the  intestines  and  the  omentum  into  their  proper  places,  and 
relieves  to  a  very  great  extent  the  intraperitoneal  irritation 
which  follows  after  other  methods  of  toilet.  As  a  consequence, 
it  is  rarely  necessary  to  give  them  any  anodyne  following  the 
operation. 

The  writer  has  adopted  the  method  of  dressing  external 
wounds  with  plain  gauze  wrung  out  of  salt  solution.    It  seems 
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to  stimulate  union,  and  promotes  drainage  around  the  sutures 
if  necessary. 

During  the  last  few  years  I  have  experimented  by  first 
placing  a  dry  dressing  with  powder  upon  the  wound.  When 
redressing,  in  four  or  five  days,  we  will  occasionally  find  a 
little  breaking  down  around  the  sutures,  or  a  little  secretion 
some  place  in  the  wound.  In  dressing  this  the  wound  is 
washed  thoroughly,  at  the  same  time  picking  off  the  crusts 
around  sutures  and  in  the  line  of  the  wound  with  the  tissue 
forceps,  then  carefully  cleansing  again  those  parts  with  salt 
solution  and  placing  a  moist  gauze  dressing  of  a  salt  solution 
on  the  wound.  Nearly  always,  upon  the  next  dressing,  we  will 
find,  if  there  has  been  redness,  it  has  disappeared  and  that  the 
wound  is  closed  tight  around  the  sutures  and  closed  up  in  the 
line  of  incision. 

We  have  found  in  abdominal  wounds,  where  it  has  been 
necessary  to  drain,  in  cases  such  as  appendiceal  abscesses 
where  they  have  been  drained  for  a  number  of  days,  that  we 
will  get  a  very  much  more  rapid  contracture  and  closure  when 
washing  them  out  with  salt  solution  and  dressing  them  or 
packing  them  with  a  gauze  moistened  in  saline  solution. 

The  average  result  has  been  unfavorable  in  our  experience 
in  the  dressing  of  any  wound,  without  it  is  occasionally  neces- 
sary to  check  secretions  or  the  dressing  of  wounds  of  face  with 
powder.  Usuallv  you  will  find  upon  redressing  a  wound  upon 
which  powder  has  been  used,  especially  in  infected  wounds, 
that  it  has  become  incrusted  and  the  underneath  side  of  the 
crust  is  glazed  with  albumen.  Beneath  this  you  will  find  a 
secretion  which  has  prevented  cell  growth. 

We  can  take  these  same  wounds  and  wash  and  cleanse  them 
and  put  on  a  gauze  moistened  in  normal  saline  solution,  and 
quickly  see  that  nature,  bv  its  stimulation,  will  close  the 
wound,  and  the  gauze,  instead  of  retaining  the  secretion  be- 
tween the  wound  and  the  powder,  is  drained  out  by  the  gauze 
and  consequently  does  not  interfere  with  its  granulation. 


H.  B.  McCall,  M.  D.: 

Statistics  tend  to  prove  that  extra  uterine  pregnancy  is  of 
much  more  frequent  occurrence  than  the  masses  are  inclined 
to  believe,  and  it  does  seem  to  me  that  this  very  important  mat- 
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ter  should  be  kept  in  mind  when  you  have  women  under  care 
that  are  in  the  childbearing  period. 

In  making  a  diagnosis  none  of  the  symptoms  are  as  well 
marked  or  obvious  as  in  normal  pregnancy,  except  the  nervous 
phenomena,  which  are  more  pronounced. 

A  period  of  sterility  following  child  birth  is  suggestive  of 
morphological  changes  in  the  tube  and  adnexa,  which  are  pre- 
disposing causes.  It  is  also  very  probable  that  the  majority  of 
sterile  cases  are  not  due  to  disease,  but  by  their  own  volition, 
brought  about  by  some  mechanical  device  to  defeat  nature, 
which  has  become  alarmifigly  common. 

And,  again,  these  organs  that  are  frequently  whipped  into 
line  (as  it  were)  and  with  nothing  for  them  to  do,  they  become 
sensitive,  irritable,  and  respond  to  the  slightest  provocation. 

In  the  majority  of  cases  the  diagnosis  is  easy.  That  is,  the 
early  diagnosis  of  unruptured  extra-uterine  pregnancy  is  no 
more  difficult  than  the  early  positive  diagnosis  of  typhoid  fever 
or  appendicitis.  Occasionally  we  find  a  case  in  which  the 
cardinal  symptoms  are  wanting;  with  the  exception  of  this 
very  rare  occurrence,  we  will  find  some  of  the  very  numerous 
symptoms  that  are  quite  obvious  and  characteristic. 

The  most  important  points  to  ascertain  are  a  mass  adjacent 
to  the  uterus,  combined  with  disturbance  of  menstruation; 
sharp,  colicky  pains ;  usually  a  great  deal  of  tenderness,  with- 
out apparent  inflammation,  and  discharge  of  uterine  decidua. 

Rupture  may  occur  in  first  three  weeks,  or  go  to  term,  but 
the  majority   take  place  from  six  to  sixteen  weeks. 

Unfortunately,  the  majority  of  these  cases  force  themselves 
into  recognition  by  an  explosion,  so  to  speak,  followed  by  an 
appalling  hemorrhage;  occasionally  the  hemorrhage  is  only 
slight  in  either  case,  there  will  be  a  false  membrane  formed 
around  the  sack,  and  probably  undisturbed  gestation,  only  to 
cause  a  more  violent  trouble. 

Frequently  there  will  be  sero-sanguineous  discharge  from 
the  uterus  for  some  time  prior  to  the  expulsion  of  the  decidua, 
which  is  due  to  a  degenerative  process ;  this  may  be  followed 
by  a  profuse  hemorrhage ;  however,  all  fatal  hemorrhages  come 
from  the  maternal  vessels.  At  first  the  uterus  will  enlarge 
symmetrically,  later  asymmetrically — that  is,  in  accordance  to 
the  location  of  the  tumor. 

Its  transverse  diameter  is  less  than  in  normal  pregnancy 
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and  its  longitudinal  diameter  increased,  the  tissue  slightly- 
softened,  and  a  flaccid  cervix,  patent  os,  bluish  and  also  elon- 
gated. In  some  cases  there  is  no  noticeable  change  in  the 
uterus,  and  in  no  case  more  than  five  or  six  inches  deep.  The 
uterus  will  be  displaced  in  accordance  to  the  site  of  the  tumor, 
almost  invariably  pushed  to  one  side. 

Hemorrhage  is  a  very  important  symptom ;  the  flow  is  more 
steady  than  in  abortion,  does  not  clot  so  readily,  and  is  much 
darker,  thicker,  and  very  little  odor.  In  abortion  the  blood  is 
a  brighter  red,  and  clots  more  readily,  and  if  the  discharge 
becomes  scant  it  has  an  odor  of  decomposition. 

The  sharp,  colicky,  paroxysmal  pains,  referable  to  the  iliac 
fossa,  with  a  tendency  to  faint,  are  very  characteristic,  and 
should  lead  to  a  very  thorough  examination,  combined  with 
careful  and  painstaking  history.  The  bowels  are  usually  dis- 
turbed, which  creates  a  flatulency,  especially  in  the  colon,  and 
may  be  misleading  if  not  carefully  considered. 

An  anesthetic  examination  in  all  probability  will  be  required 
to  elucidate  the  matter  thoroughly.  By  seizing  the  os  with  a 
tenaculum  and  drawing  the  uterus  well  down,  making  digital 
examination  per  rectum,  you  will  be  able  to  delineate  the 
uterus,  tubes,  and  a  soft  fluctuating  tumor  at  the  side;  and^ 
making  traction  on  the  uterus,  the  tumor  will  not  come  down 
correspondingly. 

The  uterus  will  usually  be  elongated  and  soft,  especially  en- 
larged on  the  side  corresponding  to  the  tumor. 

The  lower  segment  of  the  uterus  will  be  more  or  less  soft 
and  patulous,  and  you  should  ascertain  whether  it  is  empty  or 
not.  If  there  should  be  a  past  chronic  subinvolution,  the  uterus 
may  be  slightly  indurated  and  cervix  conoid;  however,  the 
history  will  suffice  to  differentiate. 

An  increased  force  in  the  pulsating  vessels  of  the  vaginal 
vault,  on  the  side  corresponding  to  the  tumor,  which  you  may 
be  able  to  elicit  in  some  cases.  Placental  souffle  is  occasionally 
heard. 

After  the  fourth  month  we  have  several  symptoms  that  are 
quite  pronounced,  and  very  diagnostic  in  connection  with  other 
cardinal  symptoms,  such  as  fetal  heart  beat,  quickening,  which 
is  usually  more  pronounced  than  in  normal  pregnancy.  Palpa- 
tion is  usually  quite  satisfactory  by  this  time. 

A  growing  tumor  corresponding  to  that  of  gestation,    in 
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connection  with  any  one  of  the  classical  symptoms,    is    very 
significant. 


Joseph  B.  De  Lee,  M.  D. : 

There  is  one  point  mentioned  by  Dr.  McCall  that  attracts 
my  attention,  namely,  that  the  diagnosis  of  extra-uterine  preg- 
nancy was  easy.  Of  course,  such  a  statement  is  relative.  Each 
man  takes  it  to  himself.  I  think  the  diagnosis  is  hard,  and  as 
a  basis  for  that  opinion  I  will  tell  of  four  cases  that  happened 
in  one  month  in  which  the  diagnosis  was  difficult. 

The  first  was  a  case  in  which  I  was  summoned  in  consulta- 
tion to  operate  for  unruptured  extra-uterine  pregnancy.  There 
was  a  small  tumor  alongside  the  uterus,  which  was  easily  de- 
fined, and  there  were  all  symptoms  of  pregnancy,  with  colicky 
pains  but  without  any  hemorrhage.  I  said  we  will  wait  a 
while.  Gradually  that  tumor  slipped  into  the  uterus  and  the 
woman  was  delivered  of  a  live  baby  in  the  natural  way  in  a  few 
days.  This  was  some  months  ago.  In  that  case  the  pathologv 
was  this:  It  was  a  pregnancy  in  the  cornu  of  the  uterus. 

A  second  case,  in  the  same  month,  exactly  the  same,  of 
tumor  apparently  alongside  the  uterus  separated  by  a  groove, 
with  colicky  pains,  with  all  signs  of  pregnancy.  She  had  a 
double  uterus,  and  was  pregnant  on  one  side  of  the  uterus,  as 
subsequent  events  showed.     She  had  little  hemorrhage. 

Here  were  two  cases  having  the  cardinal  symptoms  of  early 
extra-uterine  pregnancy,  yet  there  was  uterine  pregnancy — 
pregnancy  in  a  double  uterus,  and  pregnancy  in  the  cornu  of 
the  uterus. 

I  recall  another  case  in  which  a  diagnosis  of  extra-uterine 
tumor  was  made,  but  a  diagnosis  of  extra-uterine  pregnancy 
was  difficult.  The  woman  was  treated  for  abortion  and  cu- 
retted four  or  five  times,  more  or  less  successfully.  She  had 
a  tumor  alongside  the  uterus  which  was  movable  and  came 
down  with  the  uterus.  It  was  somewhat  hard,  and  there  were 
signs  of  pregnancy  present.  A  diagnosis  was  made  of  intra- 
uterine pregnancy  with  abortion  that  had  been  cleaned  out  and 
■extra-uterine  tumor  or  fibroid  of  the  ovary.  Vaginal  section 
proved  it  to  be  a  hematoma,  and  the  result  of  extra-uterine 
pregnancy  in  the  broad  ligament,  not  in  the  peritoneal  cavity. 

I  recall  one  other  case  in  which  the  diagnosis  of  appendicitis 
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was  made,  but  the  diagnosis  of  extra-uterine  pregnancy  was 
ruled  out  because  the  tumor  was  high  up  out  of  the  pelvis. 
Here  was  a  woman  who  underwent  a  laparotomy  who  had  an 
extra-uterine  pregnancy  around  her  appendix,  and  the  appen- 
dix, ileum,  and  head  of  the  cecum  formed  the  sac,  and  the  tube 
was  drawn  away  by  the  firm  sac  of  the  extra-uterine  preg- 
nancy. 

I  believe  that  those  cases  will  justify  the  statement  that  a 
diagnosis  of  extra-uterine  pregnancy  is  not  so  easy,  even  in 
the  presence  of  classical  symptoms. 


William  D.  Haines,  M.  D. : 

I  am  reminded  of  a  case  of  ectopic  pregnancy  that  recently 
occurred  in  this  city.  Dr.  Bonifield  was  called  to  see  a  woman 
who  was  supposed  to  have  been  pregnant  five  months  or  more, 
the  attending  physician  having  suspected,  and  was  on  record 
as  saying,  it  was  an  extra-uterine  pregnancy.  After  careful 
examination  at  this  time.  Dr.  Bonifield  did  not  confirm  the 
diagnosis,  but  as  the  case  was  progressing  nicely,  thought  it 
should  be  let  alone.  The  patient  continued  to  do  very  well 
until  eight  and  a  half  months,  when  typical  labor  pains  began. 
The  doctor  was  called  in  consultation,  and  there  was  no  mis- 
taking the  pain  at  this  time.  He  opened  the  abdomen,  removed 
a  live  fetus,  and  mother  and  child  are  doing  well  to-day.  Here 
was  a  case  in  which  an  expert  could  not  confirm  the  diagnosis 
even  at  five  months.  In  my  own  experience  I  have  found  these 
cases  extremely  difficult  to  diagnose. 


George  Heaton,  M.  D. : 

Inflammation  of  the  vermiform  appendix  is  without  doubt 
much  commoner  in  men  than  in  women.  Out  of  170  cases  of 
appendicitis  upon  which  I  have  operated,  only  55  have  oc- 
curred *tw  women.  This  gives  a  percentage  of  32.4  of  my  cases 
as  having  occurred  in  women. 

Various  causes  have  been  assigned  to  explain  this  fact.  Dif- 
ferences in  women's  habits  of  life,  in  their  food,  or  in  their 
surroundings  have  all  been  given ;  but  it  is  more  probable  that 
a  developmental  or  anatomical  difference  is  the  real  cause. 

It  has  been  suggested  that  the  vascular  anastomoses  which 
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exist  in  women  between  the  blood  vessels  of  the  appendix  and 
the  ovarian  vessels  on  the  right  side  may  have  an  important 
bearing  on  this  comparative  immunity.  These  anastomosing 
channels  would  serve  to  relieve  congestions  and  inflammations 
of  the  appendix  by  carrying  off  some  of  its  blood  into  the  sys- 
temic circulation. 

But  when  such  inflammation  does  occur,  in  addition  to  the 
other  complications  which  may  ensue,  whatever  be  the  sex  of 
the  patient,  we  may  have  in  women  a  peculiar  train  of  symp- 
toms or  set  of  comnlications  due  to  the  near  presence  in  their 
pelvis  of  their  special  organs  of  generation.  I  do  not  think 
that  sufficient  importance  has  been  paid  to  these  special  com- 
plications. The  close  association  of  the  appendix  vermiformis 
with  the  uterus  and  the  uterine  appendages  is  apt  to  be  over- 
looked, and  we  are  perhaps  too  prone  to  look  upon  inflamma- 
tory troubles  in  the  uterine  appendages  as  essentially  primary 
in  character ;  whereas  they  may,  often  at  any  rate  on  the  right 
side,  be  in  reality  secondary  to  disease  in  appendix  ceci. 

During  the  past  few  years,  as  my  experience  in  cases  of 
appendicitis  has  grown  larger,  I  have  seen  a  number  of  cases 
in  which  both  the  appendix  ceci  and  the  uterine  appendages, 
have  been  simultaneously  involved,  and  have  had  to  deal  with 
a  few  cases  of  appendicitis  occurring  in  pregnancy. 

Pregnancy  does  not  seem  to  predispose  to  a  primary  attack 
of  appendicitis ;  but  if  a  patient  have  previously  suffered  from 
the  complaint,  and  afterwards  becomes  pregnant,  the  preg- 
nancy may  light  up  another  attack.  This  it  does  probably  by 
stretching  or  breaking  down  old  inflammatory  adhesions  a& 
the  uterus  enlarges  and  rises  out  of  the  pelvis. 

During  the  past  year  I  have  had  under  my  care  three  cases 
of  appendicitis  during  pregnancy,  and  have  had  the  oppor- 
tunity afforded  me  of  closely  observing  a  fourth  case. 

Pregnancy  is  a  complication  which  greatly  increases  the 
risks  and  dangers  of  the  disease.  The  danger  to  life  depends 
partly  upon  the  stage  of  the  pregnancy,  and  partly  upon  the 
severity  of  the  attack  of  inflammation.  The  further  advanced 
the  pregnancy  is,  the  worse  is  the  prognosis,  particularly  if  pus 
has  formed. 

In  mild  attacks,  during  the  early  months  of  pregnancy,  the 
inflammation  may  completely  subside,  and  pregnancy  go  on 
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uninterruptedly  to  term.     But  if  suppuration  takes  place,  the 
risk  to  liie  increases  enormously. 

When  pus  forms  in  the  later  months  of  pregnancy,  miscar- 
riage almost  invariably  takes  place,  whether  operation  be  per- 
formed or  not,  and  in  cases  where  the  pregnant  uterus  forms 
part  of  this  abscess  wall,  must  occur.  When  the  uterus  is  thus 
suddenly  emptied,  the  risk  of  general  septic  peritonitis  is  ex- 
tremely grave,  for  limiting  adhesions  are  almost  necessarily 
broken  down,  and  the  peritoneum  thus  flooded  with  septic 
material.  Even  after  drainage  of  the  abscess  cavity,  in  the 
later  stages  of  pregnancy  or  in  cases  where  miscarriage  has 
taken  place  already,  the  risks  to  life  are  by  no  means  small,  as 
a  septic  salpingitis  and  endometritis  may  be  set  up  by  direct 
extension. 

Occasionally  in  less  severe  cases,  after  labor  at  full  term  or 
miscarriage  in  the  later  months  of  pregnancy,  a  right-sided 
pelvic  inflammation  follows  delivery,  and  frequently  goes  on 
to  suppuration.  This  is  due  to  direct  extension  of  the  inflam- 
mation from  the  diseased  appendix  along  the  appendiculo- 
ovarian  ligament  to  the  connective  tissue  of  the  broad  liga- 
ments. Such  cases  resemble  very  closely  the  ordinary  cases  of 
pelvic  parametritis  occasionally  seen  after  delivery,  and  pursue 
a  very  similar  course,  but  almost  always  end  in  suppuration. 
The  abscess  tends  to  point  in  the  groin  above  Poupart's  liga- 
ment, and  may  be  opened  there  without  its  appendicular  origin 
being  susf)ected. 

Turning  now  to  the  clinical  aspect  of  these  cases,  there  are 
several  points  of  interest  in  the  symptoms  and  course  of  the 
disease  which  demand  attention,  and  which  will  considerably 
modify  the  course  of  treatment  we  pursue,  as  compared  with 
the  treatment  of  non-pregnant  cases. 

The  attack  may  occur  at  any  stage  of  pregnancy.  I  have 
myself  seen  one  in  the  sixth  week  of  pregnancy  and  as  late  as 
the  eighth  month.  It  may  be  a  primary  attack,  the  patient 
never  to  her  knowledge  having  had  any  trouble  previously. 
But  on  careful  questioning  it  will  often  be  found  that  there 
have  been  one,  or  several,  previous  attacks,  though  in  some 
cases  they  have  been  of  so  mild  a  character  as  to  have  been 
almost  disregarded. 

The  illness  may  be  of  all  degrees  of  severity,  from  the 
transient  appendicular  colic  to  the  acute  fulminating  appen- 


426  Current  Comment, 

dicitis  which  proves  fatal  in  a  few  hours.  In  the  mild  cases 
the  sickness  which  ushers  in  the  illness  is  liable  to  be  mistaken 
by  both  patient  and  practitioner  for  the  ordinary  vomiting  of 
pregnancy.  The  use  of  the  clinical  thermometer  in  a  doubtful 
case  should  prevent  mistake,  for  the  vomiting  of  pregnancy 
is  "  apyrexial,"  and  the  presence  of  fever,  however  slight, 
should  always  put  us  on  our  guard  and  lead  us  to  make  a 
careful  examination  of  the  right  iliac  region. 

Owing  possibly  to  the  increased  blood  supply,  and  to  the 
congestion  of  the  parts  due  to  the  pressure  of  the  enlarging 
uterus,  cases  of  appendicitis  in  pregnancy  seem  to  run  an  un- 
usually rapid  course.  Though  some  subside,  the  majority,  if 
left,  seem  to  go  on  to  suppuration.  The  prognosis  will  depend 
upon  the  intensity  of  the  inflammation,  the  presence  or  absence 
of  actual  suppuration,  and  upon  the  stage  to  which  the  preg- 
nancy has  advanced. 

Bearing  in  mind  the  extreme  gravity  of  the  case  when  sup- 
puration has  once  taken  place,  and  the  small  risk,  to  the  mother 
at  any  rate,  of  removal  of  the  organ  in  the  non-suppurating 
stage,  it  should,  in  my  opinion,  be  an  almost  invariable  rule  in 
cases  of  pregnancy,  to  remove  the  appendix  almost  as  soon  as 
the  diagnosis  has  been  made,  without  waiting  for  a  subsidence 
of  the  symptoms,  or  for  distinct  evidence,  on  the  other  hand, 
that  pus  has  actually  formed.  If  only  the  fons  et  origo  mali 
can  be  removed  before  suppuration  has  occurred,  the  prognosis 
should  be  but  little  if  any  worse  than  in  cases  where  pregnancy 
does  not  exist. 

Some  surgeons  would  go  further,  and  would  in  every  case 
remove  the  appendix  in  women  immediately  after  an  attack  of 
appendicitis,  if  they  be  of  a  childbearing  age. 

In  the  more  acute  cases  not  a  moment  should  be  lost  in 
opening  and  draining  the  collection  of  pus.  The  appendix 
should  be  removed  in  such  cases  if  it  can  be  done  without  much 
disturbance  of  the  parts.  But  the  uterus  and  pelvic  viscera  are 
to  be  disturbed  as  little  as  possible,  and  should  be  protected  as 
much  as  possible  from  coming  in  contact  with  the  inflamed 
area  by  interposing  intestine,  or  preferably  omentum,  between 
them. 

Where  general  septic  peritonitis  already  exists  at  the  time  of 
operation — whether  miscarriage  has  already  taken  place    or 
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not — the  prognosis  is  almost  hopeless.     My  only  case   proved 
fatal  a  very  few  hours  after  my  operation. 

It  has  been  suggested  that  in  these  cases  the  uterus  should 
be  at  once  emptied,  and  the  pregnancy  brought  to  a  termina- 
tion. Such  a  proceeding  is,  to  my  mind,  utterly  unscientific. 
The  pregnant  uterus  may  form  part  of  the  actual  abscess  wall, 
and  its  sudden  emptying  will  almost  certainly  cause  the  per- 
itonitis to  become  a  general  one. 

Nor  is  it  necessary  or  advisable  to  empty  the  uterus  after 
opening  the  appendicular  abscess.  Unfortunately,  abortion, 
premature  delivery,  or  death  of  the  fetus  takes  place  in  eighty- 
six  per  cent,  of  all  cases  where  suppuration  has  actually  oc- 
curred when  the  abdomen  is  opened. 

Before  leaving  the  subject  it  remains  to  mention  two  points 
which  follow  from  a  study  of  it. 

First,  in  all  cases  of  appendicitis  in  married  women  we 
should  invariably  ascertain  at  once  whether  pregnancy  co- 
exists or  not,  as  the  prognosis  and  the  treatment  will  be  mate- 
rially altered  by  its  coexistence. 

And,  conversely,  in  cases  of  pregnancy  where  miscarriage 
occurs,  if  the  symptoms  have  previously  pointed  to  any  abdom- 
inal or  pelvic  complication  a  careful  examination  should  always 
be  made,  lest  an  appendicitis  coexist,  and  have  actually  caused 
the  miscarriage.  For  in  this  case  the  suppuration  will  fre- 
quently have  become  general,  and  require  immediate  operative 
interference  if  the  mother^s  life  is  to  be  saved. 
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Suturing  and  Sutures. — ^J.  von  Mikulicz  (Deut.  med. 
Woch.)  holds  that  attention  to  minutiae  of  suturing  frequently 
determines  the  success  of  an  operation.  Too  often  one  meets 
with  highly  skilled  young  operators,  who  have  mastered  the 
steps  of  the  most  difficult  operations,  but  whose  results  are 
marred  by  too  little  attention  to  the  mode  of  applying  sutures 
and  of  choosing  the  material.  The  surgery  of  to-day  demands 
the  skilled  suture  of  each  organ  in  the  body  except  the  brain 
and  spinal  cord.  Bone,  tendon,  nerve,  fascia,  muscle,  and 
various  organs,  all  require  suture,  and  it  is  the  skillful  surgeon 
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who  can  feel  the  exact  amount  of  tension  which  must  be  ap- 
plied to  the  suture  to  keep  the  parts  in  apposition,  without 
running  the  risk  of  cutting  through.  Buried  sutures  are  de- 
serving of  the  most  care,  and  certain  points  must  be  borne 
in  mind.  First,  one  must  choose  the  suture  material  accord- 
ing to  the  degree  of  resorbability  or  non-resorbability  required, 
which  will  depend  on  the  structure  to  be  sutured.  Next,  one 
has  to  consider  the  ease  in  which  the  material  can  be  made 
and  kept  sterile ;  next,  its  smoothness  and  slipperiness.  and  its 
resistance  against  rubbing.  Some  sutures  lend  themselves 
better  to  being  knotted  and  remaining  firm  than  others,  and 
this  also  has  to  be  taken  into  account. 

Dealing  with  the  essentials  of  asepsis,  he  states  that  prac- 
tically all  the  modern  sutures  are  capable  of  being  sterilized, 
and  while  such  material  as  silk  absorbs  fluids,  one  should  be 
careful  not  to  employ  it  where  there  is  any  internal  risk  of 
infection,  as  in  the  case  of  intestinal  suture.  He  always  oper- 
ates in  cotton  gloves  which  can  be  frequently  changed  and 
re-disinfected.  That  one  does  not  lose  in  skill  by  wearing 
these  gloves  he  is  certain,  and  is  even  of  opinion  that  he  can 
apply  a  suture  more  rapidly  and  more  exactly  in  them  than 
with  naked  hands.  Practice  is,  of  course,  essential  for  rapid 
and  exact  application  of  sutures,  and  he  lays  great  stress  on 
the  method  by  which  students  should  be  taught. 

In  dealing  with  the  choice  of  material,  he  states  that  from 
an  aseptic  point  of  view  silver  and  aluminum-bronze  sutures 
are  the  safest  for  sunken  sutures,  since  they  are  easily  ster- 
ilized, and,  besides  being  unimbibitionable,  they  exert  a  certain 
degree  of  inhibition  to  the  growth  of  micro-organisms.  Next 
comes  catgut,  which  is  a  great  improvement  on  silk  and  such- 
like material,  and  in  stating  that  he  has  employed  this  suture 
largely  during  the  last  few  years  and  has  never  experienced 
one  suture  causing  suppuration,  he  means  to  give  it  high 
praise.  Silkworm  gut  is  also  trustworthy.  When  one  is  deal- 
ing with  absolutely  aseptic  wounds  one  may  further  trust  silk 
for  sunken  suture.  The  next  point  is  the  strength  of  the  dif- 
ferent sutures.  Aluminum-bronze  and  silkworm  gut  deserve 
the  first  place  in  this  respect.  Silk  is  not  much  less  resistant, 
but  catgut  is  considerably  less  so.  Reindeer  tendon  makes 
very  strong  sutures,  but  for  its  use  in  such  operations  as 
radical  cure  of  hernia  it  is  absorbed  within  twelve  days,  which 
is  too  short  a  time  to  be  reliable. 

Turning  to  the  capability  of  being  resorbed,  he  places  cat- 
gut, animal  fibers,  tendon,  fascia,  periosteum,  etc.,  on  the  same 
level,  while  metal  sutures,  with  the  exception  of  magnesium 
wire  and  silkworm  gut  are  not  resorbed.  Silk  becomes  dis- 
integrated after  a  time  and  is  eventually  cast  out,  and  the  same 
applies  to  flax  and  other  vegetable  material.  Where  it  is  de- 
sired to  hold  the  edges  of  the  tissues  together  for  not  more 
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than  one  week,  and  where  there  is  no  great  tension,  he  advises 
catgut  to  be  used.  When  one  needs  a  more  reliable  support 
for  a  longer  time,  silkworm  gut  or  metal  are  to  be  preferred. 
Silkworm  gut  has,  however,  one  drawback  as  a  sunken  suture. 
It  always  heals  in  without  reaction,  but  later  it  acts  as  a  for- 
eign body,  and  may  produce  symptoms  of  irritation.  He  finds 
that  catgut  which  has  been  subjected  to  a  narticular  process  of 
**  tanning  "  is,  therefore,  to  be  preferred,  since  he  finds  that  it 
resists  resorption  for  83  to  99  days,  is  as  strong  as  the  usual 
catgut,  and  is  readily  sterilized.  It  heals  well  in  without  re- 
action. This  applies  especially  for  radical  cures,  for  suture 
of  fascia  in  the  abdomen,  and  for  tendons. 

Dealing  with  skin  sutures,  he  points  out  that  much  care 
must  be  exercised  here.  He  prefers  catgut  or  silver  wire  as 
material,  and  states  that  silk  is  not  adapted  to  this  use.  Per- 
cutaneous silver  wire  suture  yields  very  excellent  results. 
This  and  scrupulous  aseptic  care  help  to  diminish  the  risk  of 
ugly  scars  in  the  sites  of  the  puncture.  A  third  means  to  pre- 
vent this  is  to  remove  the  sutures  early,  if  possible  on  the 
second  day.  Kocher  has  pointed  out  that  if  one  makes  one 
incision  in  the  direction  of  Langer's  skin  lines,  one  can  avoid 
undue  tension  of  the  skin,  and  not  only  can  the  sutures  be 
taken  out  very  early,  but  the  scar  will  remain  linear  and  will 
not  afterwards  broaden.  He  has  shown  that  this  is  so  espe- 
cially well  in  his  well-known  *'  goiter  incision,"  which  is  cir- 
cular. 

The  Physiological  Capacity  of  the  Kidney. — Rovsing 
(Archiv  f.  klin.  Chir.)  holds  that  none  of  the  methods  that 
have  hitherto  been  tried  before  an  operation  on  one  kidney 
can  afford  reliable  help  in  the  accurate  determination  of  the 
functional  capacity  of  the  other  renal  organ.  Of  these 
methods  four  only  are  regarded  as  claiming  consideration — 
namely,  cryoscopy  of  the  blood,  urinary  cryoscopy,  the  phlor- 
idzin  test,  and  the  quantitative  determination  of  urea.  Of 
these  methods  the  first,  in  the  author's  opinion,  is  the  most 
uncertain.  The  information  it  gives  on  both  the  positive  and 
the  negative  side  is  held  to  be  most  misleading,  and  the  sur- 
geon influenced  solely  by  the  results  of  blood  cryoscopy  runs 
two  risks,  one  of  leaving  a  patient  to  die  who  might  be  saved 
by  an  operation,  the  other  of  hastening  death  by  unnecessary 
intervention.  The  author  strongly  insists  on  the  advisability 
of  ignoring  the  results  of  this  method  in  the  consideration  of 
the  question  whether  a  renal  operation  should  or  should  not 
be  performed.  Urinary  cryoscopy,  the  phloridzin  test,  and  the 
test  for  urea,  when  these  give  positive  results  and  show  that 
the  renal  secretory  function  is  normal,  aflFord  valuable  infor- 
mation on  which  the  surgeon  can  confidently  rely.  On  the 
other  hand,  negative  results  pointing  to  complete  arrest  or 
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considerable  impairment  of  the  renal  function  of  secreting  the 
specific  constituents  of  the  urine  would  by  no  means  justify 
the  surgeon  in  regarding  the  prognosis  of  an  operation  as 
hopeless. 

The  fact  that  a  kidney  is  not  doing  its  work  does  not  prove 
that  it  is  permanently  disabled.  It  is  well  known  that  uni- 
lateral renal  disease  may  by  reflex  and  toxic  action,  or  in  some 
still  unknown  way,  disturb  to  a  serious  degree  the  secreting 
activity  of  the  other  kidney,  even  though  this  organ  may  not 
have  been  rendered  permanently  incapable  of  performing  its 
normal  function. 

The  only  method  of  restoring  the  function  of  the  sound 
kidney  in  such  cases  would  be  to  remove  the  diseased  organ, 
or  to  restore  it  to  a  healthy  and  normal  condition  by  some 
other  operation.  By  trusting,  therefore,  to  the  negative  re- 
sults of  these  methods,  the  surgeon  would  run  the  risk  of 
rejecting  such  treatment  as  would  alone  give  his  patient  a 
chance  of  recovery. 

Of  the  three  methods,  the  simplest  and  also  the  most  reliable 
is  that  for  the  quantitative  determination  of  urea,  and  this,  it 
is  held,  should  be  used  in  preference  to  the  methods  of  deter- 
mining the  freezing-point  of  the  urine  and  the  activity  of  the 
secretion  of  sugar  after  the  injection  of  phloridzin.  In  cases 
in  which  there  is  a  question  as  to  nephrectomy,  the  author 
attaches  the  greatest  importance  to  catheterization  of  the 
ureter,  and  the  chemical,  microscopical,  and  bacteriological 
examination  of  the  urine  thus  removed  from  each  kidney.  The 
surgeon  may  thus  find  out  whether  there  be  a  fellow  kidney 
to  that  he  proposes  to  remove,  whether  this  secretes  urine,  and 
whether  this  urine  be  free  from  pathological  contents,  such  as 
albumen,  blood,  pus,  and  microbes.  In  cases  in  which  there 
are  decided  clinical  indications  of  bilateral  shrinking  of  the 
kidney  or  multilocular  renal  cysts,  and,  notwithstanding  a 
normal  condition  of  the  urine,  there  is  reason  to  doubt  whether 
the  opposite  kidney  be  capable  of  taking  on  the  whole  of  the 
renal  function,  this  kidney,  before  nephrectomy  is  performed 
on  the  other  side,  should  be  exposed  by  the  lumbar  incision, 
and  its  condition  be  carefully  made  out  by  sight  and  touch. 

The  Use  of  Celluloid  in  the  Preparation  of  Orthopedic 
Appliances. — Ghiulamila  (Rev.  d'Orthoped.)  describes  the 
method  practised  in  Hoffa*s  clinique,  of  using  celluloid  in  the 
construction  of  splints  and  spinal  supports  applied  in  ortho- 
pedic surgery.  The  desired  apparatus  is  formed  by  the  ap- 
plication of  bandages  or  layers  of  woven  material  impregnated 
with  a  solution  of  celluloid  in  acetone,  to  an  accurate  plaster 
model  of  the  deformed  or  diseased  part  for  which  it  is  in- 
tended. Celluloid  as  a  material  for  orthopedic  appliances  has, 
it  is  stated,  many  advantages ;  it  is  cheap,  very  durable,  light. 
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and  clean.  A  well-made  and  well-fitting  corset  or  splint  may 
last  over  three  years,  its  replacement  being  necessitated  only 
by  the  growth  of  the  patient.  As  celluloid  is  impermeable  by 
water,  the  appliance  may  be  thoroughly  cleansed  from  time 
to  time.  There  are,  however,  some  disadvantages  in  the  use 
of  the  celluloid  solution  in  this  direction.  Acetone  has  a  very 
unpleasant  smell,  and  is  apt,  in  children  and  sensitive  subjects, 
to  cause  headache,  but  when  the  impregnated  material  has 
become  dry  and  firm,  the  odor,  it  is  stated,  is  no  longer  per- 
ceptible. 

The  inflammability  of  celluloid  is  not  regarded  by  the  author 
as  a  serious  objection.  Acetone,  it  is  pointed  out,  is  very  in- 
flammable, and  much  care  is  necessary  in  the  preparation  of 
the  solution,  but  the  apparatus,  when  quite  dry,  is  not  more 
inflammable  than  any  ordinary  dress  material.  The  retention 
of  perspiration  due  to  the  impermeability  of  the  celluloid  solu- 
tion may  be  prevented  by  making  small  perforations  in  the 
appliance,  as  is  done  in  splints  of  gutta-percha.  Celluloid 
appliances,  it  is  held,  are  indicated  in  cases  in  which  very 
strict  and  close  retention  of  the  covered  parts  is  not  absolutely 
necessary.  In  such  cases  a  light  and  thin  celluloid  appliance 
is  preferable  to  the  heavy  and  unwieldy  splint  of  plaster-of- 
Paris.  It  may  be  employed  with  advantage  as  a  simple  sup- 
porting apparatus  in  any  case  of  paralysis  of  a  limb,  and  is 
indicated  also  in  cases  of  spinal  caries  with  curvature  and  of 
paralytic  deviation. 

Celluloid  splints  will  be  found  useful  in  joint  disease  in  the 
upper  extremity,  but  when  applied  to  the  hip,  knee,  or  ankle, 
will  need  some  strengthening  by  steel  supports.  The  chief 
advantage  attending  the  use  of  the  celluloid  solution  is  the 
facility  with  which  the  appliances  can  be  made  by  the  surgeon 
himself,  when,  under  conditions  of  locality  and  expense,  the 
services  of  an  expert  in  the  construction  of  costly  and  com- 
plicated appliances  are  not  available. 

Youthful  Primiparae. — Cache  (Ann.  de  Gynec.  et  d'Ob- 
stet.)  has  attended  91  labors  in  patients  under  17  in  the  Raw- 
son  Hospital,  Buenos  Ayres.  The  great  majority  were  Ar- 
gentines, a  race  of  women  very  prolific  from  childhood  up  to 
the  menopause,  and,  with  the  exception  of  one  English  sub- 
ject, aged  16,  all  the  remainder  were  of  the  Latin  races,  Span- 
ish, Italian,  or  French ;  of  the  last  nationality  there  were  only 
2,  both  aged  16.  Not  one  of  the  91  was  of  German  or  Slav- 
onic origin.  He  found  that  these  young  mothers  were  not 
more  exposed  than  others  to  abortion  and  to  other  complica- 
tions of  pregnancy.  Only  i  had  marked  narrow  pelvis,  due  to 
defective  development,  and  3  slightly  contracted  pelves,  where 
the  forceps  expedited  labor.  Delivery  was  in  other  cases 
normal,  and  the  only  distinct  feature  was  that  its  duration  was 
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of  Reverden,  holds  that  in  cases  of  old  and  healing  wounds 
it  is  quite  unnecessary,  and,  indeed,  disadvantageous,  to  carry 
out  the  former  surgeon's  practice  of  scraping  away  the  o-ran- 
ulations.  and  of  applying  the  large  and  thin  flaps  of  skin  to  a 
raw  and  bleeding  surface.  In  the  course  of  the  last  eight 
years  Isnardi  has  applied  Thiersch's  skin  flaps  directly  to 
intact  granulating  surfaces,  with  results  that,  in  his  opinion, 
could  not  possibly  have  been  improved  had  he  removed  the 
granulations.  The  conditions  for  success  in  such  practice  are 
a  careful  and  prolonged  aseptic  dressing  of  the  wound  and 
surrounding  skin,  and  a  healthy  condition  of  the  open  surface, 
indicated  by  small,  ruddy,  and  firm  granulations.  The  author 
insists  on  the  importance  of  keeping  the  flaps  of  skin  in  posi- 
tion by  gauze  attached  to  the  surrounding  parts  by  collodion, 
and  of  frequent  application  over  the  gauze  of  boric-acid 
fomentations.  After  the  eighth  day,  when  the  transplanted 
flaps  have  usually  become  attached,  the  dry  and  covered  wound 
is  powdered  with  euphorin,  and  protected  by  layers  of  dry 
gauze  and  cotton  wool. 

The  objections  to  Thiersch's  practice  of  removing  granula- 
tions are  the  pain  caused  by  this  part  of  the  operation,  the 
loss  of  time  in  stopping  the  hemorrhage,  and  the  delay,  due 
to  exudation,  in  the  establishing  of  vascular  connections  be- 
tween the  raw  surface  and  the  flaps  of  skin. 

The  Treatment  of  Ovarian  Cysts,  complicating  Preg- 
nancy and  Labor. — A.  Duhrssen  holds  that  the  proper  treat- 
ment in  the  majority  of  cases  of  ovarian  tumors,  and  especially 
cysts,  occurring  as  complications  to  pregnancy  and  labor,  is 
the  vaginal  ovariotomy  (Deut.  med.  Woch.).  He  cites  some 
cases  which  illustrate  the  ease  and  safety  of  the  operation, 
and  argues  from  these  cases.  In  one  case  the  ovarian  cyst 
was  diagnosed  in  the  fourth  month  of  pregnancy,  and  as  the 
cyst  could  not  be  replaced  into  the  abdomen,  and  therefore 
formed  an  obstruction  to  a  future  labor,  he  operated.  The 
posterior  vaginal  vault  was  incised  without  the  cervix  being 
drawn  down,  and  the  wound  secured  with  four  pairs  of  press- 
ure forceps.  The  direction  of  the  incision  was  a  median 
longitudinal  one.  The  upper  half  of  Douglas's  pouch  was 
then  seized  with  forceps  and  opened.  Two  fingers  could  be 
easily  introduced  into  it.  Passing  a  Doyen's  mirror  into  the 
wound,  he  illuminated  the  lower  pole  of  the  cyst,  and  punc- 
tured the  same  with  a  lancet.  A  large  quantity  of  fluid 
escaped.  The  sac  was  drawn  into  the  vagina  by  clamps,  and 
the  peduncle  was  ligatured  by  three  catgut  ligatures  and  di- 
vided. On  account  of  two  of  the  ligatures  being  found  to  in- 
clude portions  of  cyst  wall,  they  were  replaced  by  others  higher 
up,  and  the  rest  of  the  cyst  removed.  After  dividing  the  num- 
erous sutures,  which  had  been  adjusted  with  much  care,  the 
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stump  receded  rapidly  into  the  abdoiiien.  The  wound  was 
sewn  up  in  layers,  and  only  a  small  gauze  drain  left  in.  The 
case  did  exceedingly  well,  and  the  pregnancy  was  not  interfered 
with. 

In  discussing  the  operation,  he  states  that  the  worst  that 
can  happen  to  the  operator  is  that  he  may  not  be  able  to  get 
at  the  peduncle,  either  because  the  cyst  or  tumor  cannot  be 
drawn  down,  or  because  the  tissue  is  so  friable  that  it  tears  as 
soon  as  one  applies  any  traction ;  in  this  case,  one  can  imme- 
diately proceed  to  perform  a  ventral  operation,  which  does  not 
alter  the  chances  for  the  patient,  and  for  which  the  operator 
must  be  prepared  in  each  case.  The  objection  raised  to  the 
operation,  that  the  cyst  may  be  ruptured  before  by  attempts 
to  reduce  it  into  the  abdomen,  is  met  with  the  remark  that  no 
force  should  be  exerted  to  return  these  tumors  into  the  ab- 
domen, as  they  are  only  easily  got  at  from  the  vagina,  when 
they  have  not  been  returned.  When  there  is  infection  of  the 
contents  of  the  tumor,  or  of  the  genital  passages,  he  advises 
the  ventral  way  of  operation,  but  all  other  contingencies  may 
be  best  met  by  operating  per  vaginam  by  posterior  colpo- 
celiotomy.  Tumors  which  are  placed  high  up,  which  do  not 
tend  to  obstruct  labor,  should  be  left  alone  during  the  preg- 
nancy, as  long  as  the  general  condition  of  the  patient  remains 
good,  and  the  tumors  do  not  grow  rapidly.  Myomata  may 
be  dealt  with  in  the  same  way,  and  when  it  is  considered  best 
to  remove  the  uterus  as  well,  this  may  be  done  by  his  so-called 
vaginal  Cesarian  section. 

The  Latero-vaginal  Incision  in  Vaginal  Hysterectomy. 

— Paolo  Fiori  (II  Policlinico)  advocates  the  use  of  such  an 
incision  of  the  vaginal  wall  and  the  adjoining  tissues  as  may 
be  necessary  to  facilitate  the  exposure  and  removal  of  all  the 
affected  parts,  especially,  in  cases  where  extensive  pelvic  ad- 
hesions and  widespread  neoplastic  growths  make  it  difficult 
or  impossible  to  deliver  the  uterus  through  the  complete  vulva. 
The  exact  operation  recommended  is  that  first  performed  by 
Ruggi.  It  is  described  by  the  author  as  superior  to  that  of 
Chaput,  and  in  every  way  equal  to  the  more  formidable 
vagino-latero-perineal  operation  of  Schuchardt.  The  operator 
grasps  between  his  left  thumb  and  forefinger  both  the  labia 
in  the  neighborhood  of  the  posterior  angle  of  the  vulva,  com- 
pressing as  much  as  possible  of  the  corresponding  part  of  the 
vaginal  wall.  An  assistant  does  the  same  thing  at  the  an- 
terior angle.  The  pressure  thus  applied  prevents  any  con- 
siderable loss  of  blood  from  the  incision.  In  the  space  left 
free  by  the  fingers  an  incision  is  now  made,  which  starts  from 
the  junction  of  the  posterior  and  left  lateral  fornices,  divides 
all  the  lateral  boundaries  of  the  vagina  and  the  vulva,  and 
goes  deeply  into  the  ischio-rectal  fossa,  divides  all  the  tissues 
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of  the  ano-perineal  region,  and  ends  3  cm.  from  the  anal 
orifice.  The  vaginal  cavity  and  the  upper  segments  of  the 
portio  then  come  well  into  view,  so  that  parts  can  be  seen 
which  were  before  almost  out  of  reach  of  the  examining  finger. 
Suspected  tissues  can  be  more  widelv  removed  and  the  uterine 
vessels  easily  tied  at  a  little  distance  from  the  uterus.  The 
wound,  accurately  united  with  catgut,  heals  in  five  or  six 
days,  and  so  completely,  according  to  Ruggi,  that,  after  opera- 
tion on  a  virgin  subject,  there  may  be  complete  reconstitution 
of  the  hymen. 

Out  of  several  cases  the  author  quotes  one  in  which  the 
wide  diffusion  of  an  epithelioma  would  have  made  successful 
operation  through  the  abdominal  wall  impossible,  while  the 
viscera  were  too  completely  fixed  to  have  been  thoroughly  re- 
moved per  vaginam,  except  by  some  such  method  as  this, 
which  proved  completely  successful. 

Extra-uterine  Pregnancy:  Eclampsia:  Living  Child  Ex- 
tracted at  Term. — Peham  (Wiener  klin.  Woch.)  reports  this 
case,  where  a  woman  suffering  from  nephritis  and  eclampsia 
and  in  labor  for  two  days  was  admitted  into  Chrobak's  wards. 
There  was  uncertainty  of  diagnosis,  rupture  of  the  uterus  was 
suspected  on  account  of  the  collapsed  state  of  the  patient,  the 
tenderness  of  the  abdomen,  the  escape  of  blood  from  the 
uterus,  and  a  history  of  attempts  made  to  turn  and  deliver. 
There  was,  however,  no  tympanitic  distention,  and  evidence 
of  damage  to  the  uterus  by  a  practitioner  was  defective.  Ab- 
dominal section  was  performed,  the  uterus  was  found  en- 
larged to  the  size  normal  at  the  fourth  month.  There  was  a 
fetal  sac  to  the  left  of  the  uterus  posteriorly ;  the  left  Fallopian 
tube  ran  on  its  surface.  The  sac  was  extirpated  with  the 
placenta,  the  child  was  living,  and  developed  as  at  term;  it 
measured  18  inches  in  length,  and  weighed  a  little  under  41-2 
pounds.  The  abdominal  wound  was  closed,  but  drainage 
effected  through  the  vagina.  The  sac  was  probably  tubal — 
just  possibly  ovarian — but  too  much  damaged  in  the  course 
of  the  operation  to  allow  of  precise  definition.  The  insertion 
of  the  funis  on  the  placenta  was  velamentous,  an  unfavorable 
condition  had  removal  of  the  placenta  proved  impossible  at 
the  operation.  The  mother's  convalescence  was  retarded  by 
an  attack  of  parotitis;  the  child  was  alive  and  in  good  condi- 
tion six  months  after  the  operation. 

Acute  Vesical  Hemorrhage  in  Pregnancy. — Kubinyi 
(ZentralW.  f.  Gynak)  attended  a  woman,  aged  thirty-two,  for 
acute  retention  of  urine.  Previously  her  health  had  been 
good,  and  she  had  been  delivered  normally  four  times  and 
aborted  twice.  Three  days  before  the  consultation  she  passed 
bloody  urine  after  lifting  a  weight,  and  from  that  time  could 
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pass  no  more;  the  catheter  brought  away  nothing  but  blood, 
and  a  swelHng  could  be  felt  rising  above  the  pubes.  The 
patient  also  complained  of  headache,  nausea,  and  vomiting. 
There  were  all  the  evidences  of  acute  internal  hemorrhage, 
and  the  bladder  was  clearly  filling  with  blood,  its  rupture 
being  imminent.  Neither  a  female  nor  a  large  male  catheter 
were  of  any  service.  A  vaginal  enema  tube  was  introduced, 
but  a  double-current  injection  only  brought  away  a  little  fetid 
tarry  blood.  The  urethra  was  then  dilated  with  Hegar's  in- 
struments up  to  No.  16;  the  finger  brought  away  nearly  a 
pound  of  clot  and  several  pints  of  bloody  urine.  Free  irriga- 
tion of  the  bladder  with  cold  w^ater  followed.  The  patient 
suffered  from  varicose  veins  in  the  lower  extremities,  and,  as 
the  attack  of  hemorrhage  was  essentially  acute,  rupture  of 
varices  in  the  bladder  was  diagnosed.  A  retention  catheter 
was  not  used,  the  urine  was  drawn  off  several  times  on  the 
day  of  operation,  and  the  bladder  washed  out  with  a  3  per 
cent,  solution  of  boracic  acid.  The  patient  was  kept  on  a  milk 
diet.  On  the  next  day  she  passed  water  normally,  and  a  week 
later  she  was  delivered  of  a  living  child,  which  was  reared. 
There  was  no  return  of  the  hematuria,  and  the  urine  was  free 
from  albumen.  The  cystoscope  revealed  a  dilated  vessel  sur- 
rounded by  thickened  mucosa  near  the  neck  of  the  bladder. 

\ 

Surgical  Treatment  of  Cirrhosis  of  the  Liver  with  As- 
cites.— Cijnozzi  (Rif.  Med.)  reports  two  cases  of  cirrhosis 
with  ascites  (one  of  cardiac  origin  and  the  other  of  toxic 
nature)  successfully  operated  upon  by  him.  He  discusses  the 
modern  surgical  treatment  of  cirrhosis  by  omentopexy,  and 
describes  the  various  types  of  cirrhosis  with  the  probable  suc- 
cess likely  to  occur  in  each  case  after  surgical  interference. 

Ascites  due  to  pylethrombosis,  or  to  stenosis  of  the  vena 
porta  by  outside  compression  from  scar  tissue,  new  growth, 
etc.,  is  likely  to  receive  permanent  benefit  from  surgical  treat- 
ment if  the  mechanical  cause  of  obstruction  can  be  removed, 
or  an  efficient  collateral  circulation  established.  The  great 
difficulty  in  these  cases  is  the  diagnosis  before  operation. 

Atrophic  cirrhosis  of  alcoholic  origin  gives  the  worst  re- 
sults of  all.  The  mortality  of  the  operation  in  these  cases  is 
itself  great,  and  the  after-results  are  very  seldom  satisfactory. 

Hypertrophic  cirrhosis,  on  the  other  hand,  gives  decidedly 
better  results.  The  connective  tissue  in  these  cases  is  not  of 
the  same  hard,  contracting  character  as  in  the  previous  class. 

Cirrhosis  of  cardiac  origin,  other  things  being  equal,  may 
be  treated  surgically  with  a  fair  prospect  of  success.  By  es- 
tablishing a  collateral  circulation,  relief  is  given  not  only  to 
the  liver  (mechanically  and  by  lessening  the  toxemia)  but  also 
to  the  mechanics  of  the  heart  as  well. 

In  the  cirrhosis,  whether  of  the  hypertrophic  or  the  atrophic 
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form,  due  to  toxic  infection — for  example,  Budd's  or  Banti's 
cirrhosis, — operation  may  do  good.  Probably  in  these  cases 
some  Of  the  benefit  is  due  to  the  action  of  the  laparotomy  on 
the  peritoneum,  increasing  its  power  of  absorption  and  so 
lessening  the  ascites. 

Localized  syphilitic  gummata  in  the  liver  do  not  often  give 
rise  to  ascites,  but  there  is  a  diflFerent  form,  congenital  or 
acquired,  which  may  cause  cirrhosis  with  ascites.  No  general 
law  can  be  laid  down  for  these  cases ;  the  question  of  operation 
must  be  left  to  the  judgment  of  the  individual  surgeon. 

Lastly,  there  is  a  malarial  form,  sometimes  associated  also 
with  splenic  enlargement.  But,  owing  to  the  generally  ca- 
chectic condition  of  many  of  these  patients,  they  do  not  form 
suitable  cases  for  surgical  treatment,  although  some  of  these 
cases  have  derived  considerable  temporary  benefit  from  such 
treatment. 

Subcutaneous  Emphysema  in  Obstetrics.  —  Herrgott 
(Ann.  de  Gyn.  et  d'Obstet.)  observed  this  condition  in  a 
primipara  aged  twenty-eight.  On  the  day  after  delivery, 
where  the  child  was  a  male  weighing  seven  pounds,  she  com- 
plained of  slight  dyspnea.  Diagnosis  was  very  uncertain; 
there  appeared  to  be  evidence  of  old  pericarditis.  On  the 
second  day,  although  the  difficulty  in  breathing  had  greatly 
diminished,  there  was  marked  emphysema  under  the  skin  of 
the  neck,  the  left  supraclavicular  fossa,  and  the  upper  part  of 
both  sides  of  the  thorax  at  the  level  of  the  first  intercostal 
space.  It  was  now  evident  that  the  friction  sounds  heard 
over  the  precordial  region  were  due,  not  to  pericarditis,  but  to 
extrapericardial  mediastinal  emphysema.  The  labor  had  been 
rather  lingering,  anl  large  doses  of  quinine  had  been  given  as 
an  oxytoxic.  The  child  was  delivered  spontaneously,  and 
during  its  expulsion  the  mother  felt  something  give  way  in 
the  left  side  of  her  chest.  Then  followed  distinct  dyspnea, 
which  prevented  her  from  bearing  down  as  vigorously  as  she 
otherwise  might  have  done.  The  emphysema  disappeared  in 
a  few  days.  This  complication  of  labor  is  rare,  but  its  pro- 
portional frequency  is  not  rated  at  the  same  figure  by  all  who 
have  collected  statistics. 

The  prognosis — when  the  lesion  is  due  to  rupture  of  an  air 
passage — is  very  favorable,  but  emphysema  due  to  rupture  of 
the  uterus  or  of  an  ectopic  fetal  sac  and  decomposition  of  the 
fetus  is  a  symptom  of  extreme  gravity. 

Measles  in  Pregnancy. — Cerf  discusses  the  occurrence  of 
measles  in  pregnancy,  and  the  effects  which  this  disease  pro- 
duces at  different  periods  (Annales  Med.  et  Chir.  du  Centre). 
Measles  occurring  in  a  pregnant  woman  is  always  dangerous, 
abortion  occurring  in  60.3  per  cent,  of  all  cases.  This  usually 
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occurs  at  the  fifth  month  in  50  per  cent,  of  cases.  The  more  ad- 
vanced the  period  of  pregnancy,  the  greater  danger  there  is 
of  abortion,  and  after  the  seventh  month  the  proportion  of 
premature  births  is  80  per  cent.  An  attempt  has  been  made 
to  estaWish  some  relation  between  the  appearance  of  the  ex- 
anthem  and  the  commencement  of  labor,  it  being  supposed  that 
the  former  reaches  its  height  simultaneously  with  the  birth 
of  the  child. 

In  the  opinion  of  the  writer,  there  is  much  variation  in  the 
onset  of  labor  and  the  appearance  of  eruption.  It  would  seem 
that  the  toxemia  of  measles  has  got  a  very  marked  stimu- 
lating action  on  the  uterine  muscle,  as  in  the  majority  of  cases 
parturition  is  rapid,  lasting  from  four  to  six  hours.  The 
writer  even  quotes  cases  occurring  in  his  own  practice  in  which 
parturition  was  completed  within  an  hour.  LJsually  speaking, 
post-partum  prognosis  is  good,  and  it  is  uncommon  for  the 
patient  to  suffer  from  any  complications,  and  the  course  of 
the  puerperium  is  unaffected. 

Mesenteric  Cysts. — Haas  (Zentralbl.  f.  Gynak.)  observed 
a  tumor  of  this  kind  in  a  woman  aged  thirty-four.  She  had 
been  married  eight  years,  and  had  twice  borne  twins.  After 
the  first  twin  labor,  where  the  placenta  was  adherent,  she  suf- 
fered from  septic  symptoms,  and,  on  recovery,  from  jaundice. 
The  second  twin  labor  occurred  three  years  before  the  cyst 
was  removed,  and  during  the  pregnancy  the  patient  com- 
plained of  dragging  pains  in  the  right  hypochondrium.  Three 
weeks  before  the  patient  came  under  observation  she  had  a 
sudden  attack  of  pain  in  the  right  side  of  the  abdomen,  which 
continued,  with  short  intervals,  until  admission  into  a  hospital. 
There  was  no  vomiting  or  nausea;  the  right  side  of  the  ab- 
domen was  greatly  distended,  so  that  hydronephrosis  was  sus- 
pected. A  tense  oval  tumor  filled  the  middle  and  right  of  the 
abdominal  cavity;  it  was  freely  movable  from  side  to  side, 
less  so  vertically.  It  was  slightly  tender  and  gurgled  on 
pressure;  its  upper  part  was  tympanitic  on  percussion.  Its 
lower  limits  extended  to  the  pelvic  brim,  but  the  uterus  and 
appendages  were  distinct  from  it,  as  was  the  liver;  the  left 
kidney  could  be  defined,  the  right  could  not  be  clearly  made 
out.  On  opening  the  abdomen  the  tumor  was  seen  to  be 
covered  with  bowel,  the  right  kidney  found  to  be  normal,  and 
a  small  cystic  tumor  of  the  right  ovary  discovered  and  re- 
moved. The  larger  tumor  was  enucleated  from  the  mesen- 
tery, some  of  the  intestine  adhered  to  the  cyst  wall,  and  some 
to  the  parietal  peritoneum,  but  none  was  resected.  Large 
vessels  had  to  be  divided  and  ligatured,  and  there  was  much 
oozing ;  the  peritoneal  cavity  was  closed,  and  the  patient  made 
a  good  recovery.  The  contents  of  the  cyst  consisted  of  a 
yellowish,    slightly    milky,    odorless    fluid,    alkaline,    specific 
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gravity  1014,  and  containing  numerous  lymph  corpuscles  with 
blood  cells  and  particles  of  fat.  A  little  flat  epithelium  was 
detected  at  a  few  points  on  its  inner  surface.  Haas  refers  to 
the  literature  of  the  subject. 

Some  mesenteric  cysts  undergo  malignant  degeneration 
(von  Bergmann).  A  sudden  attack  of  abdominal  pain  is  as  a 
rule  the  symptom  which  leads  to  the  detection  of  a  mesenteric 
cyst.  In  nearly  all  cases  a  close  connection  between  the  sur- 
face of  the  cyst  and  a  coil  of  intestine  can  be  defined  on  palpa- 
tion, the  coil  moving  with  the  tumor.  Enucleation  is  usually 
practicable,  though  hemorrhage  may  be  formidable;  in  von 
movable,  and  was  fixed  to  the  abdominal  wound  and  drained. 
Bergmann's  and  Kiimmers  cases  the  cyst  wall  proved  irre- 
movable, and  was  fixed  to  the  abdominal  wound  and  drained. 

Uterine  Fibroid  and  Late  Marriage. — Now  that  the  results 
of  hysterectomy  for  fibroid  disease  are  so  often  published, 
attention  is  turned  to  all  matters  associated  with  that  very 
common  disorder.  For  a  long  period  Professor  Pinard  has, 
we  understand,  taught  that  its  evolution  is  associated  rather 
with  disuse  than  with  use  or  abuse  of  the  functions  of  the 
organ  affected.  He  has  recently  enunciated  his  theory  fully 
in  a  lecture  of  the  highest  interest  (Annales  de  Gynec.  et 
d'Obstet.).  In  respect  to  fibroids  and  pregnancy,  he  notes 
that  in  21,891  labors  during  the  last  ten  years  at  the  Baude- 
locque  clinic,  171  were  complicated  by  fibroid  tumors.  After 
long  experience  in  hospital  and  private  practice,  and  careful 
scrutiny  of  the  records  of  parturition,  abortion,  and  sterility, 
gleaned  alike  from  the  lying-in  chamber  and  from  the  clinical 
histories  of  patients  who  sought  medical  relief  on  account  of 
uterine  fibroid.  Dr.  Pinard  has  arrived  at  certain  convictions. 

First,  the  most  evident  predisposing  cause  of  uterine  fibroid 
disease  is  the  failure  to  permit  the  reproductive  function  to 
evolve  to  its  natural  conclusion,  by  which  he  means  impreg- 
nation, pregnancy,  delivery  at  term,  and  also  as  an  equally 
-essential  factor,  lactation  continued  for  a  reasonable  period. 

Secondly,  late  impregnation  and  secondary  sterility  are  very 
frequent  in  the  history  of  fibroid  disease,  a  clinical  fact  which 
supports  his  first  proposition.  "  For  many  years  I  have  in- 
cessantly repeated  to  my  pupils,"  says  Dr.  Pinard,  "  the  fol- 
lowing aphorism :  *  Whenever  you  come  across  a  primipara, 
aged  thirty  or  older,  in  the  lying-in  room,  cherchez  le  fibrome/ 
Is  this  notion,  which  I  have  endeavored  to  inculcate  for  over 
twenty  years,  true  and  useful?  " 

In  order  to  prove  its  truth,  he  turns  to  the  171  cases  of 
fibroid  disease  complicating  labor  in  the  Baudelocque  clinic. 
No  less  than  94  were  primiparse,  and  out  of  that  94  as  many 
as  80  were  thirty  years  of  age  or  over,  whilst  only  i  was 
under  twenty-five;  so   13  had  married  between  the  ages  of 


440  Translations. 

twenty-five  and  thirty — a  relatively  late  period,  especially  in 
France — whilst  the  great  majority,  over  85  per  cent.,  had 
married  absolutely  late  in  life. 

Dr.  Pinard  publishes  full  statistics  of  his  operations  on  cases 
of  uterine  fibroid,  and  insists  that  they  confirm  his  theory,  and 
especially  demonstrate  a  close  relation  between  fibroids  and 
**  secondary  sterility."  By  that  term  he  signifies  barrenness 
throughout  sexual  life  after  one  or  two  pregnancies.  Out  of 
68  cases  41  occurred  in  parous  women.  As  many  as  18  of  the 
41  had  only  once  been  pregnant  and  14  only  twice,  whilst  9, 
a  very  small  proportion,  had  passed  through  more  than  two 
pregnancies.  Only  i  in  this  series  was  under  thirty  years  of 
age,  and  this  patient  was  twenty-nine,  and  had  been  delivered 
of  her  first  child  when  twenty-seven,  hence  this  case  really 
followed  Pinard's  rule.  Again,  he  shows  that  in  the  series  of 
41  parous  women  with  fibroids,  30  had  not  been  pregnant  for 
over  ID  years,  and  amongst  them  were  only  2  who  had  passed 
the  menopause;  indeed  there  were  but  6  elderly  cases  in  the 
entire  68,  4  being  sterile. 

Closer  inspection  of  his  statistics  showed  Dr.  Pinard  that 
abortion  is,  in  relation  to  fibroids,  practically  sterility,  and  that 
the  same  must  be  said  of  all  cases  where  the  mother  did  not 
suckle  her  infant.  Thus,  according  to  this  eminent  French 
obstetrician,  it  is  sterility  that  causes  fibroids  rather  than 
fibroids  that  cause  sterility.  The  theory  is  interesting,  and 
will  no  doubt  be  thoroughly  investigated.  It  is  probable  that 
a  large  number  of  spinsters  with  fibroids  never  seek  medical 
relief,  whilst  in  a  considerable  proportion  of  married  women 
the  disease,  hitherto  unknown  to  them,  is  found  out  during 
pregnancy,  labor,  or  the  puerperium. 

Ovarian  Pregnancy. — Freund  (Monats.  f.  Geb.  u.  Gyn.) 
reported  a  case  of  this  condition  in  a  young  primipara.  The 
fetal  sac  consisted  of  an  ovary  the  size  of  a  fist  connected  with 
the  uterus  by  a  stout  ovarian  ligament.  The  wall  of  the  sac 
was  made  up  of  ovarian  tissue  infiltrated  with  blood;  there 
were  many  corpora  lutea  and  follicles.  The  main  cavity  was 
lined  with  amnion  and  chorion,  and  contained  a  fetus  three- 
fourths  of  an  inch  long,  with  placenta.  No  decidua  nor  layer 
of  lutein  could  be  found;  but  Freund,  in  another  case  where 
there  was  an  apoplectic  ovum,  detected  large  pale  cells,  in  his 
opinion  altered  lutein  cells,  although  there  was  no  fur  her 
evidence  of  gestation.  Veit,  in  discussion,  believed  that  de- 
cidua did  develop  in  the  ovary,  but  if  none  could  be  traced  in 
the  tissues  of  an  apoplectic  ovum  such  negative  evidence  was 
of  no  value.  Freund  stated  that  the  effusion  of  blood  in  the 
substance  of  the  ovary  was  moderate  in  his  case,  and,  in  reply 
to  Veit,  added  that  the  ovum  in  the  ovary  was  normal,  and 
not  the  seat  of  hemorrhage. 
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OBSTRUCTION  OF  THE  BOWEL  DUE  TO  ABNOR- 
MAL  CONTENTS.* 

BY  JAMES   C.   WOOD,  A.   M.,   M.   D. 

I  shall,  in  discussing  foreign  bodies  as  causative  factors  in 

the  production  of  intestinal  obstruction,  do  little  more  than  cite 

three  interesting  cases  which  have  come  under  my  observation. 

The  bowJel  may  be  obstructed  by  fruit  stones,  pins,  needles, 

false  teeth,  coins,  etc.,  which  are  intentionally  or  accidentally 

swallowed.    Again  cases  are  on  record  in  which  the  obstruction 

}  was  due  to  a  tangled  mass  of  round  worms.    As  a  matter  of 

fact  rarely  do  these  various  bodies  cause  complete  obstruction 

for  the  reason  that,  even  in  children,  coins,  buttons,  pins,  and 

^  other  bodies  accidentally  swallowed  are  passed  through  the 

gastro-intestinal  canal  without  serious  inconvenience. 

The  foreign  bodies  oftencr  met  with  are  composed  of  solid 
j  matter  and  form  either  in  the  bowel,  having  a  gall-stone  for 

a  nucleus,  or  result  from  medicines  like  bismuth  and  magnesia 
taken  per  aurum.  A  gall-stone  may  remain  in  the  intestinal 
canal  after  passing  through  the  common  duct  for  an  indefinite 
length  of  time,  gradually  increasing  in  size  from  circumfer- 
*  Read  before  the  Ohio  State  Homeopathic  Medical  Society,  May  i6,  1905. 
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ential  deposits  until  it  is  large  enough  to  cause  complete  ob- 
struction. These  stones  are  known  as  enteroliths  and  vary  in 
size  from  stones  weighing  one  hundred  grains  to  those  weigh- 
ing an  ounce  or  more.  Genuine  intestinal  concretions,  accord- 
ing to  Leichtenstem,  occur  in  less  than  two  per  cent.  True 
enteroliths  consist  chiefly  of  phosphates  combined  with  animal 
matter;  or  they  may  be  entirely  vegetable  in  structure  mixed 
with  more  or  less  fecal  matter.  It  is  said  that  in  Scotland  where 
oatmeal  constitutes  such  a  large  per  cent,  of  the  diet  concretions 
frequently  occur  from  eating  this  food,  being  known  as  aven- 
oliths. 

Osier  found  but  twenty-three  cases  reported  in  the  literature 
of  eight  years,  where  the  obstruction  was  due  to  gall-stones. 
Eighteen  of  these  were  in  women  and  five  in  men.  In  six- 
sevenths  of  the  cases  it  occurred  after  the  fiftieth  year.  Aberle 
cites  a  case  in  which  obstruction  was  caused  by  thirty-two 
enteroliths,  each  having  a  cherry  stone  for  a  nucleus.  Another 
similar  case  is  recorded  by  Virchow. 

When  of  mineral  origin  the  stones  are  heavy  and  consist  of 
layers  of  different  shades  varying  from  light  in  the  center  to 
a  brown  circumference.  They  are  oftener  found  in  the  cecum 
or  in  pouch-like  diverticula  of  the  large  intestine.  Leichtenstem 
affirms  that  they  are  rarely  found  in  the  small  intestine.  This 
has  not  been  my  experience.  Leichtenstem,  quoted  by  Parks, 
found  in  1,553  cases  of  intestinal  obstruction  only  fourteen 
caused  by  gall-stones.  Parks  has  collected  149  cases  of  ob- 
struction from  gall-stones  and  from  enteroliths  of  which  133 
were  the  former  and  sixteen  the  latter. 

Obstruction  by  feces  may  happen  in  any  period  of  life  from 
infancy  to  old  age.  Fecal  accumulations  have  more  than  once 
been  mistaken  for  other  abnormal  contents.  The  confusion 
becomes  greater  when  it  is  known  that  a  diarrhea  may  exist 
with  the  retained  fecal  matter,  the  liquid  stool  passing  through 
a  channel  in  the  fecal  mass.  These  cases  sometimes  exist 
indefinitely  without  causing  serious  inconvenience. 

It  is  possible  for  a  gall-stone  to  ulcerate  through  the  gall- 
bladder, usually  into  the  small  intestine,  but  possibly  into  the 
colon.  One  hundred  and  thirty-one  cases  of  this  kind  have 
been  collected  by  G>urvoisier. 

The  stone  shown  in  Fig.  i,  had  it  ulcerated  into  the  bowel, 
would  have  caused  inevitable  obstmction.    This  was  removed 
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from  a  wbman,  aet.  55  who  was  supposed  to  have  appendicitis. 
There  was  a  mass  extending  from  the  diaphragm  to  the  iliac- 
crest,  and  upon  opening  it  a  large  quantity  of  pus  escaped,  when 
the  stone  shown  in  Fig.  i,  together  with  several  smaller  ones, 
was  delivered.    It  measured  two  and  one-half  inches  in  length, 


> 


Fig.  I. — Gall-stone.     Actual  size. 

and  one  and  one-half  inches  in  diameter,  weighing  580  grains. 
The  case  is  here  introduced  to  show  that  had  the  stone  ulcerated 
into  the  bowel,  it  is  more  than  probable  that  it  would  have 
caused  complete  obstruction. 

The  specimen  shown  in  Fig.  2  was  removed  from  a  large 
fleshy  woman,  aet.  63,  who  had  for  years  suffered  more  or  less 
from  attacks  of  intestinal  colic.    There  existed  no  definite  his- 


< 


Fig.  2. — Enterolith  with  a  gall-stone  for  a  nucleus.     Actual  size. 

tory  of  biliary  coHc  and  no  history  suggestive  of  duodenal 
ulceration.  With  the  foregoing  exception  her  health  had  been 
unusually  good  and  up  to  her  very  illness  she  had  fulfilled  her 
mission  of  farmer  housewife.  For  the  attacks  of  pain  in  the 
stomach  or  bowels,  she  had  long  been  in  the  habit  of  taking 
ordinary  soda.  Five  days  before  I  saw  her  she  had  indulged 
somewhat  immoderately  in  spinach,  which  was  the  presumable 
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cause  of  an  attack  of  colic  much  more  severe  than  usual.  Vom- 
iting commenced  on  the  third  day,  the  ejected  matter  consisting 
first  of  the  contents  of  the  stomach,  then  of  bile,  and  finally  of 
fecal  matter.  Tympanites  also  began  on  the  third  day  and  was 
quite  marked,  although  not  excessive  when  I  called  two  days 
later,  five  days  from  the  onset  of  the  first  symptoms.  After  the 
first  day  no  fecal  matter  passed  the  bowel,  although  some  flatus 
had  escaped  at  intervals.     At  the  end  of  the  fifth  day  I  opened 


Fig.  3. — Small  gaii-stones  causing  complete  bowel  obstruction.     Actual  size. 

the  abdomen  and  found  the  enterolith  shown  in  Fig.  2,  just 
above  the  ileo-cecal  valve. 

The  specimens  shown  in  Fig.  3  were  removed  from  an  old 
lady  73  years  of  age.  These  seem  to  be  true  gall-stones  with- 
out circumferential  deposition  of  lime-salts.  This  patient  was 
practically  moribund  when  I  operated,  having  vomited  fecal 
matter  for  four  days  before  I  saw  her,  and  died  from  shock 
after  the  intestine  had  been  opened  and  closed. 

A  still  more  interesting  case  is  the  following :  E.  W.  aet.  63, 
referred  to  me  by  Dr.  O.  H.  Slosson,  of  Youngstown,  Ohio, 
to  whom  I  am  indebted  for  the  complete  history  given.  Of 
English  parentage;  weight  125  pounds.  Family  history  nega- 
tive. Habits  have  always  been  extremely  good,  having  used 
liquor  and  tobacco  but  sparingly.  During  the  earlier  years 
of  his  life  his  occupation  was  that  of  a  coal  miner.  He  then 
learned  the  shoemaking  trade,  at  which  he  worked  until  20 
years  ago  when  he  gave  it  up  and  entered  the  real  estate  busi- 
ness. With  the  exception  of  "  cramps  in  the  bowels  "  and  "  in- 
flammatory rheumatism,"  which  he  contracted  while  in  the 
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army,  he  has  always  been  healthy.  The  pain  in  the  bowels  he 
dates  back  to  his  earliest  remembrance  as  a  child,  and  it  re- 
curred at  intervals  varying  from  a  day  to  a  year.  At  one  per- 
iod five  years  elapsed  with  very  little  if  any  pain.  During  the 
past  seven  or  eight  years  the  pain  recurred  with  greater  fre- 
quency and  severity,  though  from  August,  1902,  to  August, 
1903,  he  was  entirely  free  from  suffering.  In  the  fall  of  1901 
the  pain  in  the  lower  part  of  the  abdomen  became  so  severe  and 
persistent  as  practically  to  incapacitate  him  for  business.  He  ob- 
tained some  relief  from  treatment  but  in  November  of  that 
year  a  complete  obstruction  occurred,  accompanied  with  intense 
pain,  nausea,  and  fecal  vomiting.  He  finally  obtained  relief 
by  the  vigorous  use  of  high  enemas  of  linseed  oil  and  water. 
However,  the  pain  still  continued  to  recur  almost  daily  from 
that  time  until  July,  1902,  when  he  was  compelled  to  return 
home  and  go  to  bed.  He  was  treated  during  this  attack  with 
atropine  pushed  to  its  physiological  limit  and  sweet  oil  given 
as  a  laxative. 

After  continuing  this  treatment  for  three  or  four  days,  he 
began  to  pass  seeds  with  the  stools,  the  seeds  coming  away  in 
little  round  sacks  about  the  size  of  a  walnut,  made  up  of  a 
clean  collection  of  raspberry  seeds  with  a  few  apple  and  grape. 
These  were  surrounded  and  held  together  by  a  coating  of 
tough  mucus.  He  continued  to  pass  seeds  for  about  a  week, 
and  altogether  there  passed  a  quantity  sufficient  to  fill  a  six- 
ounce  measure.  The  passage  of  the  seeds  was  followed  by  en- 
tire relief  and  a  cessation  of  the  pain  for  one  year,  when  a 
slight  attack  of  pain  recurred  while  taking  his  summer  vaca- 
tion, which  gradually  increased  in  severity.  From  that  time 
until  the  last  of  November  he  was  compelled  to  give  up  busi- 
ness entirely  and  remain  in  bed.  From  November  until  his 
death,  after  the  operation,  there  was  scarcely  a  day  that  he 
was  free  from  pain,  and  the  distention  of  the  bowels  became 
very  g^eat.  The  distention  was  confined  to  the  lower  central 
portion  of  the  abdomen  below  the  navel  and  extended  laterally 
to  the  right,  about  four  inches  from  the  median  line.  Tender- 
ness or  percussion  was  not  marked  until  the  last  five  or  six 
weeks  preceding  the  operation,  when  he  became  extremely  sen- 
sitive over  the  right  lumbar  and  inguinal  region.  Small  quanti- 
ties of  flatus  passed  the  bowel  with  the  stools.  The  bowels 
moved  regularly,  while  confined  to  his  bed,  with  the  use  of 
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sweet  oil  as  a  laxative.  The  temperature  varied  during  this 
period  from  99°  to  103°  F.  The  stomach  was  never  disturbed, 
the  appetite  remaining  good  up  to  the  time  of  the  operation. 

I  visited  the  patient  on  April  17,  1904,  at  his  home  in  Youngs- 
towm  in  consultation  with  Dr.  Slosson.  A  diagnosis  of  malig- 
nancy had  been  made  by  a  number  of  physicians.  I  did  not 
believe  that  the  condition  was  one  of  malignancy  because  of  its 
long  duration.  The  patient  was  extremely  emaciated,  was  very 
weak,  and  operative  interference  seemed  his  only  hope. 

Accordingly,  on  April  14,  I  opened  the  abdomen  in  the 
hospital  at  Youngstown,  assisted  by  my  regular  assistant,  Dr. 
R.  F.  Livermore,  Dr.  Slosson  and  the  house  staff  of  the  Youngs- 
town Hospital.  The  patient  was  very  much  exhausted  when 
placed  upon  the  table,  weighing  perhaps  1 10  pounds.  There  was 
a  mass  on  the  right  side  extending  from  the  lower  border  of  the 
ribs  to  the  iliac  bone.  Incision  was  made  through  the  right 
semilunar  space.  About  two  teaspoonfuls  of  pus  wtas  found 
between  the  growth  and  the  anterior  abdominal  wall,  which 
led  me  to  think  that  I  had  an  abscess  of  some  kind  to  deal  with, 
and  I  therefore  penetrated  the  mass  with  an  aspirating  needle. 
Upon  enlarging  this  opening  a  large  amount  of  fecal  matter 
escaped,  some  of  it  getting  into  the  abdominal  cavity.  The 
abdominal  incision  was  then  enlarged,  the  adhesions  between 
the  growth  and  the  anterior  abdominal  wall  separated  and  the 
mass  delivered.  It  was  found  to  be  a  dilated  cecum  which  was 
as  large  as  a  stomach.  In  it  could  be  felt  hard,  stone-like 
masses — one  of  them  as  large  as  a  small  orange  and  very  rough. 
The  dilated  portion  of  the  gut  was  resected  and  the  mesenteric 
borders  stitched  together,  after  which  anastomosis  was  made  by 
means  of  a  Murphy  button.  The  strictured  portion  of  the  gut 
had  a  caliber  which  barely  admitted  a  lead  pencil.  The  ab- 
dominal cavity  was  thoroughly  irrigated  with  the  normal  salt 
solution,  a  glass  drain  introduced  and  a  gauze  drain  packed 
around  the  button.  The  appendix  was  also  cut  away  and  tied 
off  with  catgut,  this  organ  being  much  thickened  and  diseased. 
The  abdominal  wound  was  quickly  closed  with  interrupted  silk 
and  the  patient  placed  in  bed  in  fairly  good  shape. 

The  patient  was  greatly  relieved  for  the  first  48  hours,  pass- 
ing flatus  per  rectum  freely,  had  no  temperature  and  everything 
looked  favorable  for  an  uninterrupted  convalescence.  At  tlie 
end  of  J2  hours  gas  and  fecal  matter  began  to  escape  through 
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the  tube,  the  intestine  evidently  having  given  way  at  the  point 
of  union  and  the  patient  died  five  days  from  the  date  of  the 
operation  from  exhaustion  and  peritonitis. 

A  careful  examination  of  the  specimen  removed  was  made 
by  the  house  physician,  Dr.  Sidney  M.  McCurdy.  The  weight 
of  the  entire  mass,  including  the  enteroliths,  was  15  ounces. 
The  weight  of  the  gut  and  tumor  was  13  ounces;  the  weight 
of  the  enteroliths,  which  unfortunately  were  lost,  alone  was 
two  ounces.  The  nucleus  of  the  largest  enterolith,  which  had 
the  appearance  of  a  conglomeration  of  rough  coral,  w,as  made 
up  of  cholesterine  and  earthy  salts,  surrounded  by  a  very  hard 
areta  (of  fecal  matter.  The  smaller  ones  were  of  much  the  same 
structure. 

I  have  nothing  to  add  to  what  has  already  been  given  by  the 
other  essayists,  to  the  symptomatology  of  obstruction  due  to 
abnormal  contents,  other  than  to  emphasize  the  fact  that  in 
fecal  impaction  there  is  always  a  history  of  long  standing  con- 
stipation. The  diagnosis  of  fecal  accumulation  can  ordinarily 
be  made  by  the  peculiar  feel  which  is  transmitted  to  the  fingers 
when  palpating  the  abdomen.  In  elderly  persons  an  ex- 
amination per  rectum  will  reveal  the  presence  of  hard,  scybalous 
masses.  An  enterolith  may  be  retained  indefinitely  in  the 
bowel,  as  in  the  first  case  cited  by  me.  With  this  form  of  ob- 
struction a  slight  enteritis  gives  rise  to  spasm  of  the  gut  with 
consequent  complete  obstruction. 

Constitutional  symptoms  of  acute  obstruction  are  very  severe. 
The  pulse  becomes  rapid  and  feeble,  the  eyes  sunken,  the  fea- 
tures pinched,  and  the  skin  covered  with  a  cold,  clammy  sweat. 
The  tongue  is  dry  and  parched  and  the  thirst  is  most  distress- 
ing. The  urine  is  high  colored,  scanty  or  suppressed,  partic- 
ularly if  the  obstruction  is  high  up  in  the  bowel.  Death  usually 
terminates  an  attack  of  acute  obstruction  in  from  three  to  six 
days  unless  relief  is  aflForded.  The  treatment  is  purely  mechan- 
ical. After  a  reasonable  effort  has  been  made  to  overcome  the 
obstruction  from  below  the  abdomen  should  be  opened  before 
the  patient  is  collapsed.  A  very  large  per  cent,  of  cures  can 
be  hoped  for  if  the  patient  is  not  moribnud  before  operative 
interference  is  resorted  to. 
816  Rose  Building. 
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REASONS  FOR  EARLY  AND  RADICAL  OPERATION 
IN  CASES  OF  UTERINE  MYOFIBROMA.* 

BY   C.   B.   KINYON,   M.   D. 

The  present  is  the  efa  of  conservative  surgery.  It  is  the 
province  of  the  surgeon  to  assist  nature,  not  to  dictate.  The 
highest  possible  conception  of  the  place  that  surgery  should  oc- 
cupy is  to  limit  operations  to  cases  where  they  can  and  will 
be  of  benefit.  With  rare  exceptions  the-  knife  should  not  be 
used  until  the  condition  of  the  patient  has  been  determined  in 
so  far  as  to  decide  that  surgery  is  called  for.  Of  course,  the 
exact  condition  cannot  be  told,  in  many  cases,  until  the  opera- 
tion is  begun.  The  greatest  curse  of  surgery  to-day,  even  in 
the  hands  of  the  most  brilliant  operators,  is  that  they  diagnose 
wSth  the  knife.  This  ought  not  to  be  so.  Surely,  no  one  will 
claim  that  an  accurate  diagnosis  before  operation  tends  to  make 
a  man  less  successful  as  an  operator.  If  more  emphasis  had 
been  laid,  during  the  years  past,  upon  diagnosis  and  less  upon 
indiscriminate  operating,  there  would  be  fewer  errors  noted 
along  the  pathway  of  surgery,  such  as  the  opening  of  the  skull 
for  idiocy,  and  the  hundreds  of  victims  in  our  insane  asylums  as 
the  result  of  the  rage  for  oophorectomy. 

It  is  extremely  dangerous  to  predict  that  any  branch  of 
medicine  has  reached  its  highest  point  of  development,  but  it 
certainly  seems  true  that,  as  far  as  technique  is  concerned,  the 
surgeon  of  to-day  has,  in  very  many  particulars  at  least,  reached 
the  limit  of  progress,  and  that  modem  surgery,  in  the  hands  of 
those  properly  trained,  is  a  craft  perfected.  But  as  to  when  to 
operate  and  when  not  to  operate  we  are  not  by  any  means  as 
far  advanced. 

By  the  way,  what  is  meant  by  conservative  surgery  ?  I  fear 
that  too  many  look  upon  conservatism  as  the  withholding  of 
the  knife.  The  saving  of  organs  and  tissues  regardless  of  their 
condition.  This  certainly  is  not  the  highest  conception  of  con- 
servative surgery.  Rather  should  that  conception  be  one  that 
preserves  functions,  conserves  and  maintains  health,  usefulness, 
and  happiness  to  its  highest  possible  point,  and  what  is  more, 
this  surgery  should  be  applied  in  time,  before  destructive  pro- 

*  Read  before  the  American  Institute,  Chicago,  June  29,  1905. 
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cesses  have  done  their  mischief;  before  functions  and  organs 
are  destroyed ;  before  the  system  is  so  far  vitiated,  or  at  least 
handicapped,  that  nature  cannot  come  to  our  aid.  It  is  as  true 
in  surgery  as  in  the  administration  of  remedies  that  it  is  nature 
that  does  the  final  curative  work. 

In  the  treatment  of  myofibroma  the  tendency  of  the  profes- 
sion in  the  past  has,  in  my  opinion,  been  in  the  wrong  direction. 
Of  course,  a  few  men  have,  of  late,  been  calling  the  attention  of 
the  profession  to  the  dangers  arising  from  such  tumors,  but 
even  yet  tlie  majority  of  the  authorities  advise  the  let-alone  or 
palliative  treatment  until  some  one  or  more  serious  and  per- 
sistent symptoms  are  present,  such  as  excessive  hemorrhage, 
pressure  symptoms,  severe  pain,  rapid  growth,  necrosis,  malig- 
nancy, or  infection.  The  teaching  should  be  reversed  and  in- 
stead of  waiting  until  the  above  conditions  are  present,  cure 
your  patient  before  these  develop  by  removing  the  tumor  in 
its  earlier*  stages  when  there  is  almost  no  danger  in  the  opera- 
tion. 

All  will  admit  that  the  operation  of  myomectomy  has  very 
materially  enlarged  the  scope  of  operative  measures,  because 
It  preserves  organs. 

There  are  two  chief  reasons  why  the  profession  has  in  the 
past  advised  delay.  One  is  that  there  are  cases  in  which  a 
woman  may  carry  the  tumor  or  tumors  for  a  long  time  and 
after  the  menopause  the  growth  ceases,  or  at  least  causes  no 
serious  trouble.  Another  reason  is  that  operations  formerly 
have  not  been  performed  until  serious  conditions  are  present 
and  the  death  rate  has  been  so  large  as  to  prejudice  against 
such  treatment.  Conclusions  based  upon  such  practice  are 
manifestly  misleading.  We  might  as  well  judge  of  the  ad- 
visability of  Caesarean  section  by  the  records  of  twenty-five  or 
more  years  ago. 

,What  must  be  the  feeling  of  the  conscientious  practician 
who  has  advised  against  the  operation  upon  the  ground  that, 
after  the  menopause,  the  patient  will  be  restored  to  health  and 
have  a  new  lease  of  life,  to  find  that  this  is  far  from  being  true 
and  that  she  may  die,  or  her  life  be  placed  in  grave  peril  by 
the  tumor  causing  terrible  hemorrhages,  becoming  necrotic, 
septic,  or  sarcomatous,  and  an  operation  imperative  under  very 
adverse  circumstances  and  conditions.  I  am  sorry  that  so  many 
of  the  profession  seem  to  have  an  idea  that  there  is  nothing 
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so  innocuous  as  an  innocent  fibroid.    They  had  far  better  be- 
lieved the  other  statement  that  there  is  nothing  so  treacherous 
as  a  fibroid.    Treacherous  because  we  know  not  how  soon  even 
a  small  subserous  tumor  may  become  adherent  to,  and  receive 
its  supply  from  the  tissues  surrounding  it  in  the  abdominal  or 
pelvic  cavity,  and  then  is  when  it  is  so  liable  to  become  infected 
by  the  colon  bacilli.     Treacherous  when  of  the  interstitial  vari- 
ety because  it  may  often  cause  severe  pain  from  tension  rather 
than  pressure,  and  this  may  occur  before  it  is  large  enough  to  be 
diagnosed  unless  this  fact  of  tension  pain  is  fully  appreciated 
by  the  doctor,  and  a  careful  examination  made  in  a  proper 
manner  under  an  anesthetic.     Treacherous  in  the  submucous 
variety  because  we  little  know  how  soon  we  may  have  hem- 
orrhage that  increases  so  gradually  as  to  deceive  both  the  pa- 
tient and  the  doctor  unless  he  be  of  the  observing  class,  and 
will  grasp  the  real  situation  in  time  to  remedy  the  difficulty 
before  the  quantity  lost  and  the  condition  of  the  blood  is  so  far 
from  normal  as  to  bring  about  structural  disease  of  the  heart 
and  arteries  or  other  organs.     These  are  some  of  the  changes 
liable  to  occur  in  any  tumor  however  small,  and  whatever  the 
age  of  the  patient,  and  under  any  circumstances.    Under  un- 
favorable conditions,  such  as  hard  work,  anxiety  or  constitu- 
tional dyscrasia,  they  are  sure  to  develop  sooner  or  later.    The 
profession  should  realize  the  fact  that  no  woman  with  a  fibroid 
is  s;afe  at  any  time.     They  should  give  such  a  woman  to  under- 
stand that  changes  inimical  to  health  and  life  are  liable  to  take 
place  in  such  tumors.     I  have  repeatedly  been  accused  by  my 
associates  of  being  too  conservative  as  regards  operative  sur- 
gery, but  I  am  firmly  of  the  opinion  that,  almost  without  ex- 
ception, a  fibroid  tumor  should  be  removed  as  soon  as  diag- 
nosed.    Having  made  such  a  radical  statement  it  is  incumbent 
that  I  give  a  reason  for  the  faith  that  is  in  me.     I  can  do  this 
in  fewest  words  by  outlining  the  course  to  be  followed  when 
we  know  that  we  have  such  tumors  to  deal  with.    It  will  save 
repetition,  and  make  myself  better  understood,  if  I  state  at  this 
point  that  I  am  not  considering  cases  that  are  so  far  advanced 
and  so  serious  as  to  make  operative  measures  compulsory;  in 
other  words,  cases  that  have  reached  the  stage  where  all  other 
treatment  is  useless  and  operation  gives  the  only  hope,  but 
rather  will  try  to  confine  myself  to  the  so-called  symptomless 
tumors,  as  these  are  the  only  ones  that  any  physician  would  try 
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to  cure  or  deal  with  by  palliative  or  expectant  methods.     They 
are  the  only  ones  about  which  honest  opinions  as  to  treatment 
will  differ.     Time  will  not  allow,  neither  is  it  necessary  before 
this  association  to  go  into  detail  as  to  symptoms,  the  methods 
of  diagnosis,  or  of  the  etiology  of  these  growths.     For  con- 
venience I  propose  to  bear  in  mind  the  time-honored  classifi- 
cation in  sub-serous,  interstitial,  and  sub- mucous,  also  as  to 
whether  they  are  located  in  the  fundus  or  upper  part  of  the 
uterus — ^the  so-called  safety  zone,  or  the  portion  of  the  par- 
turient canal  which  does  not  dilate  during  labor — and  the  dan- 
ger zone,  or  portion  which  does  dilate  during  labor,  in  other 
words,  the  cervix.     In  this  latter  we  often  have  obstruction  to 
the  delivery  of  the  child,  in  fact,  this  constitutes  the  chief  dan- 
ger in  this  variety.      A  few  words  as  to  the  management  of 
these  different  forms  are  now  in  order.     We  are  justified  in 
assuming  that  the  woman  has  some  sort  of  pelvic  distress  for 
which  she  seeks  your  advice.     If  upon  examination  you  find  one 
or  more  sub-serous  fibroids,  what  are  you  to  tell  her?    With 
very  few  exceptions,  indeed,  you  may  safely  tell  her  that  she 
has  a  growth  or  mass  in  the  pelvis,  probably  springing  from 
the  uterus.     If  properly  told  this  will  not  shock  or  make  her 
nervous.     In  fact,  it  will  increase  her  confidence  in  you  very 
largely  to  know  that  you  are  frank  and  candid  with  her.     Tell 
her  that  the  same  causes  which  produced  the  growth  are  still 
operative.     We  are  also  justified  in  telling  her  that  in  60  per 
cent,  or  more  of  these  cases  they  will  continue  to  grow.     Tell 
her  candidly  the  complications  so  liable  to  occur.     Tell  her  that 
30  to  40  per  cent,  become  so  bad  that  an  operation  is  imperative 
and  that  in  those  cases  the  operation  is  ten  times  more  dan- 
gerous and  in  some  cases  more  than  ten  times  more  dangerous 
than  if  taken  in  time.     If  she  is  young  and  desires  children 
give  her  to  understand  that  that  is  the  greatest  possible  reason 
why  the  operation  should  be  performed  early  as  by  so  doing 
the  tumors  can  be  removed  and  the  uterus  preserved  and 
pregnancy  much  more  likely  to  occur.     Early  removal  is  safe 
and  can  be  done  and  save  not  only  the  uterus  and  ovaries  but 
the  subsequent  changes  which  are  sure  to  occur  if  operation 
is  not  done.     It  is  not  true  that  sterile  women  are  more  apt 
to  have  fibroids  unless  they  adopt  measures  to  cause  sterility, 
but  it  is  true  that  fibroid  tumors  tend  to  cause  sterility.  Also 
give  her  to  understand  that  if  she  does  become  pregnant  with 
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these  tumors  present  there  are  great  dangers  attendant,  and 
serious  complications  very  liable  to  arise,  such  as  obstruction 
or  delay  at  the  time  of  labor  with  the  added  danger  of  necrosis 
and  infection  during  the  puerperium.  These  are  by  no  means 
fancied  possibilities  but  everyday  probabilities.  Mention  the 
dangers  I  have  already  spoken  of  regarding  this  form  of  tumor 
becoming  adherent  to  the  surrounding  structures  and  the  re- 
sulting infection. 

If  the  growth  is  interstitial  the  dangers  are  greater  and  the 
necessity  for  early  operation  greater.     The  tumor  grows  more 
rapidly  and  there  is  more  pain  from  tension  before  pressure 
is  present.     Hemorrhage  is  apt  to  take  place.      If  pregnancy 
occurs  miscarriage  is  more  likely  to  follow  and  this  compli- 
cation in  these  cases  is  often  ver}'  serious  because  of  the  in- 
creased blood  supply  to  the  uterus.     Necrosis  is  more  apt  to 
occur  because  of  diminished  blood    supply.     This  is  especially 
true  if  the  uterus  involutes  properly.     If  it  does  not  involute 
properly  we  have  subinvolution  with  its  attendant  evils.      In- 
fection is  ver\'  apt  to  occur  in  these  cases.  This  variety  causes 
more  delay  in  labor  than  the  sub-serous  variety.     These  tumors 
are  just  as  amenable  to  myomectomy  in  the  hands  of  a  skilled 
operator,  and  so  also  are  the  sub-mucous  variety  when  the 
tumor  is  taken  in  time,  as  the  sub-serous  variety.     The  sub- 
mucous variety  is  more  certain  to  demand  operative  measures 
earlier  because  of  a  progressively  increasing  loss  of  blood,  a 
greater  certainty   of  miscarriage,   if  pregnancy  occurs,   and 
greater  danger  of  necrosis   and   infection.     As   to  whether 
myomectomy  or  hysterectomy  or  the  abdominal  or  vaginal  route 
should  be  employed  it  is  not  my  purpose  to  discuss.     I  might 
add  a  word  as  to  early  symptoms  suggestive  of  the  presence 
of  fibroids.      Gradually  increasing  leucorrheal  discharge  and 
gradual  increase  of  the  menses,  pelvic  pain  with  pressure  on 
the  bladder  and  constant  backache,  call  for  examination.     If  an 
examination  is  made  and  the  tumor  found,  advise  operation. 
If  this  is  refused,  tell  the  patient  what  to  look  out  for  and  what 
to  do  if  certain  conditions  do  develop,  as  they  surely  will  in  80 
per  cent,  of  the  cases,  but  by  all  means  throw  the  responsibility 
of  delay  upon  the  patient  and  do  not  assume  it  yourself, 
will  perhaps  help  to  fix  in  your  minds  the  advantage  of  early 
I  have  thus  far  said  but  little  about  statistics,  but  a  few 
will  perhaps  help  to  fix  in  your  minds  the  advantage  of  early 
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operation.  If  taken  in  time  there  is  in  skilled  hands,  a  fatality 
of  but  2  to  3  per  cent,  in  uncomplicated  cases  with  no  sequelae. 
If  left  alone  until  operation  is  imperative  and  complications  are 
serious,  the  death  rate  is  from  10  to  20  per  cent.,  and  often 
as  high  as  40  to  60  per  cent.,  in  desperate  cases.  If  let  alone 
and  not  operated  on  at  all,  at  least  45  per  cent,  will  ruin  the 
patient's  health  by  hemorrhage,  pain,  pressure,  necrosis,  in- 
fection or  malignant  degeneration,  and  ultimately  80  per  cent, 
will  die  as  a  direct  or  indirect  result  of  these  tumors.  One 
point  recently  emphasized  by  Dr.  Hall  of  Cincinnati,  is  worthy 
of  mention.  In  a,  very  large  per  cent,  of  the  cases  allowed  to 
take  their  own  course,  there  soon  developed  a  disease  of  the 
ovaries — ^more  generally  ovarian  hematoma.  I  have  found  this 
to  be  true  in  from  60  to  70  per  cent,  of  my  cases. 

During  the  last  ten  years  I  have  operated  upon  over  one 
hundred  and  fifty  women  for  fibroid  tumors  and  probably  have 
examined  as  many  others  who  either  would  not  consent  to 
operation  or  were  too  far  reduced  or  complications  too  serious 
to  justify  operation.  I  therefore  feel  justified  in  having  an 
opinion.  Briefly  outlined  my  method  of  procedure  in  these 
cases  is  this :  Make  a  careful  examination  under  anesthetic  and 
be  sure  whether  there  is  a  fibroid  or  not.  As  a  rule  it  can  be 
told  at  this  examination  whether  it  is  sub-serous,  interstitial  or 
sub-mucous.  When  this  diagnosis  is  fairly  well  settled  tell  the 
friends,  and  in  some  cases  the  patient  too,  just  what  you  think 
the  conditions  are.  If  the  patient  is  below  forty  and  is  very 
anxious  to  have  children  tell  her  you  will  do  the  best  you  can 
to  save  the  uterus  and  ovaries.  Always  before  operating  put 
in  the  proviso  that  if  you  find  upon  opening  the  abdomen 
that  the  walls  of  the  uterus  are  completely  filled  or  studded 
with  fibroids  you  are  to  have  the  right  to  use  your  judgment, 
and  if  best  for  her  welfare  have  the  permission  to  take  out 
the  uterus,  for  it  is  never  best  to  leave  a  uterus  with  several 
small  tumors  in  it.  For  be  it  ever  remembered  that  these  are 
sure  to  grow  or  to  degenerate.  If  there  are  but  few  tumors 
and  these  are  readily  and  completely  enucleated  myomectomy 
will  be  successful.  This  is  true  even  if  the  cavity  of  the  uterus 
is  opened  during  the  operation,  and  myomectomy  can  also  be 
done  in  cases  of  the  sub-mucous  variety  by  bisecting  the  uterus, 
if  need  be,  and  putting  drainage  through  the  os  and  carefully 
closing  the  uterine  walls.    In  cases  where  there  are  extensive 
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adhesions,  and  large  denuded  surfaces  remain,  it  is  best  to 
drain  through  the  cul-de-sac.  I  know  from  experience  that 
the  latter  procedure  often  prevents  complications  from  infec- 
tion and  materially  hastens  the  recovery.  In  closing  allow  me 
to  give  you  this  thought.  Do  not  look  at  this  question  of 
operation  as  one  of  life  or  death  but  if  taken  early  there  is 
almost  no  danger  whatever  and  it  not  only  saves  your  patient 
but  you  give  her  comfort,  prospect  of  motherhood,  long  life 
and  happiness. 
Ann  Arbor,  Mich.,  June,  1905. 
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ANESTHESIA. 

BY  T.  E.  COSTAIN,  M.  D., 

Anesthetist  to  Chicago  Homeopathic  Hospital;  Lecturer  and  Demonstrator 
of  Anesthetics,  Hahnemann  College  and  Hospital. 

In  preparing  a  patient  for  general  anesthesia  there  are  one 
or  two  quite  important  points  to  be  considered. 

First:  The  alimentary  tract  should  be  thoroughly  emptied, 
and  a  hot  bath,  to  assist  the  enunctory  function  of  the  skin, 
given;  and  if  the  kidneys  are  inactive  and  the  heart's  action 
not  overly  good,  it  is  sometimes  wise  to  give  some  drug,  like 
adonis  ver.  for  twelve  to  twenty-four  hours  previous  to  opera- 
tion. In  women  the  hair  should  be  tied  in  a  towel  or  cap.  The 
temperature  of  the  operating  room  should  not  be  less  than  70 
or  over  85,  to  keep  up  the  bodily  heat  of  the  patient. 

Always  have  a  clean  mask.  It  is  too  common  a  practice  to 
use  the  same  mask  more  than  once  in  spite  of  the  fact  that 
germs  from  the  throat  or  lungs  may  dry  on  it  and  may  be  in- 
haled by  the  next  patient.  It  is  my  practice  to  have  remov- 
able covers,  which  can  be  washed  and  sterilized,  or  to  use  sterile 
gauze,  which  can  be  cast  aside. 

If  chloroform  or  ether  has  been  opened  for  some  time,  there 
is  a  tendency  to  deterioration,  which  must  be  taken  into  con- 
sideration in  giving  an  anesthetic.  Occasonally  you  will  find 
in  giving  chloroform  the  patient  is  not  susceptible  to  it,  and 
by  getting  fresh  chloroform  the  conditions  become  changed  at 
once.  In  ether  you  will  find  the  same  thing.  The  drug  be- 
comes more  or  less  ineffective,  or  it  has  a  bad  effect  upon  the 
patient.  Have  no  food  in  the  stomach,  but  plenty  of  Water. 
It  is  always  wise  to  give  from  one  to  two  glasses  of  water 
fifteen  minutes  before  beginning  the  anesthetic. 

The  Anesthetist  should  assume  a  position  always  behind  or 
at  the  side  of  the  head.  He  should  have,  whenever  possible, 
an  interview  with  the  patient  previously,  and  if  that  privilege 
has  not  been  feasible,  it  is  now  his  duty  to  assure  the  patient, 
and  if  possible  to  get  his  confidence  before  beginning  the  anes- 
thetic. Personally  I  have  long  been  satisfied  that  a  little  sug- 
gestion offered  at  this  time  helps  the  patient  materially  as  well 
as  the  anesthetist.     The  question  of  paramount  importance  is 
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the  safety  to  the  patient,  and  this  depends  on  the  susceptibility 
and  the  drug  to  be  given,  that  the  amount  to  be  given  must  be 
governed  accordingly,  and  I  am  sorry  to  say  that  there  are  no 
definite  rule  or  rules  to  be  given  to  aid  you  in  this.  A  good  an- 
esthetist, like  a  good  surgeon,  is  largely  a  matter  of  experience. 
AVhen  no  contra-indications  present  themselves  as  against  or 
for  any  particular  agent,  another  element  should  be  considered, 
namely,  the  comfort  of  the  patient.  The  question  then  pre- 
sents itself  in  what  way  can  we  produce  the  necessary  narcosis 
with  safety  to  the  patient,  and  at  the  same  time  have  the  patient 
feel  not  only  comfortable  at  the  time,  but  after  he  has  been 
through  this  experience  he  has  no  dread  of  a  future  anesthetic 
What  drug  or  combination  of  drugs  then  answers  to  these 
requirements  ? 

Here  I  will  call  your  attention  to  the  various  agents  used, 
and  give  an  opinion  on  their  relative  values.  Nitrous  oxide 
gas  has  many  advantages  to  be  considered,  provided  it  is  care- 
fully and  properly  given.  Nitrous  oxide  was  first  administered 
in  a  mask  covering  the  nose  and  mouth,  on  the  theory  that  it 
was  the  deoigination  of  the  system  which  produced  narcosis. 
Later  on  the  same  theory  was  supplanted  by  a  mouthpiece 
which  was  placed  well  within  the  buccal  cavity  and  the  lips 
drawn  tightly  over  it,  while  the  nasal  passages  were  held  by  the 
thumb  and  finger.  Later  still,  a  dental  surgeon  exploded  this 
theory  that  air  should  not  be  given  with  gas,  by  inventing  and 
perfecting  a  nose  piece  or  cap  which  fits  over  the  nose  and 
leaves  the  mouth  open.  By  this  method  cyanosis  is  a  rare  oc- 
currence, and  it  is  unquestionably  the  safest  of  all  agents  which 
can  be  used  in  producing  anesthesia.  Unfortunately,  however, 
the  action  of  the  gas  is  not  prolonged  enough  for  perfect  anes- 
thesia, and  has  to  be  supplemented  with  ether  and  a  large  dose 
of  the  ether  must  be  given  in  a  closed  cone  to  continue  the 
narcosis.  My  objection  to  this  is  the  necessity  of  giving  such 
a  massive  dose  of  ether  that  the  patient  is  cTioked  down  and 
more  or  less  strangulation  takes  place.  By  the  use  of  the  Ben- 
net  inhaler  this  can  largely  be  overcome.  Once  the  patient  is 
under  the  control  of  the  ether,  however,  he  does  nicely,  and 
many  jrfiysicians  find  it  to  the  advantage  of  the  patient  to  follow 
it  later  with  chloroform.  The  amount  of  chloroform  needed 
at  this  time  will  be  found  to  be  very  small  indeed. 

Anesthol,  a  drug  composed  of  chloroform,  ether,  and  ethyl 
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chloride  in  proportions  to  form,  not  a  mixture  but  a  new  com* 
pound,  has  been  devised,  or  was  devised  to  take  the  place  of 
both  ether  and  chloroform.  This  agent  was  gotten  out  after 
many  experiments,  at  the  instigation  of  Dr.  Wiley  Meyer  of 
New  York,  on  the  theory  that  as  both  chloroform  and  ether 
were  highly  toxic  substances,  if  some  substance  having  the 
value  of  chloroform  and  ether,  and  at  the  same  time  whose 
boiling  point  would  equal  the  boiling  point  of  the  body,  could 
be  obtained,  it  could  only  carry  its  toxic  effect  as  far  as  the 
lung,  and  would  be  eliminated  as  quickly  as  inhaled. 

In  an  experience  covering  fifty  cases,  my  observations  were 
that  it  acted  quickly,  inducing  complete  narcosis  in  two  to  four 
minutes.  There  was  no  cyanosis  in  any  case,  the  breathing- 
was  quiet,  at  times  remarkably  so,  yet  the  patients'  color  and 
pulse  were  generally  good.  The  effect  of  the  drug  was  neither 
lasting  nor  profound.  In  this  was  its  great  disadvantage.  If 
from  consideration  of  caution,  when  the  patient  was  quietly 
asleep  the  drug  or  inhaler  was  removed  for  a  short  time  the 
patient  would  rapidly  show  signs  of  awakening,  and  the  sur- 
geon would  be  compelled  to  stop  until  narcosis  was  again  com- 
plete. As  a  rule  the  patient  was  awake  before  leaving  the 
operating  room,  and  very  little  nausea  followed  its  use. 

Of  ethyl  chloride  or  bromide  all  I  have  to  say  is  that  at  the 
present  time,  and  after  many  experiments,  they  have  been 
found  insufficient  for  surgical  purposes  except  for  very  short 
operation. 

Of  this  new  drug,  somnoform,  which  at  the  present  time 
is  being  experimented  with,  offers  no  particular  advantage 
over  gas.  It  puts  to  sleep  quickly,  and  its  effect  is  fully  as 
limited  as  gas.  As  a  matter  of  fact,  it  is  a  combination  of 
ethyl  chloride  and  some  other  drugs,  and  it  is  the  ethyl  chloride 
that  really  produces  the  narcosis.  It  may,  however,  when- 
thoroughly  tested,  be  a  very  valuable  agent  in  the  beginnings 
of  surgical  anesthesia.  It  is  sprayed  on  cotton  placed  welP 
into  a  penetrated  ether  cone. 

This  now  brings  us  to  chloroform  and  ether.  Where  there 
are  no  contra-indications  presenting  themselves,  chlorofornt 
has  advantages,  especially  at  the  beginning  when  given  by  the 
drop  method.     The  advantages  of  the  drop  method  are : 

First :  You  can  better  gauge  the  susceptibility  of  the  patient, 
and  can  determine  the  dose  in  accordance.     This  is  an  impor- 
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tant  factor.  I  recall  an  experience  in  anesthetizing  a  physician, 
a  man  weighing  about  1 80  or  190  pounds,  muscular,  and  in 
excellent  condition,  in  which  complete  narcosis  was  established 
in  almost  thirty  seconds.  If  the  susceptibility  of  this  patient 
had  not  been  gauged  properly  and  the  anesthetic  crowded,  we 
would  undoubtedly  have  had  death  from  heart  failure.  An- 
other case,  of  a  child  six  years  old,  in  which  it  required  over 
an  ounce  of  chloroform  before  the  little  patient  was  asleep. 
The  susceptibility  of  the  individual  must  be  gauged  completely 
before  the  mask  has  been  placed  upon  the  face. 

Second :  You  can  have  better  control  from  moment  to  mo- 
ment. I  •.   5 

Third :  There  is  no  choking  or  strangulating  effect  upon  the 
patient. 

Fourth :  No  stage  of  excitement.  In  fact,  the  patient  passes 
into  the  third  stage  in  a  great  majority  of  cases  without  know- 
ing it.  Inasmuch,  however,  as  the  danger  from  chloroform  is 
in  the  great  majority  of  cases  at  the  moment  when  changing 
from  the  second  to  the  third  stage,  or  at  the  moment  when  the 
high  centers  show  inco-ordination  it  is  deemed  advisable  to 
change  to  ether  at  this  time.  The  same  inhaler  is  used,  the 
only  change  being  a  small  dressing  placed  under  the  inhaler. 
The  can  of  ether  is  pierced  with  a  steel  pin  or  needle,  this  open- 
ing being  sufficient  to  allow  a  fine  stream  or  spray  to  escape. 
The  advantages  of  this  method  over  the  closed  cone  are  many. 

First :  The  patient's  face,  or  the  greater  part  of  it,  is  in  view 
of  the  anesthetist  all  the  time. 

Second :  There  is  less  mucus  accumulated. 

Third :  It  is  much  more  safe,  rarely  producing  any  cyanosis. 

Fourth:  In  only  about  ten  per  cent,  of  the  cases  have  we 
nausea ;  when  by  the  old  method  it  was  only  about  that  per- 
centage that  did  not  have  nausea. 

This  method  is  used  extensively  throughout  the  country,  and 
the  anesthetists  as  a  rule  believe  it  to  be  absolutely  safe  when 
properly  handled. 

As  the  spray  passes  through  the  air  onto  the  inhaler,  it  takes 
up  a  certain  amount  of  oxygen  so  that  we  have  a  natural  oxy- 
genation of  the  ether,  and  the  amount  of  air  given  is  surpris- 
ing in  view  of  the  fact  that  for  so  many  years  it  has  been 
taught  and  written  that  only  five  per  cent,  of  air  should  be 
given  with  ether.    At  the  present  time  we  give  fully  as  much 
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air  with  ether  as  with  chloroform,  much  to  the  advantage  of 
ether. 

If,  however,  the  change  has  not  taken  place  from  chloroform 
to  ether,  there  is  a  small  percentage  of  cases  which  are  ex- 
tremely dangerous  when  given  chloroform.  Of  these  cases  we 
have  one  group  in  which  the  drug  has  a  direct  toxic  effect  upon 
the  heart  muscle,  and  this  can  only  be  detected  early  by  the 
pulse.  The  quality  and  character  of  the  pulse  undergo  a  slight 
change,  rather  a  diminution  in  the  quality  of  the  pulse  and  a 
softening  of  its  tone.  At  this  point  the  inhaler  should  be  re- 
moved at  once.  Observing  your  case,  you  will  note  a  slight 
change  in  the  respiration.  The  patient  breathes  slower  and 
slower,  the  color  of  the  face  begins  to  fade.  It  becomes  pale. 
The  face  becomes  cold,  and  in  spite  of  the  free  amount  of  air, 
the  patient  gradually  sinks  deeper  and  deeper  for  about  thirty 
or  sixty  seconds.  If,  however,  the  cone  has  been  removed  in 
time,  they  now  begin  to  rally.  The  color  of  the  face  returns, 
the  breathing  becomes  more  full,  and  the  patient  passes  over 
the  crisis.  Stimulation  may  have  been  necessary,  and  if  so  we 
should  administer  a  thirtieth  of  strychnia  at  this  time.  It  is 
wise  under  such  circumstances  to  change  here  from  the  chloro- 
form to  the  ether  spray.  Oxygen  given  at  this  time  will  be  of 
great  value. 

In  contradistinction  to  this  class  of  cases  there  is  another 
type,  in  which  your  first  note  of  warning  is  in  the  respiration, 
it  having  a  distinct  note.  The  breathing  may  entirely  suspend, 
but  you  note  the  color  is  good,  the  pulse  has  not  changed  much ; 
and  by  pulling  out  the  tongue,  using  rhythmical  traction  on  it 
two  or  three  times,  and  by  bringing  the  lower  jaw  forward, 
so  that  the  teeth  of  the  lower  jaw  overlap  the  teeth  of  the  upper 
jaw,  breathing  is  resumed  just  as  quickly  and  suddenlv  as  it 
stopped.  TBy  experience  only  can  these  signs  be  detected,  and 
it  requires  constant  vigilance  on  the  part  of  the  anesthetist  to 
prevent  the  cessation  of  the  respiration  or  pulse  in  every  case. 

When  begfinning  with  chloroform,  the  cone  should  be  raised 
at  least  six  inches  above  the  face.  The  drop  should  be  steady, 
the  rapidity  depending  largely  on  the  susceptibility  of  the  pa- 
tient. At  first  the  drop  should  be  slow  but  steady,  so  that  aii 
equal  amount  of  vapor  is  admixed  with  air.  Just  as  soon  as 
the  higher  centers  show  inco-ordination  the  drops  can  be  in- 
creased and  the  patient  rapidly  put  to  sleep.    The  signs  which 
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should  be  the  guides  of  the  anesthetist  are,  first,  the  respir- 
ation, and  in  cases  where  mucus  accumulates  in  the  mouth, 
followed  by  a  slight  choking  sound  when  swtallowing  giving  a 
rough  note  to  the  breathing  it  is  wise  to  take  a  small  sponge  on 
a  forceps  and  wipe  out  the  mouth,  the  breathing  then  becomes 
regular  and  deep.  If,  however,  the  breathing  continues  rough, 
the  patient  should  be  allowed  air.  Remove  the  inhaler,  give 
the  patient  a  few  whiffs  of  air,  and  then  put  it  on  again.  This 
will  frequently  cause  the  roughness  to  disappear.  If  the  res- 
piration becomes  shallow,  air  is  necessary.  When  you  have  got 
the  stertorous  note  in  the  respiration,  it  is  again  essential  to  give 
the  patient  air.  Singular  as  it  may  seem,  there  are  many  times 
when  the  patient  gets  along  better  if  given  air  freely  and  fre- 
quently and  it  does  not  seem  to  interfere  with  profound  nar- 
cosis. 

The  pulse  should  be  under  the  observation  of  the  anes- 
thetist, by  placing  one  finger  of  the  hand  used  for  holding  up 
the  jaw  on  the  facial  artery.  In  that  way  the  slightest  change 
can  be  detected  in  the  character  or  rhythm  of  the  pulse. 

The  eye  in  many  cases  is  an  excellent  thermometer  of  the 
condition  of  narcosis;  or,  rather,  the  extent  of  the  narcosis. 
Unfortunately,  the  cases  vary  to  such  an  extent  that  this  guide, 
which  might  be  of  great  value  were  it  always  the  same,  differs 
so  much  in  each  individual  case  as  to  be  many  times  of  little 
service.  In  the  average  case,  the  pupil  dilates  in  the  second 
stage  and  becomes  normal  at  the  beginning  of  the  third  stage. 
If  the  patient  can  be  kept  at  that  point  where  the  pupil  neither 
increases  nor  diminishes,  and  there  is  a  tendency  to  a  slight 
rotation  of  the  eyeball,  they  are  in  the  great  majority  of  cases 
l)eyond  any  accident.  If  we  have  a  tendency  to  contraction  of 
the  eyelid,  this  is  usually  an  indication  that  the  patient  is  be- 
ginning to  wake  up.  In  some  cases  profound  anesthesia  is  es- 
sential, while  in  others  light  anesthesia  answers  all  the  require- 
ments. In  cases  where  the  abdomen  is  to  be  opened,  they  al- 
ways require  profound  narcosis  in  order  that  we  may  have 
complete  relaxation  of  the  abdominal  walls. 

At  this  point  it  is  well  to  call  your  attention  to  the  fact  that 
there  is  a  difference  between  anesthesia  and  intoxication.  In 
the  average  case  which  passes  through  the  stage  of  excitement, 
the  muscles  become  rigid  and  fixed  and  no  amount  of  anesthetic 
can  relax  completely  the  muscle  walls. 
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Whether  we  have  anesthesia  or  intoxication  depends  very 
largely  on  the  rapidity  with  which  the  patient  has  been  put  to 
sleep  after  the  higher  centers  show  inco-ordination.  There  is 
no  necessity  for  having  a  stage  of  excitement  in  but  a  very  small 
percentage  of  cases.  There  is,  however,  occasionally  a  case 
when  it  seems  to  be  impossible  to  prevent  it.  This  is  an  addi- 
tional reason  why  chloroform  or  nitrous  oxide  is  to  be  pre- 
ferred at  the  beginning  of  anesthesia,  being  less  liable  to  pro- 
duce a  stage  of  excitement. 

Women  are  more  easily  anesthetized  than  men,  and  it  is  rare 
that  we  get  the  extreme  intoxication  in  women  that  we  do  in 
men.    Particularly  is  this  true  of  men  who  are  alcoholics  or  have 
any  brain  or  spinal  cord  disorder.    This  particular  class  of  men 
are  by  all  means  the  most  dangerous  to  anesthetize,  and  it  is  a 
good  rule  to  give  a  hypodermic  of  morphine  half  an  hour  before 
beginning  the  anesthetic.     Children  under  the  age  of  ten  are 
probably  the  next  most  dangerous.    As  a  rule  they  do  not  take 
an  anesthetic  well.    Yet  we  usually  advise  the  giving  of  chloro- 
form to  children  under  that  age.     Recently,  however,  I  have 
become  satisfied  that  the  ether  spray  will  answer  the  purpose 
and  be  very  much  less  strain  on  the  anesthetist.    The  class  of 
cases  which  seem  to  take  most  kindly  to  any  anesthetic  are  the 
chronic  invalids,  whose  vitality  is  low  and  who  as  a  rule  are 
admonished  by  the  family  physician  that  they  are  too  weak  to 
take  an  anesthetic.    My  observation  has  been  that  this  particular 
class  of  cases  requires  so  little  to  put  them  to  sleep  and  to 
keep  them  asleep  that  I  have  never  seen  a  single  instance  of  a 
case  of  this  kind  giving  any  trouble.    The  reason  is  obvious. 
In  the  first  place,  when  we  consider  the  toxic  effect  of  ether 
or  chloroform,  depends  so  largely  on  the  dose,  we  can  readily 
see  that  with  a  small  dose  we  have  less  toxemia.    There  is  no 
contra-indication  to  a  general  anesthetic,  unless  the  patients' 
physical  condition  is  such  that  they  cannot  withstand  the  shock 
of  an  operation.    This  statement  may  be  a  radical  one,  but  it 
is  in  accordance  with  my  own  experience.     The  only  heart 
which  is  any  contra-indication  to  an  anesthetic  is  that  heart 
whose  muscle  tone  is  weak,  where  the  pulse  rate  may  be  normal 
but  hard  to  find,  and  even  this  class  of  heart  takes  ether  very 
well.    The  danger  is  augmented,  however,  when  we  have  severe 
organic  lesions  of  the  central  nervous  system,  of  the  pulmonary 
system,  of  the  circulatory  system,  delirium  tremens,  epilepsy, 
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hysteria,  and  aneurism  of  the  aorta.  Whenever  possible  the 
patient  should  have  the  recumbent  position.  If  for  any  reason 
the  patient  is  put  in  a  sitting  or  partially  sitting  posture,  ether 
should  be  given,  as  chloroform  acts  very  badly  in  this  position. 
If  the  patient  is  placed  in  the  Trendelenburg  position  and  is 
requiring  a  good  deal  of  ether,  a  change  to  chloroform  is  often 
wise.  After  profound  narcosis  with  ether  the  amount  of  chloro- 
form necessary  to  continue  narcosis  is  very  small  as  a  rule.  In 
this  position,  too,  we  have  to  consider  the  fact  that  ether  has  a 
tendency  to  dilate  the  blood  vessels,  and  with  the  head  lowered 
the  blood  naturally  gravitates  to  that  point,  giving  a  slight 
danger  in  some  cases  of  a  rupture  of  the  blood  vessels  of  the 
brain  following  ether.  Then,  too,  with  ether  we  may  have 
large  quantities  of  mucus,  even  occasionally  with  the  open  cone 
method.  The  mucus  deposits  itself  in  the  posterior  nares,  fill- 
ing up  the  cavity,  shutting  off — at  least  partially — the  air  pas- 
sages. If  the  patient  is  deeply  narcotized,  he  may  become  cy- 
anosed  by  the  shutting  off  of  air,  and  in  order  to  clear  out  the 
air  passages  the  anesthetic  would  have  to  be  removed  and  a 
partial  awakening  of  the  patient  take  place  before  it  could  be 
thoroughly  cleared  out.  This  can  be  aided,  however,  by  taking 
a  sponge  on  an  artery  forcep  and  opening  the  mouth  with  the 
linger,  passing  it  back  over  the  tongue  and  wiping  out  all  the 
mucus  that  can  be  reached.  This,  too,  is  obviated  by  a  change 
to  chloroform. 

Occasionally  when  a  patient  is  placed  on  the  side,  or  placed 
in  a  high  saddle  for  kidney  operations,  particularly  when  the 
saddle  reaches  high  enough  to  give  pressure  on  the  side  of  the 
chest,  it  interferes  with  the  respiration  and  only  one  lung  seems 
to  ^\.  any  amount  of  air.  These  cases  get  along  nicely  if  the 
anesthetic  is  not  pushed  and  it  is  astonishing  how  small  an 
amount  of  either  ether  or  chloroform  in  the  average  case  is 
necessary  to  keep  him  asleep  under  these  circumstances.  The 
anesthetist  should  be  on  the  look-out  for  a  change  in  the  color 
of  the  face  at  all  times  as  the  patient  may  have  a  cessation  of 
breathing  at  almost  any  moment. 

Operations  on  the  brain  and  spinal  cord  make  anesthesia 
dangerous  and  difficult,  and  ether  should  be  used  whenever 
possible. 

In  intestinal  obstruction  there  is  danger  in  a  general  anes- 
thetic.   Here  again  ether  is  the  safer.    In  operations  about  the 
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mouth,  nose,  and  throat,  it  is  often  wise  to  begin  with  ether  and 
have  profound  narcosis  before  the. surgeon  is  ready  to  com- 
mence his  work,  when  you  immediately  change  to  chloroform. 
People  of  a  high-strung  nervous  temperament  are  usually  diffi- 
cult to  anesthetize,  harder  to  control,  and  more  often  victims  of 
intoxication.  In  operations  where  we  have  atheroma  chloro- 
form is  more  safe  than  ether,  due  largely  to  the  fact  that,  as 
already  stated,  ether  dilates  the  walls  of  the  vessels.  In  renal 
affections,  the  theory  that  chloroform  alone  should  be  given 
has  been  exploded,  and  it  is  now  thought  by  many  observers 
that  chloroform  has  a  more  deleterious  effect  on  the  kidneys 
than  ether.  I  have  noticed  that  the  anesthetists  in  most  cities 
are  giving  ether  to  nearly  all  their  kidney  cases  at  the  present 
time.  However,  an  exception  should  be  made  in  diabetic  cases. 
There  chloroform  is  best  tolerated.  In  all  cases  of  pulmonary 
inflammations  chloroform  is  the  better  drug.  In  cases  of  shock 
from  accident  or  injury,  ether  is  more  readily  tolerated.  In 
cases  of  dypsnea  from  any  other  causes  than  heart  lesions  it 
is  best  to  give  chloroform.  But  where  the  dypsnea  is  due  di- 
rectly to  the  heart's  action,  ether  is  to  be  preferred.  In  cases 
of  amphomia  or  empyema  chloroform  is  better  tolerated. 

In  cases  of  mouth  breathers  it  is  often  wise  to  place  a  small 
mouth  gag.  This  can  be  done  by  taking  a  small  cork  with  a 
piece  of  string  attached,  and  placing  it  well  in  the  mouth  be- 
tween the  teeth,  as  the  tendency  in  holding  forward  the  jaw 
sometimes  brings  the  tongue  either  against  the  teeth  or  oc- 
casionally between  the  teeth,  shutting  off  the  proper  amount  of 
air  from  getting  into  the  lungs.  You  will  find  this  aids  you  in 
this  class  of  cases.  Conditions  which  favor  collapse,  and  where 
the  anesthetist  should  ever  be  on  the  alert  are  the  severing  of 
a  nerve  in  an  amputation,  the  sudden  escape  of  the  contents  of 
a  cyst,  the  removal  of  a  large  fibroid,  pressure  or  removal  of  a 
testicle  or  an  ovary,  and  the  removal  of  the  foreskin  in  a  boy  in 
circumcision,  and  rectal  dilatation. 
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THE  RISE  AND  FALL  OF  THE  MAMMARY  GLAND.* 

BY    FRANK    KRAFT,    M.    D. 

I  may  be  permitted  to  say  in  order  to  allay  the  astonishment 
incident  to  so  remarkable  a  title — even  from  me — ^that  I  did 
not  select  this  subject  nor  the  title;  for  if  I  had,  it  is  probable 
that  I  would  have  not  have  done  so.  The  total  head  and  sub- 
head title  as  originally  g^ven  to  me  was :  "  The  Rise  and  Fall 
of  the  Mammary  Gland — Genus  Homo  Americanae.  Being  a 
Sad  and  Somber  Narrative  of  our  Modem  Babies,  Exiles  by 
Fate  from  their  Native  Breasts,  and  the  Succulent  Pastures 
of  a  Vigorous  Motherhood,  to  Rubber  at  the  end  of  a  Bottle, 
filling  themselves  full  of  various  Caprices  and  Colic.  Why  is 
there  so  much  Artificial  Feeding  nowadays?  What  is  the 
Remedy,  and  what  is  the  Best  Disposition  of  the  Question  for 
present  conditions  while  we  are  Breeding  a  Better  Milk-Pro- 
ducer?" That  was  the  subject  as  originally  submitted  to  me 
for  a  proper  and  lucid  resolving. 

There  is,  however,  and  thankfully,  a  lively  suggestion  in  the 
title  proper:  The  Rise  and  Fall  of  the  Mammary  Gland, 
which  allies  it  with  the  intellectual  labors  and  strivings  of  the 
late  Mr.  Boffin,  the  Golden  Dustman,  and  his  wooden-legged 
poetical  tutor,  Silas  Wegg,  namely,  The  Rise  and  Fall  of  the 
Roman  Empire.  What  is  that  lively  suggestion  ?  This :  That 
in  the  day  of  its  primitive  virtues  and  energies,  Rome  was  a 
world  power  and  dominated  pretty  much  all  other  known 
countries;  but,  later,  when  luxury  and  effeminacy  had  over- 
taken its  peoples ;  when  indolence  and  much  wealth  became  the 
fashion ;  the  Roman  Empire  crumbled  and  fell,  and  became  in 
time— our  present  time  for  one  instance — the  present  Italian 
States  pouring  out  their  annual  hordes  of  unwelcome  and  un- 
desirable immigrants. 

In  the  infancy  of  our  country,  and  of  any  and  all  other 
countries,  while  the  human  family  was  knitted  together  by 
something  more  human  and  humane  than  the  mighty  dollar, 
and  that  mighty  dollar  multiplied  by  the  thousands  and  the  mil- 
lions, there  were  plenty  of  children;  our  women  experienced 
no  trouble  from  barrenness ;  and  there  was  no  Fall  of  the  Mam- 
mary Gland.    So  that  my  first  postulate  will  be  that  increased 

♦  Presented  to  the  Obstetrical  Society,  A.  I.  H.,  1905. 


The  Rise  and  Fall  of  the  Mammary  Gland.         465 

comforts  and  conveniences,  and,  in  many  cases,  luxury,  has 
benumbed  if  not  destroyed  in  our  modern  women  the  love  of 
domestic  life  and  content,  the  care  of  home  and  husband,  and 
the  proper  rearing  of  children ;  and,  second,  if  this  be  true,  then 
the  genesic  instinct  must  also  be  dormant  and  all  its  visible 
attributes  be  of  the  minus  order  and  quantity. 

Now  I  am  not  unmindful  of  the  fate  which  overtook  ex- 
President  Grover  Cleveland  when  he  attacked,  and,  as  alleged 
villified  the  club  women  of  our  country ;  I  propose  to  show  that 
ALL  American  women  are  not  of  the  idle,  luxurious,  and  un- 
womanly class. 

In  our  lowest  class — ^and  I  shall  use  this  peculiar  designation 
in  no  sinister  way,  but  merely  as  a  political  division  whose  pur- 
pose will  be  apparent  presently — in  our  lowest  class,  whether 
of  our  own  country,  or  of  the  other  countries,  properly  or  im- 
properly naturalized,  we  rarely,  if  ever,  find  a  barren  woman  ; 
and  as  rarely,  too,  do  we  find  a  woman  without  mammary 
glands  well  developed. 

Take  the  next  class,  the  great  middle  class,  the  class  that 
labors,  some  of  them  very  hard;  the  class  that  does  things,  and 
how  infrequently  do  we  find  here  need  for  the  beauty-doctor 
and  the  complexion  specialist.  The  children  coming  from  this 
class,  as  a  rule,  are  of  the  healthy  kind.  They  are  able  to  with- 
stand the  onslaught  of  the  usual  infantile  diseases,  because  they 
have  had  mothers  to  care  for  them  from  the  moment  of 
birth.  It  is,  truly,  infrequent  to  find  one  of  these  women  and 
mothers  without  those  anatomical  enrichments  so  highly  prized 
by  all  of  her  sex.  To  be  sure,  there  are,  here  and  there,  some 
who  ape  the  flat-dwellers  and  automobile  class;  who  are 
ashamed  of  their  daily  toil  and  strive  to  get  out  of  it  into  the 
Society  of  the  upper  class.  Still  when  marriage  overtakes  them 
they  are  fruitful  and  their  mammary  glands  do  not  suffer. 

But  step  into  the  next  and  highest  class — that  class  which 
is  most  often  in  the  Society  columns  for  church  wteddings,  and 
parties  and  socials  and  other  functions,  and  who  so  appear 
mainly  because  of  the  triumphant  arts  of  the  modiste  and  the 
dressmaker,  and  what  do  we  find?  If  by  any  chance  a  stray 
feather  from  King  Stork  finds  its  way  into  one  of  these  palatial 
homes,  then  there  we  find  in  the  majority  of  cases  a  Fall  of 
the  Mammary  Gland.  There  are  exceptions,  but  let  the  con- 
scientious and  observing  physician  and  accoucheur  recall  some 
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of  these  cases,  and  he  will  admit  the  truth  of  this  general  state- 
ment. Here  it  is  we  find  the  beauty  doctor  in  her  element  and 
upon  her  native  heath,  with  her  dopes  and  rubs  and  electricity 
and  massage  and  exhaust  pumps. 

The  lowiest  class  pves  us  plenty  of  babies  but  not  always  of 
the  desirable  kind.  It  is  from  the  middle  class  that  we  get  our 
sturdy  men  and  women.  And  this  is  accounted  for  by  their 
needs.  They  are  still  in  shirt-sleeves  and  aprons.  They  live 
on  wholesome  food  and  sleep  a  good  part  of  the  night.  They 
rest  on  the  Sabbath  day,  and  take  recreation  in  moderation. 
They  are  not  exposed  to  bad  air  at  night,  they  do  not  invite 
indigestion  and  worse  by  after-theater  parties. 

Now  why  is  this?  Because  these  two  classes  live  nearer 
Nature  and  Nature's  God.  Is  it  necessary  to  go  back  to  the 
horn-books  of  the  profession  to  show  that  animal  life  is  best 
subserved  by  living  the  life  of  that  animal  and  not  that  of  an- 
other? 

The  operations  of  Nature  are  necessarily  animal;  we  are 
born  like  animals;  we  eat  like  animals;  we  have  the  instincts 
of  animals;  animal  life  is  the  basis  of  the  whole  life;  and  if 
we  are  permitted  to  continue  to  the  Scriptural  three-score-and- 
ten,  or  even  beyond,  without  ending  it  in  a  poorhouse  as  an 
advertisement  for  Pe-ru-na  or  Duffy's  Malt  Whiskey,  still  wte 
go  to  our  death  as  animals,  and  are  seen  no  more  of  men.  With- 
out the  animal  structure  there  can  be  no  life.  Hence,  the  best 
man  and  the  best  woman  is  he  or  she  who  lives  nearest  the 
animal  nature — which  I  do  not  mean  in  a  gross  and  unseemly 
way;  but  in  the  due  care  and  use  and  understanding  of  the 
animal  structure,  and  which  at  this  time  is  so  little  understood 
among  certain  classes  of  the  gentler  sex.  Gentler  sex !  Gentler 
because  weaker  and  more  prone  to  breakdowns;  and  this  be- 
cause the  modern  educational  trend  is  to  refine  and  re-refine 
the  animal  nature  so  that  presently  nothing  is  left  to  build  on, 
whereupon  the  structure  collapses.  When  this  girl,  let  us  say, 
is  taken  from  her  country  home,  where  she  was  not  ashamed 
to  work  in  the  kitchen,  and  where  it  was  not  a  social  sin  as 
unpardonable  as  that  mythical  one  against  the  Holy  Ghost,  to 
be  caught  helping  mother  with  the  week's  washing — put  that 
girl  into  one  of  our  hothouse  upper  schools,  fill  her  mind  with 
psychological  problems  and  a  half  dozen  languages ;  finish  her 
off  so  that  she  will  be  ashamed  of  her  ruddy  cheeks ;  her  robust 
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health ;  her  exuberant  physical  life ;  her  polished  forehead,  her 
freckled  nose;  and  she  will  try  to  become  lithe  and  lissome, 
graceful  from  weakness,  delicate  with  a  pallid  skin  "  all  sicklied 
o'er  with  the  pale  cast  of  thought "  what,  then,  have  you  ac- 
complished? And  if  she  does  marry  and — well,  why  go 
farther?  The  obstetrician  and  the  gynecologist  can  supply 
the  later  and  finishing  details.  Here  we  find  the  Fall  of  the 
Mammary  Gland !  What  boots  it  that  the  girl  gets  a  weekly 
gymnastic  lesson,  or  a  physical  culture  lesson  in  fashionably 
cut  attire,  when  her  muscles  everywhere  are  lax  and  flabby. 
And  w-hat  is  true  of  the  muscles  of  the  leg  and  of  the  arm,  is 
equally  true  of  the  heart  and  of  the  breast. 

But  I  am  getting  away  from  my  topic,  though  when  we  speak 
of  the  Rise  and  Fall  of  the  Mammary  Gland,  we  must  needs  do 
so  as  the  homeopathic  practitioner  does  his  prescribing  of  medi- 
cines— take  the  totality  of  the  patient  as  well  as  the  Mammary 
Glands  in  order  to  understand  the  problem  before  us. 

The  modern  obstetrician — and  how  few  professed  obstetri- 
cians we  find  to-day — this  specialist  finds  but  little  use  for  his 
special  study  and  skill,  except  in  the  two  under  classes.  If  he 
touches  a  case  in  the  social  strata,  especially  if  it  be  a  primi- 
para,  he  is  most  frequently  met  with  an  affrighting  perineal 
tear.  The  tissues  are  lax,  are  undeveloped,  are  not  healthy, 
and  the  tragedy  of  the  tear  is  enacted.  It  becomes,  as  one  of 
my  gynecological  friends  has  declared,  a  surgical  operation, 
this  having  of  a  first  baby  in  a  society  family,  and  ought  to  be 
so  entered  upon  and  so  conducted ;  and  it  is  not,  as  we  were 
taught  by  our  teachers,  a  normal  physiological  function  per- 
fectly safe  in  about  96  per  cent,  of  all  cases. 

When  one  comes  to  study  the  matter  rather  closely  and  care- 
fully, especially  from  the  knowledge  of  a  physician  or  surgeon, 
it  seems  unkind  to  blame  this  society  class  unduly  for  refusing 
as  one  is  said  to  have  said,  "to  submit  her  body  for  man's 
pleasures."  For  that  is  what  it  practically  amounts  to  in  a 
great  many  cases.  In  so  many  cases  there  is  an  entire  absence 
of  the  genesic  feeling,  with  absolute  indifference  to  the  male. 
How  then  can  we  blame  them  for  refusing  to  enter  this,  their 
Garden  of  Gethsemane,  even  when  so  eloquently  adjured  from 
the  Big  Stick  in  our  National  Capitol.  This  woman's  life  has 
all  been  merged  in  the  higher  accomplishments  of  the  world. 
She  sees  no  duty  away  from  her  appointed  round  of  social 


468  Frank  Kraft,  M.  D. 

functions.  Her  school  work  has  filled  her  head  at  the  e3q>ense 
of  her  body.  She  has  become  refined  and  spirituelle.  She 
takes  no  physical  exercise.  She  eats  and  drinks  as  she  does 
most  of  her  other  duties  in  a  dilletantish  way.  She  strives 
for  novelty  in  her  amusements  and  surroundings.  Her  raiment 
patterned  for  her  by  women  in  Paris  whom,  many  of  them, 
no  respecting  American  matron  or  woman  would  dare  to  be 
seen  in  intimate  converse  in  America,  and  the  fashions  so  un- 
healthful  that  her  body  fails  of  retaining  even  a  negative  amount 
of  nutrition.  Her  general  health  is  enfeebled.  She  resorts  to 
doctors  and.  to  tonics.  Her  muscular  development  grows  lax. 
And  so  the  mammary  glands  cease  of  their  function  because 
of  use  chiefly  for  dressmaker  purposes.  And  when  the  in- 
evitable breakdown  takes  place  then  there  is  naught  to  be  done  I 

There  is,  however,  a  sort  of  despicable  compromise  between 
this  unwomanly  woman  and  the  one  in  the  lower  ranks,  in  the 
matter  of  mammary  glands.  It  is  that  woman,  moving  in  the 
upper  and  more  rarefied  strata,  who  having  child  who  pres- 
ently and  persistently  refuses  to  nurse  that  infant,  sometimes 
for  a  number  of  well-devised  causes,  but  chiefly  because  it  in- 
terferes with  her  social  functions.  Here  it  requires  tact  and 
diplomacy  of  a  high  order  to  overcome  her  aversion  to  doing 
her  whole  duty  to  her  child.  It  has  been  my  misfortune  to  have 
had  two  such  obstreperous  cases,  and  when  I  found  that  the 
nurse  with  the  condensed  milk  and  the  modified  milk  had  sup- 
planted me,  I  withdrew  from  the  cases.  The  children  did  not 
die,  but  they  are  feeble  little  fellows,  and  will  be  subject  to 
whatever  comes  along  in  the  way  of  ailments  and  illnesses. 
What  can  we  do  in  such  cases  ?    Nothing. 

Where  there  is  disease  in  the  breast  there  needs  no  recom- 
mendation from  me  to  advise  the  proper  medication.  What 
that  should  be,  as  homeopaths,  we  cannot  foretell.  We  cannot 
treat  the  fallen  mammary  gland  except  in  an  incidental,  I  might 
more  properly  say,  accidental  fashion.  For  if  the  mammary 
gland  be  a  part  of  the  human  anatomy  supplied  with  blood 
from  the  same  heart  as  the  remainder  of  the  body,  then  we 
must  still  treat  the  woman  rather  than  the  mammary  gland. 
The  text-books  have  laid  aside  conium  and  Phytolacca  as  prime 
remedies  in  breast  troubles.  But  belladonna,  rhus,  lac  canium, 
and  bryonia  have  special  efficacy  when  prescribed  under  the 
law  of  similars — and  not  upon  the  diseased  breast. 
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A  deformed  breast  or  a  surgically  diseased  breast  I  will  refer 
to  only  to  say  that  it  does  not  belong  to  my  subject.  This  man- 
ner of  injury  or  disease  may  be  found  in  any  and  all  the  classes, 
just  as  one  is  Kkely  to  find  a  broken  leg  or  arm  or  other  surgi- 
cal deformity  or  injury. 

The  normal  Rise  and  Dominance  of  the  Mammary  Gland  you 
will  find  nowhere  so  often  as  in  those  girls  and  women  who  have 
lived  a  natural  life,  who  eat  and  drink  normal  foods  and  drinks, 
who  keep  fairly  comfortable  hours,  who  are  not  bowed  down 
and  broken  over  the  wheel  of  society,  who  have  not  put  behind 
them  all  the  demands  of  nature,  who  wear  corsets  only  on  dress 
occasions,  and  who  are  from  the  ground  up  Noble  Women  as 
Nature  designed  them  to  be. 
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WHEN  DOES  A  GYNECOLOGICAL  CASE  BECOME 
A  SURGICAL  ONE? 

BY  E.  H.  PRATT,  M.  D. 

What  is  surgery,  anyway?  According  to  the  derivation, 
from  cheir,  meaning  hand,  and  ergon,  meaning  work,  the  legiti- 
mate meaning  of  surgery  is  hand  work.  The  dictionary  permits 
a  still  broader  interpretation  of  the  word.  From  a  reading  of 
Webster's,  we  find,  "  the  art  of  healing  by  manual  operation ; 
that  branch  of  medical  science  which  treats  of  manual  opera- 
tions for  the  healing  of  diseases  or  injuries  of  the  body;  that 
branch  of  medical  science  which  has  for  its  object  the  cure  of 
local  injuries  or  diseases,  as  wounds  or  fractures,  tumors,  etc., 
whether  by  manual  operation  or  by  medicines  and  constitutional 
treatment. '  What  do  you  think  of  that  ?  "  Surgery  is  that 
branch  of  medicine  which  has  for  its  object  the  cure  of  local 
injuries  or  diseases,  as  wounds,  fractures,  tumors,  etc.,  whether 
by  manual  operation  or  by  medicines  and  constitutional  treat- 
ment." The  first  part  of  the  definition  implies  that  whatever 
is  done  to  patients  by  means  of  a  doctor's  hands  is  a  surgical 
procedure.  The  second  part  of  the  definition  carries  the  mean- 
ing that  all  attention  to  local  conditions,  whether  by  hands  or 
even  by  drugs  or  other  appliances,  is  surgical  in  its  nature.  If 
Webster's  definitions,  either  or  both  of  them,  are  accepted,  the 
boundary  line  between  the  general  practitioner  and  the  surgeon 
would  be  pretty  well  wiped  out.  In  gynecological  work  it 
would  mean  that  all  types  of  local  attention  are  properly  sur- 
gical in  their  nature.  The  insertion  of  a  tampon,  the  placing 
of  a  pessary,  all  topical  application  of  drugs  or  the  administra- 
tion of  electricity,  even  the  internal  administration  of  medicine 
for  local  effect  would  all  come  under  surgical  practice. 

Is  not  the  generally  accepted  meaning  of  surgical  gynecology 
quite  diflferent  from  this,  and  do  we  not  expect  the  surgeon  to 
confine  his  usefulness  to  the  employment  of  the  scalpel  and 
needles  and  thread,  deeming  it  quite  proper  in  all  cases  to  even 
exclude  him  from  the  responsibilities  of  prescribing,  of  select- 
ing local  medicaments,  or  even  of  reducing  misplaced  organs  ? 
But  why  have  any  boundary  lines  between  a  surgeon  and  a 
doctor?    A  doctor  must  always  be  something  of  a  surgeon  and 
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a  surgeon  something  of  a  doctor  to  fit  either  of  them  for  the 
Jocal  treatment  of  women. 

But  let  us  not  waste  valuable  time  in  a  senseless  consideration 
of  medical  and  surgical  boundary  lines,  but  proceed  to  the  con- 
sideration of  some  points  of  practical  value  in  the  local  treat- 
ment of  sick  women,  considering  each  point  where  attention  is 
-most  liable  to  be  required  at  the  hands  of  the  attending  man, 
seriatim,  recognizing  as  a  basic  principle  that  all  deviations 
from  pelvic  health  come  from  impinged  pelvic  terminals  or 
nerve  trunks,  thereby  disturbing  the  circulation  and  conse- 
-quently  the  functions  of  the  part;  and  that  no  woman  can  be 
wiell  so  long  as  she  is  suffering  irritation  or  embarrassment  at 
any  pelvic  point. 

To  proceed  to  the  examination  and  treatment  of  any  woman 
in  ill  health,  examination  and  treatment  should  be  addressed 
first  of  all  to  the  clitoris  and  its  hood.  If  the  hood  is  too  long, 
it  should  be  amputated;  if  it  is  too  tight  it  should  be  slit;  if  it 
is  adherent,  it  should  be  released ;  if  in  a  normal  condition,  it 
should  be  left  unmolested.  In  the  great  majority  of  women  it 
will  require  attention,  which,  according  to  Webster's  defini- 
tion, would  be  surgical;  and  as  the  clitoris  receives  a  larger 
nerve  supply  from  the  sympathetic  nervous  system  in  propor- 
tion to  its  size  than  any  other  organ  in  the  body,  it  is  a  nerve 
center  not  to  be  neglected  in  properly  tuning  up  a  female  harp 
of  time.  In  case  there  are  adhesions  of  the  hood  of  the  clitoris, 
the  mere  breaking  them  up  is  not  sufficient,  as  they  are  pretty 
sure  to  be  reproduced  again  unless  by  repeated  attention  they 
are  kept  loosened  until  the  epithelial  lining  is  established. 

The  meatus  urinarius  frequently  presents  on  its  margin  hy- 
pertrophied  Skene's  glands,  for  which  the  most  satisfactory 
treatment  is  slitting  them  open  and  subsequent  local  medication 
until  complete  healing  has  been  secured.  The  margins  of  the 
meatus  are  often  found  to  be  ragged  and  require  smoothing, 
^nd  are  often  narrow  and  require  dilating.  This  can  be 
accomplished  either  by  graded  uterine  sounds  or  by  a  divulging 
pair  of  artery  forceps,  introduced  closed  and  withdrawn  while 
divulged,  judgment  being  called  for  to  merely  dilate  the  orifice 
and  not  rupture  it.  A  caruncle  is  frequently  located  at  its  lower 
part  which  may  be  cured  possibly  by  dilation  or  the  local  ap- 
plication of  remedies  and  by  needed  attention  to  the  endo- 
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metrium,  which  is  its  common  cause.     Nevertheless,  in  many 
cases  it  is  better  to  seize  it  with  a  tenaculum  and  excise  it. 

The  hymen  is  also  a  frequent  source  of  irritation  to  the  fe- 
male sexual  organs.  If  it  is  merely  irritable  at  its  base,  this 
can  be  corrected  by  local  application  of  drugs  and  by  dilation. 
If,  howfcver,  its  margin  is  ragged  and  sensitive,  it  will  need  to 
be  trimmed  away,  and  no  amount  of  prescribing  or  local  ap- 
plications will  suffice. 

The  uterus  may  require  attention  from  two  causes;  first, 
malposition;  and  the  second,  malcondition.  The  malpositions, 
demanding  consideration  are  five;  anteflexion,  retroflexicti, 
retroversion,  lateroflexion,  and  displacement  downwards. 

For  anteflexion  and  retroflection,  we  have  for  some  time  had 
the  help  of  graded  sounds,  for  which  we  have  to  thank  Dr. 
Spooner,  and  which  have  passed  into  quite  universal  use.  We 
have  also  to  be  grateful  to  the  man  who  first  invented  stem* 
pessaries,  whose  exhibition  was  preceded  by  the  sponge  and  the 
seatangle  tents.  These  have  long  since  passed  away,  owing  to 
the  difficulties  encountered  in  keeping  them  in  an  aseptic 
condition.  If  I  knew  whom  to  thank  for  the  suggestion  of  the 
stem  pessary,  it  would  give  me  great  pleasure  to  pay  tribute  to 
him  in  the  present  connection,  for  stem  pessaries  have  proved 
themselves  of  great  service  in  numberless  cases  of  endometritis, 
and  dysmenhorrhea,  especially  when  accompanying  ante-  or 
retro-flexion.  Right  here  it  may  be  of  service  to  some  mem- 
beri  of  your  society  to  call  attention  to  the  wonderful  helpful- 
ness of  Petit's  Uterine  Battery,  placed  on  the  market  by  E.  V. 
Weakley  &  Co.,  of  St.  Louis.  Its  helpfulness  in  cervical  steno- 
sis, cervical  endometritis,  subinvolution  of  the  uterus,  prolap- 
sus uteri,  dysmenorrhea,  and  ovarian  irritability  makes  it  de- 
serving of  the  highest  praise.  The  fact  that  the  instrument  is^ 
so  wrongfully  employed  by  many  to  prevent  conception  should 
not  deter  it  from  its  legitimate  sphere  of  usefulness.  It  should 
never  be  left  in  the  hands  of  the  patients  themselves  to  be  used 
at  their  own  discretion  and  pleasure,  but  it  should  be  retained 
in  the  possession  of  the  gynecologist  so  as  to  insure  its  legiti- 
mate employment  solely  for  purposes  of  health.  The  instru- 
ment consists  of  a  copper  cup.  into  the  bottom  of  which  is 
fastened  a  short  zinc  stem.  The  stem  enters  the  cervical  canal. 
The  end  of  the  cervix  rests  in  the  cup  and  the  vaginal  secretion- 
being  acid  excites  a  very  slight  electrical  action  between  the 
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copper  and  the  zinc,  which  serves  as  a  strong  uterine  tonic. 
Then,  too,  the  pressure  of  the  stem  v/ithin  the  cervical  canal 
and  that  of  the  cup  on  the  outside  of  the  cervical  extremity  com- 
pels a  change  of  circulation  which  involves  an  improved  nutri- 
tion after  the  removal  of  the  cup  when  reaction  is  instituted. 
The  instrument  can  be  placed  at  the  orifice  and  permitted  to  re- 
main a  day  or  so,  according  to  the  responsiveness  of  the  patient. 
In  very  sensitive  women  it  is  better  to  have  it  introduced  at 
night  and  removed  in  the  morning.  After  its  removal  the 
mucus  should  be  cleared  from  the  cervix  and  an  application 
made  of  tincture  hydrastis  or  Balsam  of  Peru  or  whatever 
medicament  is  most  indicated.  The  instrument  can  be  used  as 
often  as  twice  a  week  or  at  intervals  of  a  month  or  more,  accord- 
ing to  the  reactive  power  of  the  patient.  Now,  I  am  satisfied 
that  the  usefulness  of  this  battery  can  be  extended  to  make  it 
serviceable  in  the  treatment  of  ante-  and  retro-flexion  cases  by 
lengthening  the  stem  sufficiently  to  permit  its  upper  part  to  ex- 
tend just  above  the  internal  os,  and  recently  Weakley  &  Co.  have 
constructed  a  few  of  them  after  this  pattern  for  trial  purposes. 
The  success  of  the  stem  pessary  unaided  by  the  battery  idea,, 
however,  insures  their  usefulness  and  their  emplo3mient  in  such- 
cases  will  be  no  experiment.  Some  cases  of  retroflexion  where 
the  tissues  are  very  flabby  and  the  patient  is  inaccessible  to  the 
gynecologist  except  for  a  short  time,  will  call  for  some  kind  of 
radical  surgical  work  which  shall  sustain  the  uterus  perfectly 
in  its  normal  condition.  Alexander's  operation,  ventral  fixa- 
tion, puckering  of  the  broad  ligaments,  the  Libby  Muncie  trans- 
fixion operation,  or  some  other  substantial  surgical  measure 
will  be  demanded. 

Retroversion  will  call  for  operative  surgical  treatment  only 
after  various  gymnastic  exercises,  prescribed  positions,  and  last 
of  all,  the  employment  of  retroversion  pessaries,  have  failed  in 
their  purpose. 

Lateroflections  are  usually  due  to  the  shortening  of  one  of  the 
lateral  utero-sacral  ligaments.  Frequent  stretching  of  the  liga- 
ment by  means  of  traction  upon  a  sound  introduced  into  the 
uterine  cavity,  by  means  of  stretching  it  with  a  finger  as  it 
impinges  the  cervix  at  its  base  or  sub-mucous  section  of  the 
ligament  through  the  vault  of  the  vagina — what  might  be 
called  a  uterine  tenotomy,  will  be  found  necessary  to  correct 
the  difficulty. 
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Mere  prolapsus  uteri  can  frequently  be  cured  by  the  toning- 
up  of  the  parts  by  means  of  pessaries,  douches  applied  in  a 
manner  to  secure  hydraulic  pressure,  stringent  local  remedies, 
electricity,  manipulations,  vaginal  massage  and  calisthenics. 
Ovarian  and  tubal  irritation  in  their  incipiency  can  usually  be 
overcome  by  proper  attention  to  the  cervix  and  outlet  of  the 
pelvis,  especially  when  aided  by  electricity  and  the  use  of 
Roger's  Lamp,  which  is  also  a  recent  and  valuable  addition  to 
a  complete  gynecological  armamentarium. 

But  sexual  congestions  disturbing  functions  and  even  patho- 
logical lesions  of  the  female  sexual  organs,  are  so  frequently 
reflected  from  rectal  conditions  that  to  ignore  attention  to  the 
rectum  in  gynecological  cases  is  to  commit  a  gross  error  of 
omission.  Anal  stenosis  (spasmodic  or  organic)  eroded 
patches  in  the  lining  of  the  last  inch,  anal  fissures,  hemor- 
rhcnds,  fistulae  pockets,  and  papillae,  are  frequently  encountered 
in  all  gynecological  cases  and  must  be  corrected  as  basic  work 
before  any  kind  of  gynecological  practice  will  be  successful.  It 
is  not  proper  at  the  present  time  to  burden  you  with  the  detailed 
treatments  of  these  various  conditions,  but  all  that  is  pertinent 
to  the  present  occasion  is  to  call  your  attention  to  the  fact  that 
in  all  gynecological  cases  the  rectum  as  well  as  the  sexual 
system  is  to  be  dealt  with,  and  whatever  trouble  is  encountered 
must  be  corrected  synchronously  with  the  other  pelvic  regions. 
In  addition  to  what  has  already  been  mentioned,  the  fact  should 
be  recognized  that  the  sigmoid  flexure  of  the  colon  often  pre- 
sents irritable  spots  which  are  frequent  causes  of  troubles  whose 
reflections  are  frequently  misleading.  The  pelvic  backaches 
for  which  the  uterus  is  so  frequently  blamed  is  more  often  due 
to  sigmoidal  irritations  than  has  been  recognized.  The  uterine 
congestions  which  fail  to  respond  to  proper  treatment  frequently 
owe  their  protraction  to  the  same  cause,  while  an  irritability 
of  the  female  bladder  is  almost  as  frequently  due  to  sigmoidal 
irritation  as  it  is  to  urethral  caruncle,  the  hypertrophy  of 
Skene's  gland,  or  to  irritation  of  the  internal  os  uteri. 

All  gynecological  cases,  while  calling  for  local  attention,  also 
demand  the  exhibition  of  the  proper  homeopathic  remedy.  In 
Hahnemann's  time  pelvic  explorations  were  seldom  made  and 
all  the  advantages  of  modem  gynecology  were  not  to  be  had. 
With  a  prophetic  vision,  however,  characteristic  of  illumined 
minds,  how  well  did  Hahnemann  secure  his  right  to  enduring 
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appreciation  in  standing  upon  the  broad  universal  principle  of 
first  removing  the  causes  of  irritation  so  far  as  posible  before 
exhibiting  the  homeopathic  remedy.  Realizing,  as  he  did,  that 
in  the  progress  of  medical  science,  new  causes  for  sickness 
would  inevitably  be  disclosed,  he  amply  provided  for  this 
exigency  in  taking  this  position  that  all  causes  of  irritation, 
whatever  they  might  be  or  might  be  found  to  be,  should  be  re- 
moved as  far  as  possible  before  making  a  homeopathic  pre- 
scription, so  as  not  to  doom  the  drug  to  failure  by  asking  it 
for  effects  impossible  to  produce.  No  amount  of  prescribing 
can  unhood  a  clitoris,  smooth  a  meatus  or  a  vulva,  correct  a 
pronounced  misplacement,  or  exterminate  pelvic  pathology. 
It  could  allay  undue  irritability,  it  could  act  upon  local  con- 
ditions from  its  influence  upon  blood  streams,  and  thus  could 
affect  spasmodic  stenosis  in  any  part  by  relieving  the  conges- 
tion which  caused  it;  but  there  are  mechanical  causes  for 
pelvic  irritation  which  require  mechanical  means  for  correction, 
and  these  should  receive  first  attention  at  the  hands  of  the 
gynecologist,  and  internal  prescribing  should  be  reserved  for 
the  removal  of  the  lingering  symptoms  and  for  the  more  func- 
tional derangements  which  can  be  corrected  by  influencing  the 
circulation  of  the  part  involved.  The  dynamic  helpfulness  of 
true  homeopathic  prescribing  in  dealing  with  dyscrasias  and 
with  abnormal  emotional  and  intellectual  states  emanating  from 
the  sub-conscious  depths,  is  another  subject,  deeply  interesting 
and  profound  in  importance,  but  foreign  to  the  present  theme. 
Our  final  conclusion  upon  the  topic  must  be,  it  seems  to  me, 
that  all  gynecological  cases  are  both  medical  and  surgical  and 
no  fixed  boundary  lines  can  be  sensibly  drawn,  for  while  con- 
gestions may  be  fluctuated  and  remedied  by  mere  smptomo- 
logical  prescribing,  they  are  the  result,  in  most  cases,  at  least, 
of  nerve  impingements  which  are  mechanical  in  their  nature 
and  call  for  some  form  of  surgical  relief. 
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SOME  GYNECOLOGICAL  REMEDIES.* 

BY  DRS.  M.  L.  TYLER  AND  E.  A.  NEATBY. 

We  give  the  indications  which  usually  gtiide  us  in  the  selec- 
tion of  some  of  the  remedies  most  frequently  used. 

Thuja  Occidentalis. — ^This  drug  is  mostly  given  by  us  on  the 
somewhat  unsafe  and  uncertain  theoretical  ground  of  a  sup- 
posed "  sycosis  "  or  "  vaccinosis."  This  is  a  method  which 
has  little  but  the  example  of  our  able  therapeutic  ancestors  to 
recommend  it.  That  little,  however,  must  serve  as  our  justi- 
fication, coupled  with  the  sometimes  desperate  plea  of  lack  of 
time.  There  are,  however,  certain  fairly  well  defined  symptom- 
atic or  constitutional  indications  for  this  valuable  drug;  a  drug 
which  to  our  thinking  is  deserving  of  wider  usage  than  it  re- 
ceives. It  is  a  drug  which  would  assuredly  repay  a  careful 
and  scientific  reproving. 

The  skin  indications  for  thuja,  if  present,  are  dryness  and 
fine  scaliness,  with  or  without  alopecia ;  the  nails  tend  to  become 
thin,  dry  and  brittle;  and  warty  growths,  especially  if  near 
any  of  the  orifices,  and,  most  of  all,  if  near  the  anus  or  vulva, 
suggest  thuja. 

In  headaches  thuja  reminds  one  of  ignatia,  its  pain  being  in 
a  small  spot  (worse  on  the  left  side),  compared  to  a  nail  or 
a  button  pressing;  or  there  may  be  shooting  pain,  beginning 
in  the  front  and  extending  to  the  back  of  the  head,  contrasting 
here  with  silicea  and  spigelia.  Thuja  has  a  silicea  symptom  in 
this  situation,  namely,  "  likes  to  have  the  head  wrapped  up  " — 
a  useful  clinical  guide  in  many  forms  of  pain. 

In  the  mental  sphere  "  hurriedness ''  is  conspicuous,  and  the 
emotional  symptom,  "  music  causes  weeping,"  resembles  na- 
trum  mur. 

Discharges  occur  from  various  mucous  surfaces,  not  always 
acrid;  excoriations  of  nostrils,  of  vulva,  and  soreness  around 
anus  are  found,  calling  to  mind  nitric  acid,  which  has  also  the 
warty  growths.  Other-  symptoms  in  the  genito  urinary  sphere 
are  urethral  discharge,  frequent  micturition,  escape  of  urine 
during  coughing.  The  frequent  micturition  is  said  to  be  more 
noticed  during  the  presence  of  pain,  but  wc  cannot  recall  hav- 
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ing  verified  this  statement.  Thuja  must  be  classed  amongst 
the  "  left-sided  remedies ; "  it  has  pain  in  the  left  iliac  region 
(so-called  ovarian  pain),  extending  down  the  thigh,  made 
worse  by  riding  in  a  carriage  (that  is,  by  jolting)  and  by  walk- 
ing. The  throat  feels  raw,  and  swallowing  is  painful,  especially 
•empty  swallowing  (compare  lachesis)  ;  the  vagina  feels  raw 
and  sensitive  to  touch — hence  dyspareunia. 

In  the  digestive  system,  in  addition  to  the  symptoms  already 
mentioned,  there  are  flatulence  and  borborygmi,  a  feeling  of 
movement  in  the  abdomen,  caused  by  irregular  peristalsis.  As- 
sociated with  leucorrheal  discharge  there  may  be  rheumatic 
articular  pains  resembling  gonorrheal  rheumatism  in  being 
aggravated  .by  the  warmth  of  bed.  This  is,  of  course,  an  in- 
teresting and  striking  "  sycotic  "  symptom.  All  the  other  pains 
are  worse  from  cold,  especially  cold  and  wet,  and  the  patient 
is  chilly.  The  stools  may  be  loose  and  forcibly  expelled  with 
gas,  or,  oftener,  in  chronic  cases,  hard  and  difficult  to  pass; 
the  patients  have  a  feeling  there  (resembling  silicea)  of  some- 
thing left  behind,  wjhich  feeling  is  paralleled  in  the  urethra 
"by  the  sensation  of  more  passing  along  the  urethra  after  mic- 
turition is  supposed  to  have  ceased.  Menstruation  is  early, 
but  it  may  be  either  profuse  or  scanty.  There  is  a  pain  in  the 
vulva  and  perineum  resembling  coccydinia ;  it  is  worse  as  the 
patient  is  rising  from  sitting. 

Sulphur. — The  indications  to  which  we  trust  are  the  usual 
well-known  ones.  Leaving  aside  for  the  moment  careful  symp- 
tomatology, the  empirical  use  of  sulphur  as  an  alterative  or  "  an 
absorbent"  (replacing  the  iodide  of  potassium  and  the  mer- 
cury of  the  orthodox  school)  is  seldom  fruitless.  In  aiding 
the  absorption  of  inflammatory  deposits  it  follows  hepar,  and 
is  on  a  par  with  silicea,  from  which  it  is  distinguished  by  fairly 
definite  indications.  It  is  thus  a  great  pelvic  remedy,  for  a 
large  number  of  our  cases  are  some  form  of  pelvic  inflamma- 
tion, with  or  without  cellulitis.  Its  usefulness  in  cases  where 
apparently  well-chosen  remedies  fail  to  act  would  seem  to  bear 
out  Hahnemann's  doctrine  of  an  underlying  dyscrasia;  sulphur 
was  his  great  antipsoric.  Whether  or  not  there  be  any  truth 
in  "orificial  philosophy"  in  the  surgical  sense  its  upholders 
maintain,  there  is  at  least  a  great  deal  of  orificial  pathology — 
anal,  vulvar,  nasal,  buccal — represented  in  our  out-patient  de- 
partment.   Many  cases,  as  we  have  seen,  call  for  thuja.    The 


478  Drs.  M.  L.  Tyler  and  E.  A.  Neat  by. 

sulphur  cases  are  prone  to  have  red  orifices  and  burning  pains  ; 
the  burning  pains  are  deep-seated  or  internal,  as  well  as  ori* 
ficial.  Burning  feet  at  night,  preventing  sleep,  is  a  great  in- 
dication. 

Sulphur  has  flushes  like  lachesis,  but  ending  up  with  slight 
perspiration,  like  phosphorus.  It  has  also  a  sinking  in  the 
epigastrium  in  the  middle  of  the  morning,  when  the  food  has 
passed  out  of  the  stomach,  like  sepia.  The  prevailing  state  of 
the  bowels  is  constipation,  with  piles  and  ineffectual  urging, 
like  nux  vomica;  but  urgent  early  morning  diarrhea  may  be 
present  instead  of  (or  alternating  with)  the  other  state,  re- 
calling aloes,  podoph.,  and  nuphar,  etc. 

As  regards  menstruation,  the  indications  are  not  very 
marked;  the  periods  may  be  either  profuse  or  scanty,  early  or 
late ;  the  blood  may  be  pale  or  dark.  Both  menstrual  and  leu- 
corrheal  discharges  are  acrid,  causing  itching,  burning,  and 
smarting,  worse  at  night. 

Some  mental  symptoms  are  "  always  in  a  hurry,"  like  ar- 
senicum,  argentum  nit.,  thuja,  and  lilium ;  religious  melancholy, 
like  aurum:  and  illusions  of  exaltation.  The  tongue  has  red 
tip  and  edges,  and  the  throat  is  dry,  or  has  the  feeling  of  a  hair 
in  it  or  at  the  back  of  the  tongue,  like  sil.  or  natr.  mur. 

While  the  calcarea  patient  is  fat  and  flabby,  the  sulphur  pa- 
tient is  tall,  thin,  and  stooping.  The  stooping  position  goes 
with  imperfect  chest  expansion,  imperfect  chest  expansion  with 
imperfect  metabolism,  accompanied  with  many  of  the  sulphur 
symptoms. 

The  skin  conditions  requiring  sulph.  are  too  well  known  to 
need  elaboration.  In  a  difficult  case  it  is  always  necessary  to- 
inquire  for  past  eruptions,  discharges,  or  perspirations,  and  the 
manner  of  their  disappearance. 

Lilium  tigrinum  is  a  drug  with  a  much  less  wide  range  of 
action  than  the  two  we  have  just  noticed,  but  its  sphere  is  well- 
defined  and  important.  It  resembles  thuja  in  being  a  left-siderf 
**  ovarian  "  remedy,  with  pain  extending  down  the  thigh ;  the 
pain  may  be  on  both  sides,  however.  It  is  associated  often  with 
pain  in  the  left  mamma  (compare  murex,  which  has  associated 
right  iliac  and  left  mammary  pain).  The  menstruation  of 
murex  is  plus  and  bright;  that  of  lilium  is  scanty,  dark,  and 
offensive.  The  leucorrhea  is  mucus  or  blood-stained,  acrid^ 
and  offensive.    The  sensation  of  "  bearing  down  "  in  its  most 
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acute  form  is  produced  by  lilium,  recalling  sepia,  murex,  po- 
doph.,  and  helonias.  Patients  sometimes  describe  this  aggres- 
sive sensation  as  a  feeling  "  as  if  the  inside  were  being  dragged 
out."  A  frequent  or  constant  desire  to  pass  urine,  with  dysuria, 
is  a  leading  indication  when  associated  with  the  bearing-down 
just  alluded  to.  The  feeling  even  extends  to  the  rectum,  where 
it  is  represented  by  a  straining.  Palpitation,  with  the  sensa- 
tion as  if  the  heart  were  grasped  by  a  hand,  is  a  less  commonly 
met  with  symptom. 

Calcarea  Carb. — The  well-known  conditions  of  childhood 
calling  for  this  remedy  do  not  require  recapitulation  here.  The 
fair,  fat,  and  flabby  type  of  subject,  whether  child  or  adult, 
favors  the  choice  of  calcarea.  In  a  gynecological  case,  prema- 
ture and  profuse  menstruation,  especially  of  bright  blood,  calls 
for  calcarea.  If  the  period  is  liable,  after  ceasing,  to  be  re- 
induced  by  sudden  emotions,  bad  news,  etc.,  calcarea  is  ad- 
ditionally indicated.  Young  students  with  menorrhagia  of  the 
above  type  are  often  greatly  assisted  by  this  drug;  from  ex- 
cessive sitting  they  are  liable  to  have  the  typical  cold,  damp 
feet;  both  feet  and  hands  are  liable  to  perspire.  The  axillary 
sweat  of  strong  odor  points  to  sulphur,  however.  The  same 
poor  circulation  causes  also  sensitiveness  to  cold  and  draughts — 
a  condition  common  to  many  patients  and  several  drugs.  The 
leucorrhea  of  calcarea  is  bland.  Sleep  is  better  in  the  early 
part  of  the  night,  and  disturbed  after  3.00  a.  m.,  in  this  re- 
sembling nux  vomica. 

Bryonia  does  not  figure  very  largely  as  a  gynecological  rem- 
edy. But  the  last  of  the  cases  narrated  shows  two  sjmiptoms 
which  not  uncommonly  call  for  its  exhibition ;  they  are  soreness 
of  the  breasts,  especially  before  and  at  the  menstrual  period, 
and  the  dry,  hard  stool,  as  if  burnt.  This  dry  evacuation  (often 
bruising  the  anus  as  it  passes)  is  very  characteristic,  but  it 
must  not  be  forgotten  that  this  drug  is  a  drastic  purgative  in 
large  doses,  and  that  it  is  capable  of  setting  up  peritonitis  and 
enteritis.  For  this  form  of  diarrhea,  especially  in  the  summer 
it  is  very  useful,  and  in  these  cases  seems  to  act  better  in  the 
low  dilutions.  Tenderness  of  the  abdomen  to  touch  may  be 
present,  and  right-sided  pain  described  as  ovarian  is  important. 
The  feeling  is  a  bruised  and  sore  spot  deep  in  the  right  iliac 
region.  This  pain,  though  persisting  while  the  patient  is  at 
rest,  has  the  usual  bryonia  aggravation  from  movement.    The 
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bryonia  headache  or  indigestion  may  oiten  prove  the  clue  to 
the  remedy. 

Hamamelis. — Hamamelis,  of  course,  is  a  very  great  vein 
medicine.  Burnett  says,  "  It  stands  facile  princeps  at  the  head 
of  them  all.'*  It  has  been  called  the  "  Aconite  of  the  Veins." 
Its  chief  guiding  symptom  is  soreness  of  veins  (when  locally 
applied  it  has  been  known  to  cause  phlebitis).  Another  cry  of 
nature  for  hamamelis  is,  "  My  back  feels  as  if  it  would  break." 

The  external  use  of  hamamelis  for  hemorrhoidal  masses  is 
one  of  Burnett's  pet  '*  wrinkles."    He  says : 

"  Let  us  remember  that  we  have  to  deal  with  venous  stasis 
for  the  most  part  hypostatic,  and  a  resultant  hyperplasia  of 
circumjacent  tissues;  this  goes  on  till  a  tumor  is  there,  and 
this  tumid  mass  lies  practically  without  the  organism,  to  a  large 
extent,  and  hence  it  is  not  reasonable  to  expect  to  affect  it  very 
radically  from  within,  alone.  .  .  .  My  very  successful  plan 
is  simply  this :  Add  as  much  water  as  needful  to  a  few  drops 
of  Hamam.  v.  o.  Then  take  a  piece  of  lint  of  convenient  size 
and  dip  it  into  the  hamamelis  solution,  and  let  it  become  thor- 
oughly saturated  therewith ;  then,  on  getting  into  bed,  the  pa- 
tient is  directed  to  place  it  on  the  tumor,  or  just  within  the  anal 
orifice,  and  leave  it  there  all  night.  This  leaving  it  there  all 
night  is  of  the  greatest  importance,  and  has  helped  me  to  cure 
cases  that  had  baffled  some  of  our  best  men."  A  hamamelis 
case  here  was  almost  a  repetition  of  one  of  Dr.  Burnett's 
("Diseases  of  Veins"),  only  our  patient,  having  a  monthly 
card,  of  which  but  a  fortnight  had  expired,  came  back  and  so 
allowed  us  to  see  the  result  of  the  prescription;  whereas  Dr. 
Burnett  only  learnt  his  good  result  from  accidentally  meeting 
his  patient  in  the  street  some  six  weeks  later.  Alas !  it  is  often 
only  one's  bad  prescription  that  **  like  curses  and  chickens  come 
home  to  roost."  The  very  best  one  never  hears  of  again.  And 
naturally — ^patients  come  to  us,  in  simple  faith,  to  be  cured.  If 
we  cure  them,  what  of  that  ? — ^we  are  but  "  unprofitable  serv- 
ants; we  have  done  that  which  was  our  duty  to  do." 

Kali  lod. — ^This  most  important  medicine  has  been  a  little 
fought  shy  of  by  homeopaths,  and  for  a  poor  reason ;  because 
allopaths  have  much  used  it,  and  abused  it.  The  allopathic 
motto,  in  all  obscure  and  difficult  cases,  being : 

**  If  backets  of  pot.  iod.  won't  cure, 
There's  nothing  else  to  be  done — we're  sure  !  " 
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Well,  of  course,  such  a  reason  for  neglect  of  a  drug  is  not 
scientific  medicine!  Another  plea  advanced  against  kali  iod. 
is,  that  kali  carb.  has  been  so  much  better  proved ;  again,  hardly 
worthy  of  the  professors  of  scientific  medicine!  And  homeo- 
paths not  only  fight  shy  of  the  drug,  but  occasionally,  in  des- 
peration, pour  it  in  (guiltily,  as  it  were)  if  not,  more  allo- 
pathico,  in  bucketfuls,  yet,  at  least,  in  thimblefuls. 

And  yet,  what  a  drug !  See  what  even  the  allopaths  can  do 
with  it,  without  any  scientific  reason  for  its  use  or  guide  to  its 
employment,  but  merely  on  an  accidentally-discovered  specific 
action.  It  is  one  of  the  drugs  that  actually  causes  tumors  to  dis- 
appear— tumors  of  a  specific  kind,  at  any  rate.  And  it  is  ab- 
solutely homeopathic  to  the  diseases  it  cures — like  all  the  drugs 
that  do  any  definite  curative  work  in  allopathic  hands.  Dr. 
Norman  Walker  (Dermatology)  says,  "  In  rare  cases  the  le- 
sions produced  (by  pot.  iod.)  are  at  first  solid,  and  later  break 
down  in  a  manner  so  similar  to  the  gumma,  that  one  or  two 
patients  have  been  dosed  into  their  graves  by  the  pushing  of 
the  very  drug  which  wias  the  original  cause  of  their  trouble.  In 
others,  large  solid  tumors  have  developed,  and  cases  of  iodide 
eruption  have  been  diagnosed  as  cases  of  malignant  disease, 
or  even  as  leprosy."  He  speaks  of  iodic  purpura — papular 
erythema — acne;  and  especially  a  bullous  eruption  resembling 
pemphigus. 
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SIMULTANEOUS  CONCEPTION  AND  GESTATION 
IN  EACH  FALLOPIAN  TUBE;  INTRA-PERITONEAL 
HEMORRHAGE;  OPERATION ;  RECOVERY. 

BY  ARTHUR  G.  SANDBERG,  M.  D.,  AND  GEORGE  BURFORD,  M.  B.^ 
Senior  Physician  for  Diseases  of  Women  to  the  London  Homeopathic  Hospital. 

At  a  meeting  of  the  Vienna  Obstetrical  Society,  held  this 
year,  and  reported  in  the  Centralblatt  fiir  Gyneaekologie,  Pro- 
fessor Schauta,  one  of  the  Professors  of  Gynecology  in  the 
University,  read  a  paper  dealing  with  the  varieties  of  tubal 
gestation.  After  enumerating  others,  he  came  to  that  form  of 
twin  gestation  where  there  is  simultaneous  conception  in  both 
Fallopian  tubes,  and  characterized  this  condition  as  of  extreme 
rarity,  only  four  recorded  cases  occurring  in  literature.  Pro- 
fessor Weinlechner  during  the  discussion  gave  an  account  of  a. 
fifth  specimen  of  the  kind. 

The  ensuing  history  gives  the  detail  of  a  sixth  of  these  most 
uncommon  cases.  This  occurred  in  our  experience  during  the 
past  year,  and  the  clinical  and  pathological  interest  attaching^ 
to  the  case,  no  less  than  the  satisfactory  operative  issue,  re- 
quire especial  notice. 

Dr.  Sandberg,  on  November  28th  of  last  year,  referred  to- 
Dr.  Burford  a  patient  for  confirmatory  opinion,  and  if  neces- 
sary, operative  relief  also,  in  whom  he  had  diagnosed  the  con- 
dition of  extra-uterine  gestation. 

The  patient  was  33  years  old,  married,  and  with  the  follow- 
ing clinical  history.  Twelve  years  previously  she  had  had  a  nor- 
mal confinement;  two  years  later  a  premature  deliver}-  with 
adherent  placenta.  Since  this  time  various  miscarriages  had 
occurred,  the  latest  some  three  years  prior  to  date ;  during  the 
interval  the  period  had  been  perfectly  regular  up  to  September 
7,  1904,  when  the  last  normal  menstruation  occurred. 

The  October  period  was  missed,  and  during  November  per- 
sistent vaginal  hemorrhage,  now  darker  and  now  brighter  in 
tint,  appeared.  During  this  month  also,  more  or  less  constant 
abdominal-pelvic  pain,  sometimes  with  acute  exacerbations, 
complicated  the  hemorrhage.  There  were  no  definite  crises 
of  collapse,  nor  had  any  shreds  of  membrane  been  noticed  in 
the  vaginal  fiux. 
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The  physical  finding  was  in  keeping  with  the  clinical  history. 
The  lower  abdomen  was  not  distended,  but  somewhat  tender 
and  resistant  on  pressure.  There  were  irregular  areas  of  dull- 
ness on  percussion,  but  no  distinct  and  delimitable  space  where 
the  resonant  note  was  wanting.  Per  vaginam  the  uterus  was 
enlarged  as  in  chronic  sub-involution,  was  pushed  over  to  the 
right  side,  and  in  the  left  cul-de-sac  there  was  demonstrable  a 
diflEused  inelastic  effusion-mass,  extending  behind  the  uterus 
and  to  the  right  of  this  organ. 

The  diagnosis  was  confirmatory  of  Dr.  Sandberg's  view  of 
extra-uterine  gestation ;  and  the  patient  was  forthwith  admitted 
under  Dr.  Burford's  care  in  hospital  on  the  same  day.  The  en- 
suing evening,  while  in  bed,  she  suddenly  developed  acute 
symptoms  of  internal  hemorrhage ;  and  so  soon  as  the  requisite 
preparations  were  completed,  abdominal  section  was  performed 
by  Dr.  Burford.  This  was  at  10.00  p.  m.  Dr.  Roberson  Day 
anesthetized,  Dr.  Neatby  assisted,  and  Dr.  Granville  Hey  con- 
ducted intravenous  transfusion  to  the  extent  of  2  1-2  pints 
during  the  operation. 

On  dividing  the  peritoneum,  only  a  small  quantity  of  blood- 
clot  was  exposed  to  view ;  the  pelvis  was  roofed  over  by  adher- 
ent omentum  and  intestines.  Breaking  through  this  barrier  a 
mass  of  clot  was  removed  from  below,  and  a  quantity  of  fluid 
blood  sponged  away.  The  left  side  of  the  pelvic  cavity  con- 
tained an  adherent  mass,  about  the  size  of  an  orange,  which 
was  enucleated  with  difficulty.  This  was  the  gestation  sac,  with 
adherent  clot,  and  perpending  from  it  was  a  fetus  still  alive. 
Further  search  revealed  a  tubal  swelling  of  less  dimension  and 
of  firmer  consistence  on  the  right  side,  \yhich  on  removal  proved 
to  be  another  gestation  sac,  with  another  fetus  plainly  visible. 
The  most  recent  hemorrhage  had  been  from  the  left  side. 

Operation  was  completed  in  the  usual  way;  the  simultaneous 
conduct  of  transfusion  effectually  obviated  shock  from  com- 
bined hemorrhage  and  surgical  stress,  and  the  patient  made  an 
excellent  recovery.  One  of  us  has  seen  her  again  quite  recently, 
and  learns  that  the  period  has  returned  in  normal  wise  at  nor- 
mal time.    Local  examination  revealed  no  point  of  moment. 

The  specimens  removed  were  carefully  preserved,  and  sub- 
mitted in  the  first  place  to  the  Clinical  Research  authorities 
ior  detailed  examination.    They  report  that : 

"  These  specimens  consist  of  the  parts  removed  by  operation, 
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and  obviously  represent  two  ectopic  gestation  sacs  with  con- 
tained fetuses.  The  right  sac  consists  of  the  very  much  thinned 
out  Fallopian  tube  with  the  gestation  sac  in  its  ampullary  ex- 
tremity. The  tube  wall  itself  is  thinned  out  until  it  measures 
about  .5  to  I  millimeter  in  thickness,  but  is  everywhere  lined  by 
a  considerable  layer  of  blood  clot.  The  tubal  sac  measures  4  cm. 
at  its  widest  part,  and  is  filled  up  with  blood  clot  to  the  extent 
of  about  two-thirds  of  this  measurement.  The  rest  of  the  sac 
is  occupied  by  the  fetus.  The  fimbriated  extremity  of  the  right 
tube  is  opened  up,  and  the  opening  measures  about  8  mm.  in 
the  preserved  specimen.  The  uterine  extremity  as  such  cannot 
be  recognized.  Near  the  fimbriated  extremity  the  ovary  of  this 
side  is  firmly  adherent,  and  contains  a  recent  corpus  luteum^ 
which  can  be  seen  in  the  section  of  the  sac.  From  this  de- 
scription it  will  appear  that  the  specimen  represents  a  tubal 
pregnancy  which  has  been  converted  into  a  mole  by  hemor- 
rhage, and  that  probably  hemorrhage  has  also  occurred  into  the 
peritoneum  through  the  open  fimbriated  extremity.  The  fetus 
in  this  right  sac  measures  38  mm.  from  the  top  of  the  head  to 
the  lowest  point  of  the  breech. 

The  specimen  removed  from  the  left  side  has  much  the  same 
character,  but  only  a  few  thinned  out  portions  of  the  tube  re- 
mained attached  to  it.  It  is  a  tubal  mole  measuring  4  cm.  in 
breadth  by  5  1-2  cm.  in  length,  contains  more  than  half  its 
dimensions  of  blood  clot  and  obvious  chorionic  villi,  the  rest  of 
the  sac  containing  the  fetus.  The  fetus  in  this  sac  measures 
4 1  mm.  in  length  from  the  top  of  the  head  to  the  lowest  point 
of  the  breech. 

From  the  measurements  of  the  fetuses  of  the  two  sides,  38 
and  41  mm.  respectively,  it  would  seem  that  they  must  be  of 
approximately  the  same  period  of  growth,  and  if  not  actually 
conceived  at  the  same  time  must  have  been  very  nearly  so.  The 
ages  of  the  fetuses  correspond  approximately  to  eight  weeks. 

The  smaller  fetus  is  very  macerated,  and  so  may  be  regarded 
as  having  been  at  one  time  more  nearly  the  same  size  as  the 
larger  one,  which  is  quite  well  preserved.*' 

On  receiving  this  confirmatory  report,  and  recognizing 
the  extraordinary  rarit>-  of  the  specimen.  Dr.  Burford  sub- 
mitted it  to  Bland  Sutton  for  independent  verification.  This 
authority  is  of  opinion  that,  prima  facie,  the  evidence  as  to  the 
practically  simultaneous  conception  and  gestation  in  each  Fal- 
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lopian  tube  is  satisfactory,  and  that  the  appearances  of  the  pre- 
sented parts  justify  the  interpretation  put  upon  them ;  and  he 
is  further  of  opinion  that  the  specimen  is  of  sufficient  value  to 
deserve  especial  preservation. — Ibid. 


ItttTfftttTrHtt  SttsltJitfa  "BttKitH^ 

Stenographically  reported  for  this  Journal, 


(The  Modem  Accoucheur  a  Gynecic  Surgeon.) 

H.  F.  Biggar,  M.  D. :  There  are  conditions  under  which 
ventro-suspension  should  not  be  attempted.  For  my  own  part,  I 
am  in  favor  of  ventro-fixation  only  when  there  is  no  prospect 
of  maternity,  but  should  there  be  this  prospect,  I  think  it  is 
a  wrong  method  and  I  would  rather  resort  to  something  which 
would  hold  the  womb  in  place  through  some  of  the  procedures 
which  take  cognizance  of  the  ligaments. 

In  regard  to  eclampsia,  I  think  there  are  cases  where  sur- 
gery would  benefit.  If  we  take  into  consideration  that  diet  and 
medication  of  all  character  fails  to  relieve,  if  wie  take  the  ser- 
ious condition  of  the  patient  where  you  have  an  increase  of 
albumin  and  a  diminishing  particularly  of  urea,  where  you  have 
a  continuation  of  severe  spasms,  where  you  have  some  compli- 
cation of  the  heart,  of  the  liver,  of  the  kidney,  and  where  there 
is  a  condition  particularly  of  rigidity  of  the  os,  also  where 
there  is  a  suspicion  that  the  pathology  of  the  uremic  condition 
rests  with  the  fetus  or  the  placental  tissue,  I  think  we  are  war- 
ranted then  in  doing  Caesarean  section.  Recollect  that  in 
eclampsia  there  is  a  morbidity  which  is  very  likely  to  prevail, 
if  the  means  to  resist  are  not  available.  Therefore  I  say  that 
Caesarean  section  under  such  conditions  is  advisable  for  the 
sake  of  the  mother  and  perhaps  that  of  the  child,  for  we  must 
recollect,  we  are  not  only  saving  the  life  of  the  mother,  but  we 
are  trying  also  to  save  the  life  of  the  child. 

The  seeming  need  for  Caesarean  section  or  symphesiotomy, 
as  the  case  may  be,  is  sometimes  obviated  however  by  posture. 
I  have  had  some  little  experience  in  being  called  to  cases  where 
it  wteis  thought  necessary  by  the  physicians  in  attendance  to  do 
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cither  one  or  the  other  operation,  but  I  was  enabled  to  deliver 
by  posture  without  the  use  of  the  knife  at  all,  much  to  my 
own  satisfaction,  and  to  that  of  those  present.  The  posture  is 
that  of  Walcher,  known  to  all. 

Another  point  in  eclampsia ;  where  you  have  a  condition  sug- 
gestive of  embryotomy,  where  there  may  be  a  placenta  praevia 
centralis  or  otherwise,  or  something  to  lead  you  to  suppose 
that  premature  labor  will  be  the  best  means  of  giving  relief, 
the  care  of  the  patient  should  be  in  a  maternity,  or  some  place 
where  prompt  and  ready  treatment  can  be  accorded.  There 
can  be  no  doubt  that  in  placenta  praevia,  particularly  in  primi- 
parae,  and  in  others  where  the  os  is  rigid,  and  where  there  may 
be  hemorrhage,  that  some  sort  of  section,  whether  vaginal  or 
abdominal,  is  perfectly  justified.  I  say  that  the  obstetrician 
should  to  a  certain  extent  be  a  surgeon,  in  order  that  he  may 
accomplish  a  cure  under  the  most  trying  circumstances. 

O.  S.  Runnels,  M.  D. :  I  think  the  most  timely  word  said  to- 
day is  on  the  subject  of  child  murder.  If  there  is  anything  that 
should  arouse  the  profession  to  the  height  of  its  power,  it  is  this 
suggestion,  for  unless  these  words  are  heeded  the  American  Re- 
public will  eventually  be  numbered  with  the  things  of  the  past. 
To  our  shores  are  rushing  from  every  quarter  people  far  below 
our  standard,  and  unless  the  best  blood  of  America  can  pulse 
through  the  veins  of  its  citizens,  unless  the  highest  can  com- 
mand by  numbers  as  well  as  by  brain,  we  are  certainly  doomed. 
Publicity  should  be  given  to  all  this  damnable  practice  of  crim- 
inality. If  it  were  made  a  statutory  requirement  for  every  doc- 
tor to  render  to  some  public  functionary  this  knowledge,  it 
would  go  far  toward  driving  to  its  hole  this  thing  which  is  a 
menace  to  our  life  as  a  nation. 

{Avoidance  of  Intestinal  Adhesions  FolUnving  Abdominal  Section.) 

George  W.  Roberts,  M.  D. :  There  are  a  great  many  points 
regarding  the  causes  of  adhesions  in  the  abdominal  cavity 
after  operation  and  also  regarding  the  absorption  of  these  ad- 
hesions, etc.,  which  are  not  yet  determined.  I  had  occasion 
not  long  ago  to  open  an  abdomen  in  which  the  first  operation 
had  been  followed  by  marked  local  septic  peritonitis.  The  whole 
lower  abdomen  was  filled  with  pus ;  the  patient  was  for  three  or 
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four  months  in  the  hospital,  but  ultimately  got  well.  Six 
months  later  the  case  came  back  with  a  new  tumor  in  the  pelvis 
-and  I  reopened  the  abdomen.  I  dreaded  the  operation,  think- 
ing the  abdomen  would  be  full  of  adhesions.  On  tlie  contrary, 
I  found  the  abdomen  had  practically  no  adhesions  in  it.  I  have 
nothing  to  offer  in  explanation. 

Regarding  the  formations  of  adhesions,  I  think  a  movement 
of  the  abdominal  contents  at  an  early  hour  after  the  operation 
is  important.  Instead  of  waiting  24  hours  to  have  the  patient 
turn,  I  have  the  patient  turn  regularly  every  hour  during  the 
first  24  hours.  I  find  it  has  not  worked  to  disadvantage.  I 
have  no  means  of  knowing  whether  it  actually  prevents  ad- 
hesions, but  theoretically  it  should  do  so  through  gravitation. 

In  looking  to  the  early  re-establishment  of  peristalsis,  I 
avoid  the  giving  of  a  cathartic  before  the  operation.  Since 
some  five  years  ago,  when  this  method  was  advocated,  I 
have  not  failed  once  to  absolutely  prohibit  the  use  of  a  cathar- 
tic in  any  of  my  cases  previous  to  the  operation,  the  theory 
being  that  the  catharsis  is  followed  by  a  reaction,  and  that  re- 
action is  constipation,  at  the  very  time  too,  when  we  are  most 
anxious  to  have  peristalsis  re-established.  If  you  do  not 
stimulate  before  operation  you  have  little  trouble  in  establish- 
ing normal  conditions  thereafter. 

I  consider  the  use  of  packing  to  be  of  great  importance.  I 
never  do  a  prolonged  pelvic  operation  in  other  than  the  Tren- 
delenburg posture,  and  I  build  a  wall  of  gauze  between  the 
abdomen, — which  I  consider  still  closed, — and  the  pelvis  on 
which  I  am  operating.  This  facilitates  my  work  and  prevents 
the  drying  process  of  the  intestines,  which  takes  place  in  ex- 
posure to  the  air. 

G.  S.  Coon,  M.  D. :  I  had  a  case  of  pus  filled  tubes  operated 
on  about  five  years  ago,  in  which  a  fecal  fistula  resulted.  A 
tear  in  the  sigmoid  at  the  time  of  the  operation  had  not  healed. 
This  was  packed  and  drained  with  gauze  or  some  similar 
material  for  probably  six  months  in  an  attempt  to  close  this 
fistula.  I  hesitated  to  advise  an  operation,  because  I  feared 
that  the  abdomen  would  be  filled  with  adhesions  and  that  the 
work  of  cutting  down  into  the  pelvis  would  be  so  difficult  and 
dangerous  as  to  imperil  the  patient's  life.  But  finally  her 
"health  began  to  fail  and  an  operation  was  decided  upon. 
Greatly  to  my  surprise,  there  was  positively  no  adhesion  except 
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around  the  fistula.  This  was  cut  off  and  stitched  without  dif- 
ficulty. 

Florence  N.  Ward,  M.  D. :  I  think  the  question  of  adhesions 
a  most  vital  one.  Every  time  I  make  a  secondary  celiotomy 
it  is  a  matter  of  the  most  intense  interest  to  find  what  is  in  the 
abdomen.  Idealism  suggests  an  abdominal  cavity  as  nearly 
normal  as  posible,  without  adhesions.  In  my  resume  of  last 
year's  work  were  ten  cases  that  had  been  operated  on  two, 
three  or  four  times.  Where  we  had  a  history  of  severe  infec- 
tion the  adhesions  were  most  intense;  a  history  of  pus  in  a 
previous  celiotomy  I  dread  above  all  others.  If  we  have  very 
little  trauma,  a  rapid  operation,  no  infection  and  no  inflam- 
matory point  left  to  start  a  fresh  local  peritonitis,  then  in  the 
course  of  time  we  have  an  almost  normal  cavity,  free  from 
adhesions.  If  we  have  left  a  tube  or  gall  bladder  in  bad  con- 
dition we  will  have  adhesions  forming. 

The  Cargyle  membrane  I  have  used  extensively  in  the  dress- 
ing of  wounds  with  satisfaction ;  in  dressing  sloughing  cavities 
it  gives  most  perfect  results,  also  in  burns,  etc.  The  proper 
method  is  to  touch  the  healing  surface  as  little  as  possible  and 
to  have  a  membrane  over  the  granulating  surface,  leave  the 
gauze  on  a  week  at  a  time  and  there  will  be  no  adhesion  to  the 
granulating  surface,  If  we  leave  the  dressing  on  wie  find  the 
granulation  has  not  been  disturbed  in  any  way.  I  have  had 
no  occasion  to  use  it  in  the  abdominal  cavity. 

I  avoid  packing  as  much  as  I  can.  I  have  a  fear  of  leaving 
any  foreign  substance  in  the  abdominal  cavity. 

G.  D.  Wilcox,  M.  D. :  We  cannot  determine  the  presence 
of  adhesions  unless  we  open  the  abdomen  and  see  them,  but  we 
have  had  cases  troubled  with  obstinate  constipation,  if  not 
enough  to  obstruct  the  bowel  to  resist  peristalsis,  and  to  prevent 
that  we  emphasize  the  avoidance  of  any  ragged  surface.  I  long 
since  discontinued  the  administration  of  cathartics,  but  I  have 
the  patient  take  a  water  enema  before  the  operation  to  be  sure 
the  lower  bowel  is  open,  am  content  then  to  allow  the  rest  to 
take  care  of  itself,  and  I  have  little  fear  of  future  trouble. 

I  favor  packing  around  the  field  of  operation  for  protecting 
the  rest  of  the  cavity,  but  would  not  with  the  object  of  pre- 
venting adhesions  leave  it  in  the  abdomen.  It  stimulates  more- 
over the  flow  of  lymph  and  thereby  favors  the  formation  of 
adhesions. 
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(Fibroid  Tumor  of  the  Uterus.) 

Rebecca  R.  George,  M.  D. :  Eight  years  ago,  a  case  pre- 
sented itself  to  me,  where  the  patient  would  not  consent  to 
surgical  intervention  and  I  applied  palliative  measures.  I  found 
this  patient  far  advanced  with  sub-mucous  fibroids  and  hemor- 
rhoids. She  was  48  years  of  age,  and  2  weeks  out  of  every 
four  had  been  having  profuse  menstruation.  This  had  been 
going  on  for  some  years,  and  had  been  attributed  to  the  exces- 
sive flow  of  the  menopause.  On  examination  I  found  a  large 
fibroid,  of  which  she  had  not  been  at  all  conscious.  The  tumor 
was  quite  large,  extending  to  within  2  inches  of  the  umbilicus, 
and  when  she  was  on  her  feet  she  looked  like  a  woman  six 
months  pregnant.  As  she  refused  absolutely  any  operative  pro- 
cedure, it  became  incumbent  upon  me  to  find  a  palliative.  At 
that  time  I  was  using  quite  extensively  the  galvanic  current  for 
uterine  hemorrhages.  I  began  in  her  case  and  the  early  treat- 
ment was  so  successful,  that  I  carried  it  on  for  a  little  longer 
than  a  year.  The  flow  had  then  gone  down  to  the  ordinary 
menstrual  output,  and  at  no  time  during  this  period  was  she 
again  confined  to  her  bed.  The  tumor  was  now  much  smaller. 
I  gave  her  occasional  treatments  for  six  months  after  that,  and 
she  felt  herself  to  be  a  perfectly  healthy  woman.  There  was 
no  sign  of  any  tumor. 

A  second  case  was  not  so  successful,  because  the  tumor  was 
of  the  sub-serous  variety,  marked  by  pressure  symptoms. 
Electricity  gave  her  very  decided  relief  from  the  pressure 
symptoms,  and  she  was  not  troubled  with  hemorrhage.  She 
lived  at  a  distance  and  the  treatments  were  not  sufficiently 
numerous  nor  near  enough  together  to  give  any  pronounced 
relief. 

The  third  case  was  that  of  a  school  teacher  who  was  anemic 
and  pale,  so  that  it  was  pathetic  to  look  upon  her.  She  had 
no  appetite,  was  constantly  sick  at  her  stomach,  palpitation  of 
the  heart,  and  all  the  usual  symptoms.  I  realized  that  she  was 
too  weak  to  undergo  any  serious  surgical  treatment.  To  her  also 
I  gave  the  galvanic  current,  and  with  marked  results.  It  re- 
duced the  size  of  the  tumor  considerably.  I  use  the  positive 
pole  in  the  uterus,  and  the  abdominal  pad  on  the  outside  over 
the  abdomen.  I  position  the  galvanic  electrode  just  as  far 
within  the  uterus  as  I  can  get  it.    Of  course,  not  into  the  tumor 
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itself.  I  do  not  use  the  positive  in  the  uterus  where  there  is 
no  hemorrhage. 

I  do  not  advocate  galvanism  as  a  routine  remedy  but  for 
those  cases  that  refuse  an  operation,  we  must  do  something 
that  will  assist  the  patient,  even  if  she  does  not  become  abso- 
lutely well,  and  much  can  be  accomplished  by  the  intelligent 
use  of  electricity. 

D.  G.  Wilcox,  M.  D. :  So  far  as  my  own  observation  and 
experience  goes,  I  am  inclined  to  believe  that  electricity  for 
these  growths  is  a  delusion  and  a  snare.  The  fact  that  it  is 
palliative  is  a  very  poor  argument  for  its  being  curative.  I 
admit  that  in  a  great  many  cases  it  is  palliative  and  will  control 
the  hemorrhage,  and  for  that  very  reason  it  becomes  a  snare, 
because  it  deceives  the  physician  into  the  belief  that  the  case 
is  all  right  and  the  patient  is  allowed  to  go  on  to  her  death. 

I  can  cite  one  case  illustrative  of  this  condition  of  affairs. 
A  woman  operated  on  a  year  ago  this  month,  discovered  she 
had  a  fibroid  tumor,  something  like  twenty  years  ago.  On  ad- 
vice she  went  to  Paris  and  took  the  electrical  treatment  from 
Apostoli  himself.  At  that  time  the  growth  had  developed  into 
a  hemorrhagical  variety.  The  treatment  by  Apostoli  was  suc- 
cessful in  controlling  the  hemorrhage.  She  returned  home 
believing  she  was  cured  of  the  tumor.  It  had  decreased  in  size, 
but  was  still  present.  In  two  or  three  years  the  tumor  again 
asserted  itself  by  the  usual  hemorrhage,  and  she  returned  to 
Paris,  undergoing  the  same  treatment,  resulting  again  in  the 
controlling  of  the  hemorrhage.  During  ten  or  fifteen  years 
she  found  it  necessary  to  take  electrical  treatments,  and  during 
all  that  time  this  tumor  was  growing.  It  prevented  her  mar- 
riage, she  was  never  able  to  enjoy  life.  The  dread  of  operation 
and  the  possibility  that  electricity  might  cure  her,  kept  her  from 
the  surgeon's  hands.  A  year  ago  her  condition  had  become  so 
very  serious  that  it  was  absolutely  necessary  to  have  an  opera- 
tion. The  repeated  treatments  with  electricity,  it  was  found, 
had  been  a  large  factor  in  producing  adhesions,  and  the  opera- 
tion although  very  difficult,  was  successful.  She  is  now  per- 
fectly well,  and  believes  wasted  the  twenty  years  spent  in  taking 
electrical  treatments.  I  readily  admit  that  electricity  will  con- 
trol hemorrhage,  but  I  feel  that  while  a  few  may  be  cured  of 
the  hemorrhage,  90  per  cent,  of  the  cases  must  ultimately  come 
to  an  operation,  and  when  the  operation  is  made  and  they  are 
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cured,  the  regret  will  be  that  they  did  not  have  the  operation 
done  sooner. 

E.  S.  Bailey,  M.  D. :    I  recognize  the  case  just  reported  as 
my  own  of  many  years  ago.    I  was  responsible  for  her  visit  in 
Paris.    I  received  later  from  Dr.  Apostoli  a  letter  saying  that 
he  was  returning  the  patient  to  me  cured,  and  also  a  letter  from 
the  patient  saying  that  she  was  cured,  that  all  untoward  symp- 
toms had  disappeared,  and  that  she  felt  that  she  was  perfectly 
well.    The  letter  stated  that,  **  about  a  year  ago  I  had  almost 
decided  to  submit  to  the  knife,  but  I  am  to-day  perfectly  well, 
as  a  result  of  the  work  done  by  electricity,  that  I  feel  no  further 
need  for  an  operation."     The  patient  was  a  very  intelligent 
woman,  a  student  of  medicine,  and  believed  that  galvanism 
had  been  all  that  was  needed.     Twenty  years  afterwards  she 
found  herself  that  she  had  been  self-deceived,  and  surgery  then 
certainly  cured  the  lady.    I  then  also  learned  of  the  fact,  and 
it  is  perhaps  explanatory  of  the  long  delay,  that  she  had  dreaded 
in  the  earlier  history  of  surgery  the  knife  itself,  and  still  more 
the  results  of  an  hysterectomy,  as  it    was  done  twenty  years 
ago.    Of  course,  this  condition  does  not  exist  to-day,  with  the 
different  technique  and  the  different  forms  of  clamp  (clamping 
the  pedicle  outside  of  the  abdomen,  was  really  what  deterred 
that  patient  from  having  an  early  operation),  I  remember  very 
distinctly  and  very  well  the  arguments  that  she  gave  for  not 
wanting  the  operation,  the  very  operation  which  finally  she  ac- 
cepted and  I  accepted. 

W.  E.  Green,  M.  D, :  I  want  to  call  attention  to  two  clinical 
cases  that  had  been  treated  by  electricity.  Several  years  ago  I 
was  attending  a  medical  convention  in  St.  Louis.  One  physi- 
cian whose  diagnostic  skill  could  not  be  questioned,  related  the 
case  of  the  cure  of  fibroid  tumor  by  electricity.  He  gave  the 
most  glowing  account  of  his  cure.  He  did  not  know,  however, 
that  after  that  patient  had  been  cured  (  ?)  by  him  she  had  con- 
sulted a  surgeon,  and  that  she  came  to  me  six  months  or  a  year 
after  he  had  seen  her,  for  an  examination.  The  abdomen  was 
tense,  the  vagina  small,  and  the  womb  highly  sensitive.  I 
could  get  no  satisfaction  whatever,  and  really  did  not  know 
what  the  matter  was.  I  told  her  it  was  necessary  to  anesthetize 
her,  and  when  this  was  done  I  found  a  fibroid  tumor  nearly  tfie 
size  of  a  large  goose  tgg.  This  removed  the  woman  recovered 
absolutely. 
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Recently  a  woman  came  into  my  office  who  had  been  treated 
for  uterine  trouble.  The  doctor  diagnosed  a  tumor,  and  she 
supposed  he  had  relieved  her.  She  was  sent  to  me  for  ex- 
amination. I  did  not  discover  the  fibroid,  but  there  was  a  t3ense 
abdomen,  the  recti  muscles  were  on  the  rampage — ^but  I  couldn't 
satisfactorily  work  out  the  diagnosis.  At  last  I  sent  her  to  the 
hospital  for  an  operation  on  the  cervix,  and  under  the  anes- 
thetic with  the  abdomen  relaxed,  I  found  that  she  had  a  large 
fibroid.  The  doctor  treating  her  before  I  did,  and  who  thought 
he  had  cured  her,  did  not  know  it  was  there.  I  did  not  know 
it  myself  until  she  was  under  the  anesthetic.  I  removed  it  by 
the  vaginal  operation,  and  in  three  or  four  weeks  she  was  all 
right  again  and  made  a  fine  recovery.  I  dare  say  that  in  a 
majority  of  the  cases  reported  as  cured,  that  after  an  examina- 
tion, under  anesthetic,  you  will  find  that  they  have  not  been 
cured. 

M.  O.  Terry,  M.  D. :  I  happened  to  be  in  Leeds  many  years 
ago  at  the  time  the  British  Medical  Convention  was  in  session, 
and  I  heard  Dr.  Lawson  Tait's  report  that  in  electrical  treat- 
ment of  uterine  and  ovarian  tumors  the  percentage  of  mortality 
was  3,  while  with  the  cutting  processes  the  percentages  had 
fallen  to  2.67.  Tait  said  that  he  would  continue  the  cutting  pro- 
cess. In  these  cases  where  operative  procedure  is  refused  how 
shall  they  be  treated,  especially  cases  of  hemorrhage?  In  my 
practice  I  use  the  positive  pole  in  the  nterine  cavity,  and  the 
negative  from  40  to  500  milliamperes  on  the  outside  over  the 
abdomen.  After  about  fifteen  minutes  the  positive  pole  is  placed 
over  the  sacrum,  but  it  requires  only  from  60  to  100  milli- 
amperes. In  regard  to  the  repetition  of  treatment,  I  believe  it 
should  be  repeated  for  five  days  or  until  you  notice,  in  cases  of 
hemorrhage,  its  control  or  reduction  in  quantity,  or  until  the 
growth  becoming  smaller.  I  have  in  my  own  experience  during 
the  last  twenty  years  in  just  such  cases  as  Dr.  George  has  re- 
ferred to,  giving  regular  uterine  treatments  covering  six 
months,  and  the  measurements  have  been  reduced  2  3-4  inches 
with  twenty-five  treatments.  During  the  year  a  woman  lost  six 
inches.  Before  this  she  had  had  almost  continual  hemorrhage, 
which  was  relieved  in  from  four  to  six  treatments,  absolutely, 
and  she  has  never  been  operated  upon  yet.  She  is  now  perfectly 
well  and  this  was  twelve  years  ago.  The  growth  may  start  up 
again  in  ten  or  fifteen  years ;  still  as  the  woman  at  that  time  will 
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be  between  65  and  70  years  old,  I  cannot  believe  it  will  trouble 
her  much.    It  was  a  symmetrical  tumor. 

J.  S.  Barnard,  M.  D. :  I  want  to  cite  a  case  illustrating  the 
problem  of  diagnosis.  You  often  observe  an  enlarged  uterus 
following  pregnancy,  sometimes  accompanied  with  hemorrhage 
due  to  metritis  or  endometritis,  and  it  is  not  a  fibroid  tumor  at 
all.  It  has  never  been  one,  and  therefore  galvanism  acts  kindly. 
The  second  condition  is  where  we  diagnose  a  fibroid  growth, 
yet  where  we  have  a  stay  of  the  active  condition  of  the  dis- 
ease. Now  it  matters  not  what  the  growth  is  which  is  abnormal, 
if  you  allow  it  to  remain  in  the  human  economy  in  that  abnor- 
mal condition,  you  are  apt  to  have  a  fire  started  unexpectedly, 
and  it  may  be  jubt  a  little  too  late  to  apply  the  water. 

The  wife  of  a  New  York  State  ex-official  came  to  me  many 
years  ago  suffering  with  uterine  fibroid.  I  advised  its  removal. 
On  the  way  to  her  home  in  New  York  she  was  intercepted  by 
someone  who  had  been  taking  electricity  for  what  she  believed 
to  be  a  similar  condition.  She  told  this  lady,  my  patient,  that 
there  was  no  need  to  undergo  an  operation,  that  the  tumor 
could  be  absorbed  by  galvanism.  So  she  went  to  the  physician 
recommended,  and  in  due  time  was  pronounced  cured,  never- 
theless in  a  few  months  hemorrhages  recurred,  and  she  was 
sent  back  and  again  galvanized.  This  time  about  eighteen 
months  were  required  for  the  treatment,  when  she  was  returned 
again  cured.  But  now  the  fire  broke  out,  and  she  went  to  the 
surgeon  to  whom  I  had  at  first  recommended  her.  After  a 
careful  examination  under  an  anesthetic  he  informed  her  that 
she  was  just  a  little  too  late.  She  came  home  and  rapidly 
failed,  and  the  last  words  of  this  good  woman  were ;  "  Doctor, 
don't  ever  let  anyone  deceive  a  woman  again.  Have  uterine 
fibroids  removed.  Any  other  treatment  for  this  condition  is  a 
delusion."  I  don't  believe  contra  advice  deceives  the  doctor 
as  much  as  it  does  the  patient.  In  this  case  that  I  have  cited 
T  am  sure  I  was  not  deceived,  and  I  did  all  I  could  to  have  her 
undergo  the  operation,  but  when  she  finally  consented  it  was 
too  late,  and  this  the  surgeon  stated  was  because  of  the  ad- 
hesions that  had  formed  in  the  continued  treatment  with  gal- 
vanism. 

Geo.  W.  Roberts,  M.  D. :  The  reduction  of  the  size  of  a 
fibroid  tumor  is  not  a  sign  of  cure,  so  far  as  the  saving  of  life 
is  concerned.    It  makes  little  difference  whether  the  tumor  is 
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the  size  of  a  fist  or  fills  the  entire  abdomen.    You  cannot  esti- 
mate the  danger  until  the  abdomen  is  opened.     It  is  not  a 
surgical  operation  that  is  so  dangerous  to  the  patient,  but  dan- 
ger lies  in  the  possibility  of  infection  from  the  introduction 
into  the   uterine   cavity   of  sounds,   for  the   electrical   treat- 
ment of  the  fibroid.     Of  course,  if  we  could  be  sure  of  the 
technical  perfection  and  surgical  cleanliness  in  the  introduction 
of  these  instruments,  it  would  be  all  right,  but  as  the  instrument: 
is  introduced,  especially  the  sounds,  by  most  of  the  electrical, 
practitioners,  but  little  attention  is  paid  to  surgical  asepsis,  and. 
therefore  there  is  considerable  mortality  due  to  the  use  of  elec- 
tricity for  the  treatment  of  fibroid  tumors.     I  recognize  that 
there  exists  a  class  of  patients  who  will  not  consent  to  opera- 
tion.   I  will  also  suggest  that  fibroid  tumors  get  well  of  them- 
selves, and  also  following  the  use  of  electricity.    But  the  latter 
cases  are  not  frequent  enough  to  place  that  treatment  in  the 
field  as  a  curative  factor. 

As  to  the  class  of  patients  who  will  not  pennit  an  operation,. 
I  believe  that  in  many  instances  it  is  largely  dependent  upon 
the  mental  attitude  of  the  physician  consulted.  If  the  surgeon 
has  confidence  in  the  scientific  methods  of  the  present  day,  he 
can  generally  prevail  upon  the  patient  to  submit  to  the  neces- 
sary operation.  Very  few  women  will  give  themselves  up  to 
the  long  treatment  by  galvanism  if  they  have  properly  pre- 
sented to  them  the  possible  success  of  a  skillfully  done  opera- 
tion.   I  believe  the  abdominal  route  is  the  safer  of  the  two. 

O.  S.  Runnels,  M.  D. :  All  my  experience  tends  to  the  con- 
clusion that  early  surgery  is  the  ideal  surgery;  that  if  anything 
is  to  be  done  in  a  surgical  way,  the  sooner  you  get  at  it  the 
better.  It  is  far  better  to  operate  before  histological  changes 
add  complications  by  their  undesirable  presence.  And  what- 
ever the  case,  the  sooner  the  surgical  method  is  applied,  the 
more  ideal  it  is,  and  the  more  satisfactory  the  results. 

J.  L.  Hanchett,  M.  D. :  In  regard  to  organic  strictures,  I 
would  especially  emphasize  the  plan  of  dividing  the  operation' 
into  two  or  three  sittings.  This,  I  would  particularly  recom- 
mend for  those  who  are  not  adepts  in  surgical  procedures; 
and  in  cases  of  great  exhaustion,  or  cases  of  last  resort,  and 
where  the  pulse  is  140;  also  where  the  womb  is  very  much  dis- 
tended, and  intestines  greatly  infected ;  all  demanding  attention. 
In  cases  of  the  latter  sort  in  the  second  operation  in  18  days,  I 
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do  not  advise  closing  the  abdomen  for  fear  there  will  be  sepsis 
or  something  of  that  nature,  thus  the  surfaces  can  be  watched 
throughout  the  healing  process,  and  the  patient  is  safe,  for 
the  abdomen  is  open. 

^^  -^^ 

{The  Gall  Bladder  and  the  Appendix.) 

H.  F.  Biggar,  M.  D. :  The  more  experience  I  have  with 
conditions  of  the  appendix  and  gall  bladder,  the  more  I  am 
inclined  to  believe  that  if  we  live  properly,  if  we  live  judiciously^ 
many  troubles  with  the  gall  bladder  and  with  the  appendix 
would  be  eliminated.  I  am  convinced  that  it  is  indulgence  or 
indiscretion  that  largely  produces  these  troubles.  I  have  seen 
people  subjected  to  gall  bladder  disease  or  appendicitis,  and 
where  an  operation  seemed  absolutely  necessary,  yet  a  regula- 
tion of  diet  or  a  regulation  of  habits  has  relieved  the  condition 
whether  it  were  acute  or  chronic.  I  am  not,  however,  antago- 
nistic to  the  use  of  the  knife  and  in  a  fair  majority  of  cases  its 
use  is  necessary  in  affections  of  the  gall  bladder  and  appendix. 

You  will  be  called  upon  to  treat  gall  bladder  troubles,  and 
when  you  open  the  abdomen  will  find  also  the  appendix  in- 
volved. And  we  have  seen  it  vice  versa, — where  we  have 
opened  the  abdomen  to  remove  the  appendix  and  found  the 
gall  bladder  full  of  stones.  You  cannot  always  depend  upon 
the  points  of  differentiation  accurately  because  there  are  very 
seldom  two  cases  alike. 

Three  diagnostic  points  assist  me  largely  in  determining 
whether  it  is  a  stone  in  the  kidney  or  the  gall  bladder,  or  the 
appendix  that  is  at  fault.  The  three  are  closely  associated  and 
unless  you  are  very  careful  you  are  liable  to  confusion.  Where 
the  pain  gets  under  the  scapula,  where  it  shoots  around  from 
the  point  where  Dr.  Ward  spoke  of  the  9th  cartilage,  and 
around  back  under  the  scapula,  you  may  be  sure  then  that  the 
gall  bladder  or  some  of  the  ducts  are  involved ;  where  the  pain 
originates  in  the  back  and  shoots  down,  you  may  with  reliance 
say  it  is  a  stone  of  some  character ;  but  where  it  shoots  up  to 
the  umbilicus  from  McBuniey's  point  or  a  little  above  or  below, 
you  may  almost  say  absolutely  that  it  acquires  the  condition 
from  the  appendix. 
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(C(Bsarean  Section.) 

Charles  E.  Walton,  M.  D. :  Caesarean  section  is  an  operation 
which  is  coming  steadily  to  the  front.  It  is  one  of  the 
operations  destined  to  save  the  lives  of  many  mothers  and 
some  children.  We  have  the  indications  well  defined ;  the  con- 
tracted pelvis,  the  albumin,  with  its  irritant  eclampsia,  dystasia 
from  tumors — these  are  w^ll-marked  indications  for  the  Caesar- 
ean section,  as  well-marked  as  are  other  indications  for  the 
application  of  forceps.  One  other  indication  should  be  a  sub- 
ject of  consideration,  the  condition  of  placenta  praevia,  here 
you  may  have  been  preceded  by  other  examiners,  and  perhaps 
there  is  infection,  the  woman  exsanguniated,  so  that  such  cases, 
while  favorable  to  the  infant,  are  very  dangerous  to  the  mother. 

W.  John  Harris,  M.  D. :  Several  years  ago  I  was  called  to  see 
a  woman  aged  46,  who  had  been  in  labor  for  some  days.  On 
examination  I  found  there  was  a  discharge  of  fecal  matter 
from  the  vagina.  I  obtained  a  brief  history  of  the  case,  in 
which  it  developed  that  before  her  marriage  she  had  been 
operated  upon  for  tumor.  This  was  several  years  ago,  and  the 
result  of  that  operation  had  left  her  with  involuntary  fecal 
evacuations.  There  had  been  a  loop  of  intestines  between  the 
uterine  body  and  the  wall.  When  I  discovered  this  condition, 
we  sent  her  to  a  hospital.  Under  anesthesia  I  rapidly  made  a 
free  incision  on  both  sides  of  the  uterus,  and  applied  the 
forceps.  With  the  child  came  about  a  quart  of  fecal  matter. 
It  would  have  been  impossible  in  this  case  to  have  made  a 
Caesarean  section.  The  time  was  too  short,  and  too,  the  pre- 
senting symptoms  did  not  seem  to  indicate  that  operation.  It 
was  really  an  intra-uterine  fistula.  Of  course  the  incisions  were 
sewed  up  under  the  customary  antiseptic  precautions,  as  far  as 
possible.  I  kept  a  stream  of  boracic  acid  solution  playing  on 
the  wound  all  the  time,  and  especially  in  closing  up  of  the  uter- 
ine incision.  The  vaginal  cavity  was  filled  with  sterate  zinc 
and  boracic  acid  to  counteract  the  fecal  matter  still  passing 
through.  During  the  24  hours  of  this  continued  irrigation  fol- 
lowing the  operation,  there  was  no  rise  in  temperature  and  the 
woman  made  a  fine  recovery.  The  child,  owing  to  cerebral 
compression,  had  convulsions,  and  lived  only  about  five  days. 

In  spite  of  advice  to  the  contrary,  the  woman  became  preg- 
nant again,  but  she  had  a  miscarriage,  and  although  the  symp- 
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toms  of  sepsis  were  more  severe  than  before  she  made  a  final 
good  recovery  and  is  well  to-day.  Occasionally,  a  little  men- 
strual blood  would  leak  through  the  abdominal  wall,  but  after 
that  was  controlled  there  has  been  no  further  difficulty. 

Wm.  A.  Forster,  M.  D. :  In  regard  to  Caesarean  section,  I 
am  inclined  to  think  that  one  case  recited — if  the  Porro  oper- 
ation had  been  done  it  would  have  been  a  much  safer  procedure. 
With  a  large  fetus  and  the  uterus  septic,  the  patient  may  have 
died  from  sepsis  and  from  hemorrhage.  All  the  records,  so 
far  as  I  have  been  able  to  consult  them,  tell  us  that  the  Porro 
operation  is  much  safer,  and  furthermore,  we  have  perfect  con- 
trol of  the  hemorrhage. 

In  a  recent  case  a  surgeon  operating  with  me,  the  patient 
got  along  nicely  for  two  days,  then  all  at  once  the  ligatures 
became  loose  or  contracted  to  such  an  extent  that  the  sutures 
would  not  hold.  Hemorrhage  ensued  and  in  a  little  while 
death.  With  the  I^orro  operation  there  is  no  such  possibility. 
In  a  case  of  uterine  fibroids  there  is  little  risk,  and  it  is  just  as 
safe  for  the  child,  if  it  be  viable  at  the  time  of  the  operation, 
as  for  the  mother. 

The  point  most  difficult  to  determine  is  the  "  knowing  just 
when  "  to  operate.  Probably  the  patient  is  exhausted ;  has  not 
vitality  enough  to  recover  after  a  lengthy  and  prolonged  oper- 
ation ;  the  opening  through  the  vaginal  walls,  and  the  bruising 
of  the  walls  with  the  forceps,  all  tend  to  render  the  operation 
hazardous.  Then  you  have  suppuration  and  infection  from 
that  source,  and  the  danger  of  shock  and  I  believe  the  pro- 
longed operation,  as  a  rule,  leaves  the  patient  in  a  very  serious 
condition. 

C.  B.  Kinyon,  M.  D. :  I  had  a  case  recently  in  which  the 
woman  had  been  in  convulsions  36  hours ;  had  60  convulsions 
before  she  reached  the  hospital.  She  was  about  41-2  months 
pregnant,  and  of  course  we  did  not  think  of  such  a  thing  as  a 
Caesarean  section.  We  opened  the  abdomen  with  a  view  ot 
doing  what  was  best.  There  was  a  large  fibroid  filling  the 
whole  pelvis,  the  uterus  was  way  up  on  the  left  side,  the  fibroid 
on  the  right  side,  and  the  whole  operation  was  over  in  36  min- 
utes, a  complete  hysterectomy.  The  only  thing  which  caused 
any  delay  was  the  ureter,  which  we  found  woven  in  with  the 
fibroid  tumor,  which  took  five  or  six  minutes  to  disengage.  The 
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eclampsia  ceased  at  once.    This  is  not  a  difficult  operation^ 
indeed,  it  is  one  of  the  easiest  in  all  the  domain  of  surgery. 

One  thing  I  desire  to  emphasize  is  the  extreme  danger  of 
trying  to  deliver  the  child  by  the  natural  process  of  dilatation^ 
if  the  OS  is  rigid  and  the  woman  in  convulsions.  The  manipu- 
lations necessarily  increase  these  convulsions,  even  though  well 
under  an  anesthetic.  This  is  a  very  important  fact  and  a 
strong  point  in  favor  of  Caesarean  section  or  hysterectomy  as. 
may  be  called  for. 

Regarding  vaginal  or  abdominal  Caesarean  section,  I  per- 
formed the  vaginal  section  once  or  twice,  but  would  not  now 
attempt  it  and  never  have  in  a  case  of  placenta  praevia;  with 
the  lower  segment  of  the  uterus  much  enlarged  and  the  blood 
vessels  enlarged,  I  should  expect  the  woman  to  die.  In  case 
of  fibroid  tumors  or  malformed  pelvis,  if  not  too  small,  you 
might  go  through  the  vagina.  I  do  not  know  how  many  times 
I  have  done  Caesarean  section,  but  not  less  than  30  times. 

M*  O.  Terry,  M.  D. :  In  a  work  on  Obstetrics  reference  is 
made  to  a  method  of  gradual  dilatation  of  the  uterus  by  in- 
serting one  finger  and  then  another  until  dilatation  is  com- 
plete, but  sometimes  the  os  resists  and  this  treatment  fails.  I 
will  illustrate  a  successful  case  which  came  to  the  hospital. 
The  patient  had  been  a  nurse,  was  married  and  was  brought  by 
her  husband  three  days  before  the  completion  of  gestation. 
She  was  in  convulsions  and  under  an  anesthetic  when  I  arrived. 
We  began  to  use  vaseline,  inserting  it  into  the  vagina  by  the 
rotary  method  of  dilatation,  and  in  one  hour  and  twenty  min- 
utes the  child  was  delivered ;  there  was  no  tear  of  the  perineum 
and  the  woman  left  the  hospital  in  four  weeks  free  from 
albumin,  in  a  gxxxl  state  of  health;  the  mother  nursing  her 
child.  This  course  had  been  followed  in  other  instances  with 
equal  success,  and  I  mention  this  method  as  practical  for  those 
who  cannot  do  a  Caesarean  section  and  to  assist  those  who- 
wish  to  defer  the  operation  to  see  if  this  method  may  not  be  suc- 
cessful. 

O.  S.  Runnels,  M.  D. :  In  relation  to  the  legal  point  often 
brought  up  for  determination,  I  wish  to  say  that  I  had  a  case 
of  combined  ovarian  degeneration  and  uterine  fibroid  requiring 
hysterectomy.  There  was  domestic  infelicity,  a  divorce  was 
pending,  and  the  husband  positively  forbade  any  surgical  treat- 
ment.    Above  all,  he  said  that  he  would  not  be  responsible  for 
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any  expense  incurred.  The  patient's  attorneys,  however,  ad- 
vised me  that  I  was  perfectly  safe,  so  far  as  my  expenses  were 
concerned,  and  that  the  woman  had  a  right  to  have  the  oper- 
ation and  that  that  right  would  be  sustained  in  any  court  in  the 
land. 

Geo.  S.  Coon,  M.  D. :  1  wish  to  say  a  word  in  regard  to 
the  legal  question  involved,  about  the  husband  having  the 
power  to  forbid  an  operation  on  his  wife.  In  a  case  of  mine, 
the  husband  opposed  the  operation,  although  the  woman's 
•condition  demanded  it,  as  was  proved  by  consultation  with  a 
number  of  surgeons.  We  consulted  on  the  legal  point  and 
the  lawyers  to  whom  the  matter  was  referred  finally  decided 
that  the  woman  had  a  right  to  the  operation,  in  spite  of  the 
fact  that  the  husband  objected.  She  was  the  one  who  had 
•endured  the  condition  and  would  have  to  suffer  still  further, 
and  the  husband  had  no  right  to  imperil  her  life  or  to  render 
Tier  a  permanent  invalid,  when  her  condition  was  absolutely 
one  that  might  be  corrected.  This  decision  looked  to  me  like 
a  proper  and  just  determination  of  the  subject. 
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W.  C.  Wood,  M.  D. : 

It  seems  to  me  that  a  diagnosis  having  established  Cysts 
4)f  the  Breast,  that  the  removal  of  the  mammary  gland  alone 
is  required,  and  not  the  radical  operation  for  carcinoma.  I 
have  removed  many  such  mammary  glands  by  the  Thomas 
incision  along  the  lower  border  of  the  breast,  enucleating  the 
^land  from  behind  and  often  leaving  the  nipple.  The  cosmetic 
effect  does  not  annoy  the  patient,  and  I  have  never  seen  malig- 
nant disease  develop  subsequent  to  such  conservative  pro- 
cedures. 

A  second  type  of  multiple  duct  cysts  is  not  always  differ- 
■entiated  from  the  cystic  disease  just  described.  However,  it 
^eems  to  the  writer  to  be  a  physiological  process  and  not  a 
pathological  lesion.  If  the  breasts  of  aged  women  are  ex- 
amined, they  will  almost  universally  be  found  to  contain  a  large 
amount  of  very  small  nodules  the  size  of  a  pea,  which  show 
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little  tendency  to  increase  in  size.  In  old  age,  the  parenchyma 
of  the  gland  is  absorbed,  leaving  distorted  and  shrunken  lacteal 
ducts.  As  a  result  of  tliis  shrinking  process,  some  of  the 
smaller  ducts  are  cut  off,  leaving  slightly  dilated  tubules  con- 
taining dark  colored,  thick  fluid.  While  it  is  possible  that  one 
or  more  of  these  cysts  may  enlarge,  yet  such  is  not  the  rule.  It 
is  probably  wise  to  refrain  from  subjecting  these  aged  women 
to  any  surgical  treatment,  unless  definite  evidence  of  growth 
takes  place. 

There  is  another  type  of  cysts  that  seems  to  have  no  connec- 
tion with  the  ducts,  yet  the  origin  of  which  is  obscure.  Qin- 
ically,  however,  they  seem  a  distinct  variety.  Shields  considers 
that  they  arise  in  the  connective  tissue  spaces  of  the  gland. 
These  occur  in  younger  women,  and  are  single  as  a  rule;  al- 
though two  have  been  found  in  the  same  breast  They  give  no 
history  of  having  discharged  from  the  nipple,  nor  of  any  pre- 
vious mastitis.  They  are  deeply  situated  in  the  gland,  are  glob- 
ular in  shape,  hard  to  the  touch,  giving  no  evidence  of  fluctu- 
ation nor  tenderness.  They  have  thin  walls,  and  no  papillary 
intracystic  growths.  If  aspirated,  they  entirely  collapse ;  so  that 
on  palpation,  all  evidence  of  their  presence  disappears.  I  have 
done  a  radical  operation  on  such  a  breast,  believing  that  I  was 
dealing  with  a  malignant  growth,  and  only  realizing  the  mistake 
after  section  of  the  gland.  The  absence  of  multiple,  minute 
masses  in  the  same  gland,  as  well  as  in  the  opposite  breast,  will 
distinguish  them  from  the  cystic  degenerated  breast  with  one  or 
two  of  the  cysts  enlarged  more  than  the  rest. 

The  treatment  of  these  cases  is  exceedingly  simple.  If  on 
aspiration  alone,  the  cyst  entirely  disappears,  and  if  the  con- 
tents is  a  clear  fluid,  thus  excluding  papillary  intracystic 
growths,  it  may  confidently  be  expected  that  the  cyst  will  not 
refill.  R.  Abbe  writes  very  enthusiastically  on  this  simple 
method  of  treating  these  cysts,  and  says  that  the  prognosis  is 
excellent.  If,  however,  the  cyst  does  not  entirely  collapse,  nor 
the  fluid  prove  to  be  clear,  it  is  wise  to  open  the  breast  from 
beneath — removing  it,  or  not,  as  is  necessary. 

In  closing,  I  desire  to  emphasize  the  English  rule,  that  seems 
to  be  more  honored  by  us  in  the  breach  than  in  the  observance, 
viz.,  always  aspirate  a  non-ulcerating  breast  enlargement  be- 
fore doing  a  modem  radical  extirpation.  I  do  not  advocate 
temporizing  with  any  breast  enlargement.     Such  a  course  is 
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too  common,  and  is  the  cause  of  many  deaths  and  much  dis- 
credit to  the  profession.  Yet  all  breast  surgery,  and  especially 
the  modem  radical  extirpations,  should  be  controlled  and  justi- 
fied by  the  exact  lesions  present. 

♦      ♦ 

J.  W.  Kyger,  M.  D.: 

The  following  cases  of  Septk  Infection  in  the  newborn  oc- 
curred in  my  practice. 

On  August  i8th,  I  was  called  to  see  the  infant  of  Mrs.  B., 
10  days  old,  the  attending  accoucheur  not  being  known  to  me. 
Infant  male;  normally  developed  and  above  the  average  in 
size;  had  been  healthy  from  birth;  was  taken  suddenly  ill 
with  a  temperature  a  few  hours  aftre  the  attack  of  104,  vomit- 
ing and  loose  bowels.  On  my  first  visit  in  the  evening  I 
supposed  it  to  be  intestinal  fermentation  from  some  digestive 
disturbance,  the  mother's  milk  being  too  rich  or  stomach  over- 
loaded. Upon  visiting  the  infant  the  next  day  I  found  a  high 
temperature,  distended  bowels,  redness  of  skin  around  the 
umbilicus,  extending  down  to  the  scrotum,  bowels  still  loose.  I 
immediately  recognized  it  to  be  a  case  of  erysipelas  from 
umbilical  infection.  The  swelling  and  edema  about  the  scro- 
tum became  very  great,  and  on  about  the  third  day  a  gangren- 
ous condition  developed,  about  two-thirds  of  the  skin  sloughing 
off.  In  the  meantime  the  erysipelatous  condition  spread  over 
the  entire  trunk  and  lower  limbs,  the  infant  dying  on  the  ninth 
day. 

The  next  morning,  after  seeing  case  No.  i,  I  was  called  to 
a  case  of  midwifery,  the  labor  being  about  two  hours  in  dura- 
tion ;  the  infant  was  large,  healthy  looking  and  well  developed. 
About  ten  days  after  birth  the  infant  was  taken  suddenly  ill 
with  vomiting  and  high  temperature.  There  was  an  erysipelat- 
ous inflammation  around  the  umbilical  cord  extending  down 
towards  the  privates.  The  thought  occurred  to  me  that  I  had 
been  the  agency  in  communicating  this  disease  to  the  infant, 
but  in  what  way  I  could  not  determine,  as  I  had  only  seen  Case 
No.  I  the  day  before  and  had  not  then  discovered  the  nature  of 
its  illness,  nor  had  I  attended  the  mother  in  Case  i  at  the  time 
of  its  birth,  nor  had  I  used  any  instruments  for  dressing  the 
cord  that  had  been  about  Case  i.  I  informed  the  family  of  the 
serious  condition  of  the  case  with  the  probability  of  its  death. 
When  I  gave  my  unfavorable  prognosis  they  concluded  to  dis- 
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pense  with  my  services  and  send  for  another  doctor  who  had 
formerly  been  a  family  physician  in  another  town.  He  evi- 
dently did  not  recognize  the  serious  condition  of  the  case,  which 
terminated  fatally  on  the  eighth  or  ninth  day. 

These  two  cases  illustrate  quite  forcibly  the  careful  attention 
which  should  be  paid  to  dressing  the  cord,  and  prophylaxis  is 
the  all  important  means  of  preventing  septic  conditions  in  the 
new  born  infant.  I  believe  the  obstetrician  should  be  just  as 
careful  about  dressing  the  cord  as  he  would  under  any  other 
surgical  condition.  The  scissors  should  be  sterilized  and  the 
water  with  which  the  infant  is  washed  should  be  boiled,  be- 
cause in  this  day  and  age  of  the  world  too  many  septic  organ- 
isms may  inhabit  the  genital  canal,  giving  opportunity  for  in- 
fecting the  infant.  Rotch  says  concerning  the  treatment  of  the 
cord..  "  that  it  should  be  carefully  wrapped  in  antiseptic  absor- 
bent cotton,  and  no  water  should  come  in  contact  with  it.  It 
will  thus  become  dry  sooner,  and  will  gradually  loosen  and  fall 
off."  I  cannot  agree  with  Rotch,  for  this  will  not  prevent  the 
contaminated  vaginal  secretions  from  coming  in  contact  with 
the  cord,  and  I  believe  it  should  be  washed  off  thoroughly  with 
sterilized  water — cleanliness  should  be  resorted  to,  still  I  do 
think  we  may  be  too  particular  in  this  regard,  like  the  young 
medical  man  who  thoroughly  imbued  with  aseptic  and  anti- 
septic measures  of  treatment  had  the  cord  in  his  first  case  of 
midwifery  cleansed  with  formalin  solution.  He  said  the 
"  thing  "  dried  up  and  he  thought  it  never  would  come  off. 


Claudius  B.  Kinyon,  M.  D. : 

My  percentage  of  sepsis  in  labor  is  less  than  one  per  cent,  in 
cases  where  I  choose  the  nurse.  I  practice  absolute  asepsis 
and  antisepsis  (creolin)  of  patient,  nurse,  doctor,  instruments, 
and  everything  coming  in  contact  with  the  patient.  I  never 
make  a  microscopic  examination  except  in  infected  cases,  and 
then  only  in  cases  of  sepsis,  not  of  sapremia.  Most  assuredly 
the  gonococcus  and  the  diphtheritic  bacillus  can  produce  puer- 
peral infection,  and  I  believe  also  the  pneumococcus  and  the 
colon  bacillus.  Streptococcus,  gonococcus,  and  colon  bacilhis 
are  most  commonly  found  in  mixed  infections.  I  do  not  be- 
lieve that  the  normal  micro-organisms  of  the  genital  tract 
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€ver  cause  infection,  unless  the  canal  is  very  badly  contused, 
and  even  then  I  am  somewhat  in  doubt  on  the  point.  The 
most  common  sources  of  infection  are  the  hands  of  the  nurse 
or  doctor,  unclean  dressings,  or  faulty  application  and  reten- 
tion of  the  occlusion  pad.  Personally  I  never  attend  labor 
-cases  and  contagious  or  infectious  diseases  at  the  same  time. 
I  think  that  infection  is  more  common  in  puerperal  hospitals 
than  elsewhere,  and  less  common  in  good  private  or  hospital 
practice.  I  do  not  believe  that  instrumental  delivery  has  any 
causative  influence  if  all  lacerations  and  injuries  are  properly 
and  primarily  repaired. 

The  time  of  the  development  of  the  trouble  depends  upon 
when  the  germs  find  an  entrance;  most  likely  on  the  third  to 
the  fifth  day.  There  is  usually  restlessness,  quick  pulse,  and 
slight  fever,  soon  followed  by  other  symptoms.  The  lochia 
liave  a  foul  odor  and  are  diminished  in  quantity.  The  breasts 
become  hard,  and  the  milk  lessened  in  quantity  in  a  short  time. 
The  condition  of  the  uterus  and  cervix  depends  upon  the  va- 
riety of  germ  present.  Injury  to  the  cervix  cuts  no  figure 
unless  germs  are  present. 

I  immediately  institute  repeated  douchings  with  2  per  cent, 
creolin  and  thorough  cleansing  of  the  canal  with  gauze.  I  only 
curette  in  cases  of  retained  secundines  and  clots  infected  with 
saprophytes.  I  keep  the  os  well  dilated  and  wash  out  the  uterine 
cavity  with  gauze  and  creolin  douches  every  two  hours  to  once 
a  day.  If  the  uterus  is  flabby  I  give  ergot,  but  I  administer  1-30 
grzin  strychnia  first,  and  the  results  are  satisfactory.  I  allow 
a  generous  liquid  diet;  whisky  I  only  use  in  severe  forms  of 
infection.  After  shock  or  hemorrhage  I  have  used  saline  in- 
jections with  very  satisfactory  results  indeed.  I  have  had  no 
experience  with  the  serum.  In  case  of  peritonitis  I  drain  the 
cul-de-sac,  give  aconite,  arsenicum,  or  belladonna  as  indicated, 
and  of  late  have  been  well  pleased  with  the  effects  of  echinacea. 
In  severe  cases  my  mortality  reaches  about  five  per  cent 
Subinvolution,  sterility,  pelvic  induration,  and  abscess  are  fre- 
quent sequelae. 

f-       ♦ 

W.  A.  Coveny,  M.  D. : 

The  forms  of  endofnetritis  that  are  cases  for  curettage  are  first 
the  form  resulting  from  parturition  or  abortion,  which  leaves 
the  uterus  in  a  state  of  hyperplasia  and  congestion  requiring 
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almost  special  hygienic  conditions  to  restore  to  the  normaU 
These  are  often  neglected  from  carelessness  or  necessity.  The 
uterus  remains  in  a  state  of  subinvolution  and  endometritis  is 
the  result.  This  form  is  characterized  by  an  enlarged  uterus, 
leucorrhea  and  congested  mucous  membrane,  which  readily 
bleeds  upon  sounding.  Os  pendulous  readily  admits  probe,, 
finger,  or  curette.  With  patient  under  the  influence  of  an 
anesthetic ;  curette  thoroughly,  but  carefully,  remove  every  par- 
ticle of  diseased  mucous  membrane,  great  care  should  be  used 
at  the  cornui  not  to  leave  any  particles  of  the  membrane.  Ir- 
rigate, swab  out  the  whole  cavity  with  pure  tincture  of  iodine,, 
pack  with  iodine  gauze,  remove  in  24  hours,  hot  vaginal  douche 
twice  daily,  lasting  twenty  minutes,  and  rest  in  the  recumbent 
position  from  two  to  four  weeks,  with  suitable  tonics  and  regu- 
lation of  diet  and  bowels,  will  cure  your  patient 

Second,  the  catarrhal  form  of  young  girls  with  its  eroded 
cervix,  partially  stenosed  cervix,  congestion  extending  from  cer-- 
vix  to  uterine  body,  menstruation  painful,  bowels  constipated 
and  is  accompanied  by  a  long  list  of  nervous  reflexes.  These 
cases  must  be  treated  as  the  first  except,  first  the  cervix  must  be 
fully  and  forcibly  dilated.  Curettage  performed  in  the  same 
manner,  the  same  degree  of  rest  with  douches  and  tonics. 

Third,  the  hemorrhage  form,  this  is  oftenest  met  with  in 
women  near  the  menopause  and  after  abortion  where  small 
particles  of  membrane  engraft  themselves  upon  the  uterine  mu- 
cosa and  set  up  a  lasting  inflammation.  Muscular  walls  of 
uterus  have  lost  their  contractive  power,  mucous  membrane  con- 
gested and  weakened,  bleeds  freely,  the  flow  usually  coming  on 
every  two  or  three  weeks,  and  lasting  ten  days  to  two  weeks. 
Curette  cases  like  the  foregoing,  remove  every  particle  of  the 
mucosa,  until  you  feel  the  muscular  tissues  beneath  the  curette. 
Proper  rest,  tonics,  you  have  stopped  the  hemorrhage  and  by 
the  time  a  healthy  membrane  is  formed,  the  uterine  muscle 
has  regained  its  normal  tone. 

Fourth,  the  membraneous  endometritis,  where  with  severe 
pain,  pain  as  severe  as  that  of  abortion,  the  mucosa  in  whole 
or  in  part  is  cast  off  at  each  menstrual  period,  sometimes  a 
complete  cast  of  the  uterus.  These  cases  suffer  but  little  be- 
tween the  periods  although  the  leucorrhea  persists,  proving^ 
that  a  metritis  exists.  I  know  of  no  class  of  cases  so  much 
benefited  by  curettage  if  thoroughly  done  and  every  portion- 
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of  the  uterine  cavity  cauterized  with  tincture  iodine  after 
curetting. 

Finally,  the  granular  form,  following  parturition  and  cervical 
laceration.  The  lacerated  edges  of  cervix  do  not  unite,  an  in- 
flammatory condition  begins  which  results  in  a  granular  in- 
flammation, from  the  effort  on  the  part  of  nature  to  repair  the 
traumatism.  It  gradually  extends  through  the  cervix  and  body 
alike,  we  find  granulations  from  the  size  of  a  pin  head  to  the 
size  of  a  pea.  Curette,  repair  the  laceration  and  you  have  cured 
your  case. 

Then  we  have  our  two  septic  forms.    The  first  and  most  com- 
mon, the  acute  puerperal  septicemia,  characterized  by  the  pre- 
sence of  the  streptococcus  pyogenes.    It  is  an  acute  infection, 
closely  following  childbirth.     We  suddenly  have  a  chill  fol- 
lowed by  rise  of  temperature,  now  is  the  time  to  act  and  to  act 
promptly.    The  uterus  is  in  a  condition  of  traumatism,  filled 
with  blood  clots,  possibly  pieces  of  loose  membrane,  vitality  low^ 
favoring  infection.    The  rise  of  temperature  is  due  to  absorption 
of  decomposition,  by  epithelial  glands.     Empty  the  uterus,  be 
careful  of  your  curette,  simply  irrigate  the  uterus,  wipe  out  the 
uterus  with  gauze  over  your  dull  curette,  simply  as  a  gauze 
carrier.    Irrigate,  cauterize  with  carbolic  acid  neutralized  with- 
alcohol  and  pack  with  iodoform  gauze.     If  at  this  time  the 
uterus  is  emptied  the  inflammation  is  checked  and  the  patient 
convalesces.    If,  on  the  contrary,  nothing  is  done  the  placental 
site  becomes  infected,  inflammation  extends  to  the  healthy  tis* 
sue  not  only  the  endometrium,  but  its  glandular  depressions 
are  involved.    The  Fallopian  tube  being  a  continuation  of  the 
same  cavity,  the  inflammation  spreads  to  the  tubes,  through 
them  to  the  peritoneal  cavity  and  a  pelvic  peritonitis  results- 
While  the  disease  is  limited  to  the  uterine  cavity,  it  is  amenable 
to  treatment,  but  once  it  reaches  the  tubes  it  is  beyond  our  reach 
and  nature  must  be  relied  upon  to  limit  its  progress. 

Second,  if  a  healthy  woman  is  infected  by  gonorrheal  infec- 
tion the  conditions  are  the  same,  a  septic  infection.  It  is  just 
as  important  to  treat  a  gonorrheal  infection  promptly  as  it  is 
a  puerperal  septicemia.  The  tissues  involved  are  the  same,  the 
cause  of  the  disease  is  the  same,  the  infection  alone  is  different, 
being  a  gonococcus,  while  the  other  is  a  streptococcus  or  staphy- 
lococcus infection.  The  treatment  should  be  the  same  and  no 
time  is  to  be  lost.    Qean  out,  cauterize,  and  pack  the  uterus.    If 
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the  disease  is  not  arrested  in  the  uterus  it  readily  extends  to  the 
tubes  and  cellular  tissues.  The  poison  is  rapidly  carried  by  the 
lymphatics,  then  we  have  a  resulting  pyosalpinx,  cellulitis,  and 
pelvic  peritonitis.  With  this  condition  existing,  the  curette  is 
a  dangerous  weapon,  any  curetting  only  opens  up  channels  for 
infection  the  curette  cannot  reach.  The  fresh  surface  would 
be  reinfected  and  instead  of  benefiting  the  patient  we  would  be 
adding  explosives  to  an  already  blazing  fire. 

These  are  the  cases  in  which  I  want  to  sound  a  warning  note 
against  the  use  of  the  curette.    Here  is  where  the  curette  is  most 

often  abused. 

♦      ♦ 

Wheelton  Hind,  M.  D. : 

A  very  healthy  woman,  only  married  six  weeks,  and  in  whom 
menstruation  had  been  regular,  was  seized  with  pain  and  severe 
collapse  at  midday  on  March  2d,  and  rapidly  became  blanched, 
pulseless,  and  unconscious.  Her  condition  was  so  alarming 
that  her  medical  men  felt  that  all  operative  procedure  was  for 
the  moment  out  of  the  question.  The  next  morning,  however, 
she  rallied  a  little,  although  now  and  then  attacks  of  collapse 
still  occurred,  and  they  felt  that  surgical  interference  was  at 
last  possible.    I  was  therefore  asked  to  see  the  case  with  them. 

I  found  her  still  very  ill,  pulse  very  weak  and  rapid,  with  all 
the  symptoms  of  a  recent  severe  hemorrhage  from  the  ovary. 
The  abdomen  was  moving  well,  its  resonance  impaired,  and  pain 
was  referred  to  the  left  flank.  A  vaginal  examination  revealed 
little  beyond  the  fact  that  there  was  much  more  tenderness  on 
the  left  side  than  elsewhere,  but  no  mass  could  be  detected.  I 
decided  to  open  the  abdomen  to  clear  out  the  clots  and  deal  with 
the  condition.  Saline  fluid  and  saccharine  was  infused  below 
each  breast,  and  chloroform  was  carefully  administered.  On 
opening  the  peritoneum  several  pints  of  clot  were  turned  out, 
and  examination  showed  that  the  uterus  and  both  tubes  were 
normal  in  size  and  condition,  but  that  the  left  ovary  was  rup- 
tured and  oozing  blood.  The  left  ovary  and  tube  were  removed, 
and  the  abdomen  flushed  out  with  saline  fluid,  about  two  pints 
being  left  within  for  absorption.  The  patient  rallied,  and 
shortly  after  another  pint  of  fluid  was  infused. 

There  was  no  vomiting  or  abdominal  distention.  The  case 
went  on  well,  with  the  exception  that  the  bladder  had  to  be 
catheterized.     For  some  days  there  was  some  trouble  with 
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defecation.  A  discharge  of  blood-stained  fluid  continued  from 
the  incision  for  some  days.  The  specimen  was  sent  to  an  ex- 
pert who  kindly  examined  it  and  reported  as  follows : 

"  The  tube  is  healthy  to  the  naked  eye  and  on  section.  In 
the  ovary  there  is  a  blood  cyst,  which  on  section  proves  to  be 
a  recent  corpus  luteum,  with  a  thick  lining  of  lutein  cells.  It 
is  filled  with  fibrin,  but  there  are  no  traces  of  chorionic  villf  or 
decidual  tissue." 

At  first,  in  spite  of  the  history  of  regularity  in  menstruation, 
the  case  was  diagnosed  as  one  of  rupture  of  an  early  ectopic 
pregnancy.  It  was  a  matter  of  surprise  to  me  to  find  no  ad- 
hesions and  both  tubes  healthy.  I  then  thought  that  the  case 
might  prove  to  be  one  of  true  ovarian  pregnancy,  but  finally 
decided  that  the  case  was  one  of  those  rare  conditions  of  rup- 
ture of  an  apoplectic  Graafian  follicle,  rupture  of  ovary,  and 
subsequent  hemorrhage  into  the  peritoneum.  It  is  important 
to  note  what  an  extreme  amount  of  hemorrhage  may  result 
from  this  condition. 

H.  S.  Lott,  M.  D.: 

The  methods  of  rapid  dilatatioft  which  I  have  used  in  cases  of 
puerperal  camntlsiofts  are  two.  One  is  a  very  simple  and  very 
effective  method  of  manual  dilatation,  that  has  served  me  for 
years,  and  helped  me  out  of  many  tr3ring  emergencies,  in  which 
the  fingers  are  used  as  dilators.    It  is  practiced  as  follows : 

The  index  finger  (its  tip  being  most  conical)  is  "  wormed  " 
into  the  os  by  a  spiral  motion,  and  with  it  gentle  traction  is 
made  toward  the  symphisis,  sufficient  force  being  gradually 
used  to  make  room  for  the  introduction  of  the  middle  finger. 
Now  the  indejc  finger  is  held  taut,  its  fixed  force  inclining  to 
the  anterior  portion  of  the  cervix ;  while  the  middle  finger,  in- 
troduced to  the  full  distance  of  its  first  joint,  is  flexed  with 
force  repeatedly,  thus  making  room  for  the  ring  finger,  with 
which  force  is  applied  to  the  encircling  os  in  like  manner  as 
with  the  middle  one.  Through  this  maneuver  room  is  made 
for  the  little  finger,  and  also,  and  often  simultaneously,  for  the 
thumb ;  and  upon  the  introduction  of  the  latter  the  leverage  be- 
comes most  powerful,  and  the  dilatation  is  soon  accomplished. 

An  excellent  method  of  practicing  this  maneuver  is  by  mak- 
ing a  closed  circle  with  the  thumb  and  index  finger  of  the  left 
hand  and  then  dilating  it  with  the  fingers  of  the  right. 
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The  result  of  this  method  of  dilatation,  especially  under 
chloroform,  is  very  prompt,  and  the  dilatation  is  eflfected  with- 
out the  introduction  of  foreign  bodies  into  the  uterine  cavity. 
It  may  be  practiced  at  any  time,  with  the  two  hands ;  used  at 
almost  any  stage  of  gestation  after  the  very  early  months,  and 
when  the  fingers  are  properly  educated  and  the  muscles  trained 
to  their  work,  the  dilatation  can  be  accomplished  in  a  very  few 
minutes. 

The  other  method  is  one  of  mechanical  dilatation,  in  which 
the  OS  is  opened  with  a  metallic  dilator. 

The  mechanism  of  the  instrument  is  simple  but  accurate; 
the  dilation  gentle  but  sure.  Its  four  blades  giving  four  points 
of  peripheral  irritation  in  the  circumference  of  the  os ;  with  an 
easy  dilatation  of  from  three  to  four  inches,  and  sufficient  for 
the  introduction  and  application  of  either  long  or  short  forceps. 

Such  dilatation  should  always  be  done  under  chloroform 
anesthesia,  and  with  all  of  the  aseptic  precautions  of  a  surgical 
operation;  some  slight  injury  to  the  maternal  parts  being  al- 
most unavoidable. 

The  metallic  dilator  is  a  powerful  instrument;  and,  while  it 
should  have  a  place  in  obstetric  service,  it  should  only  be  used 
in  extreme  emergencies,  where  prompt  delivery,  through  the 
natural  outlet,  is  essential  to  saving  life,  and  cannot  be  ac- 
complished by  manual  methods. 

♦      ♦ 

R.  L.  Payne,  M.  D. : 

In  that  large  class  of  cases  in  which  drainage  must  be  resorted 
io — suppurative  appendicitis  being  the  most  common  type — re- 
sulting hernias  are  very  numerous.  For  some  time  now  the 
writer  has  used  the  following  method  in  these  cases  with  very 
j^atifying  results. 

I,et  us  suppose  a  case  of  suppurating  appendicitis,  drained 
and  walled  off  in  the  usual  manner  with  gauze.  The  packing 
is  renewed  from  day  to  day  until  at  length  the  wound  is  filled 
in  with  granulations  up  to  the  level  of  the  muscles  of  the  belly 
wall.  The  granulations  are  healthy  and  the  wound  is  to  all 
intents  and  purposes  clean. 

The  patient  is  now  etherized,  the  surrounding  skin  made  as 
clean  as  possible  and  the  whole  surface  of  the  granulating 
wound  dried  with  sponges  and  mopped  over  thoroughly  with 
pure  carbolic  acid  to  render  it  as  aseptic  as  possible.    An  in- 
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cision  is  now  made  outside  of  the  scar-tissue  just  beyond  the 
limits  of  the  original  wound  and  this  incision  is  carried  down 
through  the  aponeurosis  into  healthy  muscular  tissue.  The  scar 
tissue  and  the  granulation  tissue  is  now  dissected  out  with  great 
care  in  one  piece.  The  greatest  care  is  exercised  to  avoid  cut- 
ting through  the  peritoneum  on  the  one  hand  for  fear  of  infect- 
ing that  cavity  and  equally  great  care  to  avoid  cutting  through 
the  granulations  from  below  so  that  the  bottom  of  the  wound 
may  be  perfectly  clean.  Having  finished  the  dissection  the 
edges  of  the  aponeurosis  and  of  the  skin  are  freed  by  a  few 
touches  of  the  knife.  The  wound  is  now  sutured  with  inter- 
rupted sutures  of  silkworm  gut,  being  careful  to  include  the 
aponeurosis  in  each  suture  and  to  use  a  sufficient  number  of 
stitches  to  close  the  wound  accurately. 

I  have  now  used  this  method  in  twelve  cases  and  in  each  case 
have  obtained  primary  union.  In  one  case  several  weeks  after 
apparently  good  union  had  taken  place  suppuration  occurred 
and  the  wound  had  to  be  reopened,  but  in  none  of  the  others 
have  I  had  the  least  trouble.  Several  of  these  immediate  sec- 
ondary operations  have  now  stood  the  test  of  two  years  and  in 
none  of  the  cases  has  hernia  resulted. 

The  simplicity  of  the  idea  leads  me  to  believe  it  may  have 
been  advocated  already,  and  if  so,  I  make  accidental  pen  scratch 
desugara  to  priority ;  but  after  careful  search  of  the  available 
literature  I  am  unable  to  find  this  method  advised.  For  me  then 
the  idea  is  original  and  to  my  mind  it  is  worthy  of  further  trial. 
1.  Because  it  certainly  hastens  the  healing  of  the  wound  and 
saves  the  patient  many  days  in  bed.  2.  It  results  in  a  linear 
scar  instead  of  the  broad,  unsightly  healing  of  the  granulating 
wound.  3.  It  is  the  best  preventive  we  yet  know  of  hernia  in 
this  class  of  cases.  I  am  aware  that  the  operation  would  be 
more  perfect  did  we  dare  open  the  peritoneum,  separate  bowel 
adhesions  and  close  the  wound  as  in  an  ordinary  operation  for 
ventral  hernia,  but  I  have  been  afraid  of  infecting  the  general 
peritoneum  and  the  results  have  so  far  been  so  far  satisfactory 

by  the  method  outlined. 

♦       ♦ 

C.  E.  Davis,  M.  D. : 

As  to  the  method  of  repairing  lacerations  of  the  female 
generative  organs  after  labor,  I  would  suggest  that  the  entire 
object  to  be  desired  is  the  endeavor  to  restore  the  parts  to  as 
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nearly  their  normal  condition  as  possible.  We  must  bear  in 
mind  the  tendency  of  the  muscular  tissues  to  contract  in  the 
direction  of  their  attached  portion.  Hence,  in  these  conditions, 
there  is  a  noticeable  drawing  upward  of  the  torn  muscular  tis- 
sues, and  it  becomes  necessary  then  to  pull  down  these  tissues 
in  order  to  restore  them  to  their  proper  position.  When  lacera- 
tions occur  in  the  anterior  vaginal  vault,  I  usually  study  the 
direction  of  the  tear,  and  with  my  patient  anesthetized,  ap- 
proximate the  edges  of  healthy  tissue  by  using  several  tenacula 
so  as  to  see  how  the  best  approximation  is  to  be  secured.  This 
is  most  satisfactorily  accomplished  with  the  patient  in  Sim's 
position,  using  Sim's  (or  one  of  the  modifications  of  Sim's), 
specula  to  expose  the  part.  Remember  always,  before  attempt- 
ing any  operative  measures  in  this  region,  the  necessity  for  care- 
ful cleanliness  and  a  very  careful  technique.  Rubber  gloves  are 
especially  advantageous  here,  and  while  they  may  interfere 
somewhat  with  the  tactile  sensibilities,  tlie  assurance  that  they 
are  sterile  more  than  counterbalance  these  slight  disadvantages. 
Close  over  the  raw  surfaces  here,  and  you  will  avoid  the  pos- 
sibilities of  subsequent  complications  in  this  locality. 

Now,  as  to  lacerations  of  the  perineum,  the  superficial  ones 
can  usually  be  attended  to  without  a  general  anesthetic,  as  the 
tissues  are  partly  anesthetized  from  the  prolonged  pressure; 
and  with  a  manageable  patient,  these  may  be  readily  closed 
without  an  anesthetic,  or  with  a  little  local  anesthesia.  It  is  the 
complete  tears  which  require  skill  and  care.  Here  the  sphincter 
must  be  recognized,  the  ends  brought  together,  and  then  the 
other  tissues  in  their  proper  relation.  The  sphincter  must  be 
approximated  by  the  use  of  three  or  more  chromicized  catgut 
sutures;  the  intra-vaginal  sutures  then  applied,  after  locating 
the  direction  of  the  tear,  and  if  needs  be,  trimming  off  the  tags 
which  have  become  devitalized.  The  operation  then  is  very 
similar  to  a  planned  colpoperineorrhaphy,  with  which  I  shall 
not  now  impose  upon  you  a  description.  The  same  holds  here 
of  cervical  lacerations.  These  latter  two  should  only  be  at- 
tempted under  a  general  anesthesia,  and  if  possible,  with  proper 
assistants. 

As  to  the  time  for  operations  I  wish  to  say  that  when  practi- 
cable, they  should  be  undertaken  at  the  time  of  delivery,  but 
when  seen  for  the  first  time  one  or  two  days  after  delivery,  then 
by  gently  curetting  the  lacerated  area  and  approximating  the 
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edges,  It  is  surprising  how  gratifying  the  results  will  often  ap- 
pear. After  cicatrization  has  taken  place,  we  must  bear  in  mind 
the  advisability  of  removing  the  cicatricial  tissue  before  at- 
tempting the  tissue  approximation. 


J.  A.  Raudenbush,  M.  D. : 

I  have  been  in  attendance  on  three  cases  of  transverse  pre- 
sentation,  complicating  hiin  pregnancy  and  will  report  my  con- 
clusion. 

Whenever  a  twin  pregnancy  is  diagnosed  it  is  necessary  to 
be  in  attendance  as  soon  as  labor  begins,  determine  the  pre- 
sentations (if  not  possible  sooner)  and  be  on  the  lookout  for 
complications.  When  the  first  child  lies  transversely  do  not  let 
labor  go  on  until  the  presenting  part  is  crowded  down  into  the 
pelvis,  but  only  until  the  cervix  is  sufficiently  dilated  and 
softened  to  permit  of  rapid  and  complete  dilatation  without  ex- 
tensive cervical  tears.  Anesthesia  and  antisepsis  are  of  course 
necessary.  A  hand  can  then  be  passed  into  the  uterus,  the  mem- 
branes ruptured,  and  pelvic  or  podalic  version  performed  be- 
fore the  waters  drain  away. 

In  dorso-anterior  positions,  no  matter  what  part  of  the  trunk 
presents,  I  endeavor  by  external  manipulations  to  bring  the 
head  upward,  and  with  the  internal  hand,  which  I  pass  along 
the  child's  back  (the  right  hand  when  the  breech  is  in  the 
left  iliac  fossa,  and  vice  versa),  I  grasp  the  buttocks  and  the 
flexed  thighs,  exerting  inward  and  downward  pressure  and 
traction  upon  the  pelvic  end  until  I  have  brought  it  down  to 
the  superior  strait,  when  I  have  a  true  breech  presentation.  I 
then  bring  dpwn  the  leg  which  will  keep  the  back  anterior, 
and  deliver  the  child  as  in  a  breech  case.  In  dorso-posterior 
positions  the  same  manipulations  (using  the  opposite  hand) 
may  be  effectual  if  there  is  enough  liquor  amnii  to  bring  the 
child's  back  to  the  front.  I  prefer  to  first  do  pelvic  version, 
and  then  bring  down  the  feet,  because  in  this  manner  I  have 
been  able  to  control  the  anterior  turning  of  the  back,  which  is 
so  necessary  in  the  delivery  of  the  aftercoming  head.  A  di- 
rect podalic  version  is,  however,  usually  done  by  grasping 
the  upper  foot  (if  possible)  and  bring  it  down,  while  exter- 
nally the  head  is  pushed  upward. 

Rarely,   instead   of  performing  pelvic  or   podalic   turning 
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primarily,  a  cephalic  version  by  Wright's  method  (shoulder 
pushed  to  one  side  and  the  head  down)  or  Hicks'  (shoulder 
pushed  upward  and  the  head  down)  may  be  done,  and  then  a 
choice  made  between  the  high  forceps  operation  or  a  podalic 
version  in  the  usual  manner. 

In  these  twin  cases,  when  labor  has  continued  too  long  a 
time,  the  waters  have  drained  off,  the  uterine  muscles  are  too 
firmly  contracting,  or  the  lower  uterine  segment  is  under  too 
much  tension,  podalic  version  may  cause  a  rupture  of  the 
uterus  and  cephalic  version  m  such  an  instance  becomes  the 
operation  of  necessity.  The  head  should  then  be  pushed 
down  into  the  brim  of  the  pelvis  by  an  assistant,  and  the  for- 
ceps applied. 

When  podalic  version  is  absolutely  contra-indicated  or  im- 
possible, and  the  high  application  of  the  forceps  will  not  suc- 
ceed a  Caesarean  section  should  be  done  in  the  interest  of  the 
twins  and  the  mother. 

In  ordinary  cases  of  impacted  shoulder  with  a  prolapsed 
arm,  the  complication  can  be  reduced  quite  readily  by  pushing 
the  shoulder  upward  in  the  axis  of  the  upper  birth-canal.  If 
portions  of  the  body  are  pushed  down  in  an  effort  at  spon- 
taneous evolution,  then  these  portions  must  be  pushed  back 
and  out  of  the  pelvis  before  the  shoulder  is  forced  upward. 
After  this,  version  is  indicated  as  before. 

,When  a  patient  has  been  left  in  labor  too  long  a  time  and 
the  process  of  an  unsuccessfully  attempted  spontaneous  evo- 
lution has  gone  too  far,  we  have  what  is  called  a  "  neglected  " 
case,  doubly  terrible  when  twins  exist.  To  forcibly  reduce  the 
ing  line  between  the  surgical  and  the  medical  treatment  of 
the  uterus  and  hemorrhage  and  the  death  of  all,  or  at  the  very 
least,  it  would  mean  most  extensive  injuries  to  the  mother, 
followed,  perhaps,  by  hemorrhage  or  sepsis,  and  perchance 
death.  Depending  upon  the  surroundings  and  the  condition 
of  the  patient  and  her  twins,  a  quick  decision  must  be  made 
between  a  Caesarean  section  and  a  mutilating  operation  upon 
the  impacted  child.  If  the  child  is  dead  a  decapitation  should 
be  done;  or  when  too  much  of  the  trunk  has  been  pushed  by 
the  shoulder  preventing  the  operator  from  reaching  the  neck, 
an  evisceration. 

As  soon  as  the  first  child  is  bom,  bring  down  a  foot  of  the 
second  one  (whether  it  presents  transversely,  by  the  breech 
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or  by  the  head)  and  deliver  this  one  also  before  the  patient  is 

left  out  of  the  anesthetic. 

♦       ♦ 

O.  A.  Palmer,  M.  D. : 

It  is  now  much  easier  than  formerly  to  determine  the  divid- 
ing line  between  the  surgical  and  the  medical  treatment  of 
the  stomach,  because  our  methods  of  diagnosis  have  been  so 
perfected  that  we  are  able  to  ascertain  the  existing  conditions 
of  the  organ.  Of  course,  it  is  impossible  to  determine  every 
detail  before  we  examine  the  organ  under  close  observation. 
Operative  interference  should  not  be  undertaken  unless  medi- 
cation fails  to  accomplish  the  desired  results. 

The  most  important  surgical  diseases  of  the  stomach  are 
stenosis  of  the  pylorus,  ulcer,  and  cancer.  Stenosis  of  the 
pylorus  may  be  divided  into  benign  and  malignant.  Cicatri- 
cial contraction  of  the  pylorus  is  the  most  common  cause  of 
benign  stensosis.  This  may  be  caused  by  any  eroding  sub- 
stance or  irritating  matter  that  may  be  taken  into  the  stomach, 
as  well  as  by  acids,  in  fact,  any  ulcerative  condition  or  cicatri- 
cial contraction  that  may  result  from  any  cause  may  produce 
it. 

Peritoneal  adhesions  in  the  region  of  the  pylorus  or  in  the 
first  few  inches  of  the  duodenum  may  lead  to  a  narrowing  of 
the  lumen  of  this  portion  of  the  digestive  tract.  In  contrac- 
tion of  the  pylorus  from  any  cause  we  are  apt  to  find  dilation 
of  the  stomach,  which  may  go  to  a  high  degree  with  great  loss 
of  its  mobility.  In  some  of  these  cases  the  enormous  dilation 
is  a  very  serious  complication  which  is  hard  to  treat  with  any 
satisfaction. 

Tumors  in  the  region  of  the  pylorus  may  lead  to  stenosis 
with  inability  of  the  stomach  to  do  its  work.  These  tumors 
are  rare.  Malignant  tumors  or  carcinoma  of  the  pylorus  are 
of  frequent  occurrence.  It  is  of  great  importance  to  determine 
between  innocent  and  malignant  conditions  as  the  methods 
of  surgical  procedure  can  be  decided  as  soon  as  these  facts 
are  known. 

Benign  stenosis  can  generally  be  successfully  treated  and  a 
complete  cure  of  the  condition  effected,  while  in  malignant 
stenosis  we  have  a  difficult  problem  to  solve.  By  means  of  the 
operation  of  pylorectomy  the  relief  of  stenosis  and  its  sequel 
may  be  accomplished ;  but  as  a  rule  this  is  not  a  cure  for  the 
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disease,  as  the  atrophy  caused  by  cancer  usually  persists  dur- 
ing the  remaining  existence  of  the  patient.  It  is  very  hard  to 
reestablish  all  of  the  digestive  ability  of  the  stomach,  in  fact  it 
is  very  seldom  done.  Perhaps  if  the  operation  were  done  in  a 
very  early  stage  of  the  disease,  better  results  would  be  ob- 
tained. Most  cases  operated  on,  if  not  too  late,  may  receive 
considerable  benefit,  and  be  able  to  exist  in  a  very  comfortable 
way  for  years.  If  the  stomach  regains  its  motor  ability,  the 
intestines  may  perform  a  part  of  its  work,  and  in  this  way 
nutrition  may  go  on  very  satisfactorily.  Unfortunately,  car- 
cinoma of  the  stomach  is  rarely  operated  on  early  enough  to 
get  beneficial  results. 

Stenosis  of  the  pylorus  due  to  adhesions  is  amenable  to  sur- 
gical treatment,  and  good  results  may  be  expected.  The  best 
method  of  operating  for  the  bands  of  adhesion  is  to  use  a 
double  ligature  and  separate  them  in  a  way  to  prevent  further 
adhesion  and  trouble  that  may  result  from  the  operation. 
Quite  a  number  of  cases  are  on  record  where  resection  of  the 
pylorus  has  been  done  for  cicatricial  stenosis.  About  one- 
half  of  the  cases  have  recovered.  The  skill  and  experience 
of  the  operator  will  suggest  the  course  to  pursue  in  operating 
upon  these  cases.  Pylorectomy  or  gastro-enterostomy  in  be- 
nign stenosis  of  the  pylorus  may  be  done  with  success.  In 
some  cases  plyorectomy  is  preferable  to  gastro-enterostomy^ 
If  the  pylorus  is  badly  adhered  to  all  surrounding  tissue  it 
would  be  impossible  to  re-establish  the  normal  size  of  the 
pyloric  opening. 

In  many  cases  an  exploratory  incision  must  be  made  before 
the  exact  operation  on  the  pylorus  can  be  decidedl  upon.  The 
operation  of  pyloroplasty  is  one  that  I  warmly  recommend, 
especially  in  cicatricial  stenosis.  It  consists  in  splitting  the 
stenosis  longitudinally  and  then  uniting  the  wound  trans- 
versely, and  in  cases  where  this  can  be  done  the  results  are 
very  favorable.  Where  it  can  be  done  this  operation  is  very 
much  more  satisfactory  than  gastro-enterostomy.  It  is  rare 
that  stenosis  will  recur  after  pyloroplasty. 

Gastrotomy  for  the  purpose  of  establishing  a  fistula  through 
which  the  food  may  enter  the  stomach  may  be  done  with  great 
satisfaction.  Carcinoma  of  the  cardia  cannot  be  removed,, 
but  to  get  a  definite  understanding  of  this  condition  a  gas- 
trotomy may  be  performed  and  the  condition  of  the  cardia 
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carefully  examined.  Carcinoma  of  the  body  of  the  stomach 
is  very  rare.  If  this  condition  is  found,  the  entire  stomach 
may  be  removed  with  some  degree  of  success.  As  this  opera- 
tion is  of  recent  origin,  but  little  is  known  in  regard  to  the 
time  that  the  person  can  live  after  its  removal.  One  case  has 
been  reported  who  lived  five  and  a  half  years  after  the  opera- 
tion. Other  patients  have  existed  nearly  the  same  length  of 
time  without  any  special  disturbances. 

In  all  cases  where  there  are  a  large  number  of  adhesions  or 
great  loss  of  strength,  much  surgical  interference  is  absolutely 
contra-indicated,  and,  if  anything  is  done,  gastro-enterostomy 
should  be  performed,  which  is  only  a  temporary  procedure 
but  may  give  considerable  relief,  the  main  object  of  the  opera- 
tion being  to  free  the  stomach  of  its  ingesta  and  g^ve  the  in- 
testines a  chance  to  do  a  portion  of  the  work. 

Now  and  then  cases  of  extensive  adhesions  between  the 
stomach  and  other  organs  may  be  greatly  relieved  by  a  mere 
separation  of  these,  and,  a  few  cases  have  been  reported  cured. 
When  there  are  ulcerative  cicatrices  causing  stenosis  of  the 
pylorus,  operative  interference  should  be  considered.  The 
symptoms  that  indicate  a  surgical  operation  are  frequent  and 
violent  gastric  hemorrhages  that  generally  endanger  the 
patient's  life.  As  soon  as  the  ulcer  is  found  a  gastro-enteros- 
tomy should  be  made.  Where  ulcers  are  in  the  posterior  walls 
of  tihe  stomach,  as  a  rule  an  incision  cannot  be  made.  Gas- 
tro-enterostomy is  very  satisfactory  in  many  cases  where  there 
are  extensive  hemorrhages,  as  it  allows  the  food  to  pass 
through  the  artificial  passage  and  not  irritate  the  structure 
from  which  the  hemorrhage  takes  place. 

In  all  cases  of  perforation  of  the  stomach  or  intestines  sur- 
gical interference  is  positively  indicated,  and  the  earlier  it  is 
done  the  better,  but  after  eight  or  ten  hours  a  successful  opera- 
tion need  not  be  expected,  although  cases  have  been  reported 
to  have  recovered  after  twelve  hours.  All  operators  should, 
look  for  more  than  one  perforation.  The  most  common  point 
of  perforation  is  the  anterior  wall  of  the  stomach  near  the 
cardiac  region.  This  part  should  be  examined  first  Prob- 
ably the  main  reason  why  perforation  occurs  here  most  fre- 
quently is  that  adhesions  rarely  form  in  this  part  of  the  organ, 
Gould  says  that  ulcers  of  the  stomach  found  in  the  posterior 
walls  very  rarely  perforate,  not  over  two  per  cent,  but  eighty- 
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five  per  cent,  of  those  in  the  anterior  wall  perforate.  The 
majority  of  the  perforations  of  the  posterior  wall  pour  the 
contents  of  the  stomach  into  the  peritoneal  cavity.  Spon- 
taneous recovery  from  perforation  is  possible  only  when  the 
stomach  is  completely  empty  at  the  time  the  perforation  takes 
place.  It  must  be  remembered  that  in  cases  of  perforation  all 
food  should  be  immediately  withheld.  All  operations  for 
closing  perforations  should  be  done  as  early  as  possible,  the 
entire  stomach  tissue  examined  and  the  peritoneum  thoroughly 
cleansed  before  closing  the  abdomen. 

J.  T.  Schell,  M.  D. : 

The  possibility  of  ovarian  irritation  being  a  factor  in  the 
causation  of  pseudocyesis,  or  spurious  pregnancy,  was  suggested 
to  me  rather  forcibly  several  years  ago  by  a  series  of  cases 
which  came  under  my  care  at  that  time,  and  of  which  I  made  a 
brief  report. 

After  searching  the  literature  on  the  subject,  I  could  not 
then  find  any  suggestion  that  ovarian  irritation  had  ever  been 
considered  as  a  causal  factor  in  this  condition,  and  since  then 
I  have  made  a  more  careful  search  with  very  little  or  no  bet- 
ter results. 

Mrs.  F.,  aged  33,  puberty  at  12  years ;  her  menses  were  always 
regular  andi  painless,  intervals  28  days,  flow  normal  and  lasting 
only  four  to  five  days.  Married  12  years,  had  one  child  at  full 
term  during  the  second  year  of  her  married  life ;  a  miscarriage 
at  six  months  two  years  after  the  birth  of  the  first  child,  and 
another  miscarriage  two  years  later.  For  two  years  preceding 
the  history  of  her  supposed  pregnancy  she  complained  of  back- 
ache, more  or  less  severe,  some  leucorrhea,  and  pain  in  the  lower 
part  of  the  abdomen,  especially  in  the  left  iliac  region.  Men- 
struation during  this  time  became  much  more  profuse,  with 
considerable  pain  on  the  first  day  but  not  enough  to  require 
medication.  The  last  regular  period  was  November  15,  1898; 
the  December  period  failed  to  appear,  and  at  that  time  she 
became  nauseated,  with  some  vomiting,  especially  in  the  morn- 
ing. Coexisting  with  the  amenorrhea  and  vomiting,  she  com- 
plained of  a  feeling  of  weight  in  the  pelvis,  with  frequent  urina- 
tion. The  nausea  gradually  diminished,  and  disappeared  about 
February  i.  During  this  time  the  abdomen  was  gradually 
enlarging,  and  on  March  28,  or  about  20  weeks  from  the  time 
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she  had  her  last  period,  she  felt  what  she  believed  to  be  fetal 
movements,  which  persisted  constantly  and  distinctly  until 
labor,  August  13,  1899. 

Up  to  this  time  she  was  under  the  care  of  a  neighboring 
physician,  who  was  called  to  deliver  her ;  after  being  in  labor  40 
hours,  she  became  exhausted  and  discouraged,  and  discharged 
her  physician.  She  called  in  another,  who  sent  her  to  the 
hospital,  where  I  was  called  to  deliver  her.  On  questioning 
her,  a  part  o£  the  above  history  was  elicited,  and  in  addition 
she  informed  me  that  she  had  passed  a  large  quantity  of  water 
about  ten  hours  after  she  noticed  her  first  pain.  Examination 
showed  a  stout,  well-built  woman,  weighing  about  190  pounds, 
with  a  tremendously  enlarged  abdomen,  striae  and  linea  niger 
very  faintly  shown;  the  breasts  contained  colostrum,  and  the 
primary  and  secondary  areola  were  present. 

Bimanual  examination  showed  a  soft,  club-shaped  cervix, 
lacerated  bilaterally,  and  patulous  to  tlie  internal  os,  which 
was  closed.  No  distinct  uterine  enlargement  could  be  made 
out,  on  account  of  the  thick  abdbminal  walls,  nor  could  any 
fetal  movements  be  felt  nor  fetal  heart  sounds  or  uterine  sou- 
ffle be  heard.  On  examination  under  ether  the  uterus  was  felt 
enlarged  to  about  the  size  of  a  two  months*  pregnancy  in  a 
normal  position,  the  left  ovary  was  enlarged,  and  the  whole 
left  broad  ligament,  including  the  tube,  was  thickened.  There 
was  a  mucopurulent  discharge  from  the  uterus,  and  a  curettage 
was  done  with  no  other  results  than  the  removal  of  some 
shreds  of  endometrium,  and  a  diagnosis  of  complete  pseudo- 
cyesis  was  made.  Subsequent  history :  Patient  was  dis- 
charged 12  dfays  later  with  abdomen  as  large  as  on  admission. 
Periods  have  been  regular  ever  since,  with  some  pain  on  the 
first  and  second  day,  backache  and  soreness  or  tenderness  in 
the  left  iliac  region.  This  patient  is  at  present  complaining 
of  various  symptoms  suggestive  of  pelvic  trouble,  but  refuses 
to  be  examined. 

Mrs.  D.,  white,  aged  29,  puberty  at  12  years.  Menstruated 
twice  in  six  weeks  and  then  missed  for  a  year.  Was  con- 
sidered a  very  delicate  child  at  that  time.  At  about  13  1-2 
years  she  started  to  menstruate  again,  had  an  irregular  mens- 
truation, and  suffered  great  pain,  which  compelled  her  to  stay 
in  bed  for  several  days  and  required  the  use  of  opiates  to  re- 
lieve her.    This  continued  until  she  was  married  at  the  age  of 
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23,  and  though  still  irregular,  she  suffered  less  pain.  A  short 
time  after  she  was  married  she  missed  four  months'  periods 
and  gained  35  pounds  in  weight,  and  thinking  she  was  preg- 
nant made  preparations  for  the  child's  birth ;  but  after  missing 
four  periods,  while  moving  some  heavy  furniture  she  was 
taken  with  a  severe  hemorrhage  from  the  vagina  which  lasted 
for  twelve  hours,  and  then  had  apparently  normal  menstrua- 
tion lasting  for  seven  more  days.  After  this  she  was  allowed 
to  sit  up  and  the  physician  in  attendance  was  unable  to  say 
whether  she  had  had  a  miscarriage  or  not,  as  she  had  not 
passed  anything  resembling  even  the  smallest  ovum.  After 
this  event  she  was  still  irregular,  but  never  missed  over  one 
period  until  about  September,  1899,  when  the  periods  stopped 
again,  although  she  says  at  times  she  had  a  slight  show ;  Feb- 
ruary 22  she  was  sure  that  she  felt  life.  During  this  time  the 
abdomen  and  breasts  had  steadily  increased  in  size.  She  suf- 
fered with  nausea,  especially  in  the  morning,  which  was  quite 
marked  up  to  March  10,  when  she  started  to  menstruate  again. 
At  that  time  I  was  called  by  her  physician,  Dr.  Klein  Baker, 
to  see  her,  and  advised  an  examination  under  ether  with  the 
following  results :  Abdomen  enlarged  to  about  the  size  of  a 
five  months'  pregnancy,  very  fat  walls  and  marked  distention 
of  bowels,  uterus  normal  as  to  size  and  slightly  displaced  to 
the  right  side,  the  left  ovary  and  tube  were  markedly  enlarged 
and  the  right  ovary  was  apparently  normal.  As  there  was  a 
mucopurulent  discharge  from  the  uterus,  I  did  a  curettage 
and  the  patient  made  a  good  recovery.  Subsequent  history: 
Periods  are  still  irregular  and  i>ainful,  she  has  great  backache, 
marked  leucorrhea,  and  pains  and  tenderness  in  the  left  ovar- 
ian region.  An  examination  made  a  few  days  ago  showed 
a  very  tender  and  prolapsed  left  ovary ;  the  region  of  the  right 
ovary  was  very  tender  but  the  ovar\'  could  not  be  palpated. 

In  the  study  of  these  cases  and  two  others  the  first  thing  to 
which  I  would  call  attention  is  that  all  of  the  women  were 
comparatively  young,  their  ages  being  respectively  33,  29,  33. 
and  28  years,  therefore  they  can  hardly  be  classed  as  being 
at  the  menopause,  which  condition  seems  to  be  considered  by 
many  authorities  the  most  frequent  cause  of  pseudocyesis. 

The  mental  attitude  of  all  these  women  was  indifference  as 
to  the  probability  of  pregnancy,  and  I  could  not  get  them  to 
express  themselves  as  being  either  very  desirous  of  being  preg- 
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Tiant  or  as  having  any  serious  objection  to  or  fear  of  the  same. 
One  was  a  very  nervous  and  hysteric  person,  but  she  was  en- 
tirely indifferent  as  to  whether  she  was  pregnant  or  not,  and 
since  the  curettage,  has  been  constantly  under  her  physician's 
care  for  various  hysteric  symptoms. 

All  these  women,  since  their  minds  have  been  clarified  of 
delusional  pregnancy,  have  been  annoyed  by  more  or  less  severe 
symptoms  of  ovarian  dlisease.  One  has  made  arrangements 
for  an  operation  in  the  hope  of  getting  relief  from  her  symp- 
toms. 

I  have  always  looked  upon  pseudocyesis  as  a  mental  dis- 
ease, and  still  think  that  it  is  probably  a  manifestation  of 
hysteria,  but  I  would  like  to  suggest  that  a  pelvic  irritation  is 
the  possible  cause  of  the  hysteria  in  some  cases. 

I  have  often  had  other  cases  of  pseudocyesis  more  or  less 
marked  at  the  menopause,  and  in  hysteric  women  in  whom 
no  pelvic  disease  was  found;  but  I  firmly  believe  that  there 
are  shome  cases,  and  possibly  a  larger  number  than  we  now 
have  any  idea  of,  in  which  the  hysteric  condition  is  brought 
about  by  some  form  of  ovarian  disease. 

While  I  do  not  feel  competent  to  go  into  a  discussion  as 
to  the  etiology  of  hysteria,  I  would  like  to  say  that  the  question 
is  still  an  unsettled  one,  and  the  causal  factors  are  probably 
manifold;  and  I  believe  that  if  pseudocyesis  is  hysteria,  then 
in  some  instances  the  cause  of  this  form  of  hysteria  is  ovarian 
disease,  for  while  I  know  that  the  few  cases  I  have  quoted 
are  totally  inadequate  to  prove  anything,  they  are  suggestive, 
and  if  the  suggestion  thrown  out  is  taken  up  it  might  be  the 
means  of  throwing  more  light  upon  this  very  obscure  and 

very  interesting  subject. 

♦       ♦ 

E.  Harlan,  M.  D. : 

In  a  case  of  dislocated  kidney  so  slight  as  to  cause  little 
trouble  besides  medical  treatment,  I  prescribe  an  elastic  ab- 
dominal bandage.  I  use  an  ordinary  elastic  abdominal  band- 
age five  inches  wide,  which,  when  applied,  extends  from  the 
pubis  to  the  iliac  crests,  with  a  loose  kidney-pad  inserted  over 
the  cecum.  My  reason  for  limiting  the  support  to  the  top  of 
the  ilei  is  to  have  all  of  the  upward  pressure  to  come  from  be- 
low, crowding  the  pelvic  viscera  higher  into  the  abdominal 
cavity,  thus  making  the  viscera  themselves  the  main  support 
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of  the  kidney.  I  have  found  this  bandage  superior  to  the 
full  abdominal  bandage,  first,  because  it  remains  in  position 
better,  being  anchored,  as  it  were,  in  the  hollows  below  the 
crests ;  second,  it  fulfills  better  the  theory  of  general  abdominal 
sui>port,  knowing  as  we  do  of  the  tendency  in  these  cases  to 
a  splanchnoptosis  on  account  of  the  insufficient  support  af- 
forded the  viscera  by  a  weakened  peritoneum.  This  gives 
equal  pressure  from  below  upward,  stimulating  muscular  fiber 
in  the  elastic  support  imparted. 

For  the  successful  treatment  of  those  cases  where  the  de- 
gree of  suffering  is  greater  I  have  devised  the  following  new 
operative  treatment:  Cut  down  upon  the  organ  in  the  line  of 
dislocation  from  the  front;  press  aside  the  abdominal  viscera 
over  the  track  of  the  dislocation  and  carefully  reattach  the  peri- 
toneum to  the  back,  following  up  the  track  until  the  kidney 
rests  in  its  original  location;  imbricate  the  peritoneum  in 
front  of  and  over  the  lov^'er  end  of  the  kidney  if  there  be 
enough  elongation  (and  there  usually  is)  of  the  peritoneum 
In  front  of  the  kidney  to  allow  of  sufficient  dislocation  forward 
to  give  rise  to  pressure  symptoms  upon  the  descending  por- 
tion of  the  duodenum  and  the  colon.  Attach  the  meson  of 
the  ascending  and  transverse  colon  (if  necessary)  to  the  wall 
of  the  back  and  shorten  them,  if  need  be,  to  bring  the  bowel 
into  position,  as  also  the  hepatic  flexure  of  the  colon.  Care 
should  be  exercised  during  the  operation  not  to  wound  the 
colica  sinistra  or  colica  media  arteries,  as  the  case  may  be, 
and  the  kidney  must  not  be  placed  too  high.  Remove  the  ap- 
pendix. A  prolapsed  duodenum  should  be  normally  replaced 
and  its  fixation  secured  if  necessary.  Use  either  silk  or  cat- 
gut ligature.  If  there  be  much  fat  about  the  kidney  it  is  best 
to  incise  the  peritoneum  and  remove  it.  If  the  kidney  be  ad- 
herent to  the  peritoneum  enucleate  from  its  bed  of  adhesions 
ancf  then  replace  and  attach  it  in  the  manner  described  above. 
A  continuous  superficial  catgut  suture  may  also  be  used  to 
secure  the  anterior  surface  of  the  kidney  to  the  peritoneum. 
You  thus  obliterate  the  path  in  which  the  dislocated  kidney 
wanders,  and  re-establish  the  normal  relations  and  positions 
of  both  the  kidney  and  abdominal  viscera,  and  in  so  doing  re- 
establish the  equilibrium  of  the  sympathetic  and  general  nerv- 
ous systems.  By  reason  of  the  congestion  of  the  peritoneum 
prompt  and  efficient  union  of  the  latter  to  the  back  is  secured. 
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Rest  in  bed  with  proper  diet  should  bring  about  perfect  re- 
covery in  a  couple  of  weeks.  No  danger  of  pyonephrosis  can 
result  from  this  operation,  as  there  are  no  dteep  sutures  through 
the  kidney,  and  the  danger  of  abdominal  troubles  is  practically 
nil,  an  aseptic  operation  being  done. 

The  object  of  this  operation  is  threefold:  First,  to  re-at- 
tach the  peritoneum  to  the  back,  thereby  obliterating  the  path 
of  dislocation,  a  principle  which  is  not  new,  but  for  which 
purpose  I  consider  the  operation  of  nephropexy  is  ill-advised ; 
second,  to  relieve  the  forward  projection  of  the  lower  pole 
of  the  kidney  by  imbricating  the  relaxed  peritoneum  in  front 
of  it  and  thereby  rendering  the  peritoneal  resistance  to  this 
part  of  the  kidney  three  times  its  former  strength ;  and  third, 
to  re-establish  the  normal  position  and  relations  of  the  viscera. 
In  operating  for  the  correction  of  a  badly  dislocated  kidney, 
a  careful  examination  of  the  surrounding  parts  should  be 
made.  The  attachments  of  the  peritoneum,  together  with  the 
gall  bladder  and  duct,  the  ascending  and  tranverse  colon,  with 
the  meson  and  the  duodenum,  should  be  carefully  explored. 
The  position  of  the  liver  and  its  relation  with  the  placement 
of  the  kidney  should  be  determined  before  operating. 

I  wish  to  emphasize  strongly  the  following  points:  That 
dislocated  kidney  is  of  far  more  frequent  occurrence  than 
ordinarily  supposed  or  diagnosed;  that  it  should  be  carefully 
searched  for  in  all  cases  complaining  of  abdominal  symptoms ; 
that  it  is  a  potent  factor  in  the  causation  of  neurosis;  that  it 
is  the  cause  of  many  cases  of  obstinate  indigestion;  that  it  is 
a  prime  factor  in  the  production  of  various  bodily  crises,  the 
latter  being  the  result  of  toxic  absorption  from  imperfect 
elimination,  and  having  their  origin  from  either  the  stomach, 
intestines,  kidneys  or  liver;  that  it  may  be  the  result  of  any 
lesion,  either  local  or  general,  which  will  vitiate  the  vitality  of 
the  peritoneum,  thereby  weakening  that  organ  so  that  there 
is  continued  loss  of  peritoneal  tone  and  therefore  a  decrease 
in  intra-abdominal  resistance,  tension,  and  support;  that  it 
produces  ulcer  of  the  stomach  and  duodenum;  that  it  handi- 
caps the  activity  of  the  cholecyst  and  obstructs  the  duct  of  the 
latter;  that  it  produces  typhlitis,  perityphlitis,  appendicitis, 
colitis,  and  localized  or  general  peritoneal  inflammations,  with 
adhesions;  that  is  a  powerful  factor  in  the  production  of  a 
general  loss  of  vitality;  that  obstinate  constipation,  with  the 
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accompanying  traumatism  produced  by  the  violent  peristalsis 
of  drastic  catharsis,  is  one  of  the  cliief  causes  of  dislocated 
kidney;  that  any  operative  interference  calculated  to  correct 
a  dislocated  kidney  must  be  one  which  has  for  its  primary  ob- 
ject a  re-attachment  of  the  peritoneum  to  the  back,  a  shorten- 
ing of  peritoneal  elongations,  and  a  re-establishment  of  the 
normal  anatomical  relations  and  positions  of  the  abdominal 

viscera. 

♦      ♦ 

Edward  McGuire,  M.  D. : 

The  necessity  of  immediately  closing  up  a  laceration  of  the 
cervix  in  cases  of  excessive  hemorrhage  originating  from  this 
source  is  recognized  and  advised  by  all  obstetricians,  but  there 
IS  an  almost  universal  tendency  on  their  part  to  advise  against 
the  operation  except  in  cases  of  hemorrhage  that  cannot  be 
controlled  by  other  means.  In  support  of  this  view,  it  has 
been  urged  that  the  tissues  of  the  cervix  are  so  swollen  and 
deformed  that  proper  approximation  and  accurate  coaptation 
are  impossible,  and  that  therefore  union  will  not  result.  Sec- 
ondly, that  lacerations  of  the  cervix  heal  spontaneously  and 
that  the  operation  is  not  necessary.  Thirdly,  that  the  opera- 
tion narrows  the  lumen  of  the  canal  and  interferes  with  the 
free  discharge  of  the  lochia.  And  finally,  that  it  increases  the 
danger  of  infection. 

Taking  up  these  objections  seriatim,  I  would  say  that  my 
experience  does  not  coincide  with  the  objections  raised.  While 
it  may  be  true  in  some  cases  that  the  cervix  is  so  injured  bv 
prolonged  pressure  as  to  interfere  with  union,  this  is  rather  the 
fault  of  the  obstetrician  in  not  intervening  earlier  and  terminat- 
ing the  labor  before  this  condition  occurs.  Besides,  there 
is  no  portion  of  the  body  which  recovers  so  quickly  after  such 
severe  injury,  and  should  this  condition  be  present,  an  inter- 
mediate operation  can  be  done  forty-eight  hours  later — pos- 
sibly as  late  as  five  days — with  primary  union  as  the  result.  To 
answer  the  objection  that  primary  lacerations  heal  spon- 
taneously, one  has  only  to  recall  the  number  of  lacerated  cerv- 
ices with  which  he  meets  in  practice.  The  direction  and  extent 
of  lacerations  vary  within  the  widest  limits,  the  usual  direc- 
tions being  anterior,  posterior  and  lateral.  Anterior  and  pos- 
terior lacerations — especially  the  former,  owing  to  the  relations 
of  the  vaginal  walls  which  keep  the  torn  surfaces  in  contact, 
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do  frequently  heal  spontaneously.  In  lateral  and  bilateral 
lacerations  the  flaps  are  more  apt  to  diverge — ^the  anterior  pass- 
ing forward  towards  the  outlet,  and  the  posterior  backward 
towards  the  vaginal  fornix.  This  interferes  with  primary 
union,  and  in  my  opinion,  a  bilateral  laceration  extending  over 
a  half  inch  or  reaching  to  the  vaginal  attachment  rarely  ever 
heals  by  primary  union.  The  objection  that  the  immediate 
closure  of  the  cervix  impedes  or  interferes  with  the  lochial  dis- 
charge is  untenable  because  the  lumen  of  the  cervical  canal  is 
not  encroached  upon  if  the  operation  is  properly  done,  and  the 
dilated  cervical  canal  is  equally  as  large  as  it  was  before  the 
laceration  took  place.  As  to  the  fourth  objection,  the  danger 
of  infection,  if  this  operation  is  aseptically  performed,  instead 
of  being  increased  is  actually  lessened,  for  by  the  operation  you 
close  exposed  surfaces  peculiarly  liable  to  infection  on  account 
of  their  anatomical  structure  and  position. 

The  advantages,  then,  may  be  briefly  stated  as  follows :  That 
it  has  all  the  advantages  of  immediate  perineorrhaphy ;  that  it 
lessens  the  danger  of  infection ;  that  it  furnishes  relief  of  mind 
from  a  dread  of  a  secondary  operation;  and  last  but  by  no 
means  least,  it  removes  all  the  dangers  that  may  result  from 
pathological  changes  consequent  upon  delay. 

*    *  ■  .1 

Charles  "Robertson,  M.  D. :  ^1 

There  is  no  emergency  in  our  experience  that  demands  a 
more  accurate  knowledge  of  conditions  nor  a  sounder  judg- 
ment than  a  violent  hemorrhage  at  confinement. 

The  only  means  at  our  command  for  the  control  of  bleeding 
from  the  womb  is  the  introduction  of  a  plug  into  the  cervix 
and  vagina.  This  plugging  may  be  accomplished  by  bringing 
the  child  down  into  the  passages,  or  by  the  introduction  of  cot- 
ton or  gauze  tampons.  If  dilation  is  sufficiently  advanced  and 
the  condition  favorable  for  rapid  delivery,  the  child  should  be 
brought  down  either  by  the  forceps  or  version.  But  where  the 
hemorrhage  is  profuse  and  the  labor  not  begun,  or  only  be- 
ginning, the  safest  method  in  my  hands  has  been  that  of  plug- 
ging with  tampons. 

The  patient  should  be  placed  upon  a  table,  and  not  across 
the  bed,  for  a  tampon  cannot  be  successfully  introduced  with 
the  buttocks  buried  in  the  mattress,  and  there  is  too  great 
danger  of  infection  from  the  bedclothes.     She  should  be  pre- 
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pared  as  for  a  surgical  operation,  and  after  grasping  the  cervix 
with  a  small,  straight  tenaculum  forceps,  long  strips  of  gauze 
should  be  firmly  packed  into  the  cervix.  Then  the  vagina  is 
packed  as  tightly  as  possible  with  cotton  tampons  squeezed  out 
of  a  sterile  vinegar  or  salt  solution.  Over  this  is  placed  a  bi- 
chloride pad,  held  firmly  in  place  by  a  T  bandage.  The  abdo- 
men is  then  firmly  bandaged  from  above  the  fundus  down  to 
the  pubes. 

The  tampon  will  promote  dilation  of  the  canal,  and  excite 
firmer  uterine  contractions.  When  the  labor  has  sufficiently 
advanced  for  delivery  by  forceps  or  turning,  the  tampon  should 
be  removed  and  delivery  completed  by  whichever  method  will 
bring  the  child  into  the  passage  quickest. 

The  second  class  is  made  up  of  those  hemorrhages  which 
occur  after  the  delivery  of  the  child,  and  in  this  class  I  shall 
speak  only  of  the  hemorrhage  from  the  uterus  itself  after  the 
placenta  has  been  expelled.  The  blood  in  these  cases  may  be 
apparent  or  concealed.  The  causes  are  relaxation  or  retained 
secundines.  The  relaxation  may  be  occasioned  by  a  pro- 
longed labor,  which  exhausts  the  muscle  of  the  uterus,  or  by 
too  much  chloroform  given  for  too  long  a  time,  and  by  too 
much  manipulation  of  the  uterus  in  the  effort  to  effect  the  ex- 
pulsion of  the  placenta. 

In  regard  to  the  use  of  chloroform,  I  consider  it  one  of  the 
most  valuable  of  all  remedies  when  properly  administered.  In 
promoting  dilation,  relieving  pain  and  preventing  shock,  it 
rids  childbearing  of  many  of  its  terrors,  but  when  injudicially 
used,  I  consider  it  the  cause  of  many  cases  of  post  partum 
hemorrhage.  In  none  except  an  instrumental  delivery,  or  one 
in  which  some  surgical  intervention  becomes  necessary  should 
chloroform  ever  be  pushed  to  the  surgical  degree.  Its  use 
should  be  limited  to  those  cases  where  the  suffering  is  great 
during  the  expulsion,  and  then  in  sufficient  quantity  only  to 
ease  the  pain  and  not  to  abolish  it,  and  never  during  the  third 
stage.  When  the  placenta  is  expelled  under  deep  anesthesia, 
the  uterus  cannot  retract,  the  vessels  are  left  open,  and  a 
hemorrhage  is  the  result. 

I  cannot  refrain  from  saying  a  word  about  the  delivery-  of 
the  placenta.  Aside  from  "  watching "  the  uterus  with  the 
hand  on  the  fundus,  no  manipulation  is  necessary  unless  there 
is  relaxation  and  bleeding;  nor  can  the  practice  of  forcibly 
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expelling  the  placenta  by  pressure  from  above  or  by  pulling 
on  the  cord  be  too  strongly  censured.  It  should  be  left  severely 
alone,  until  the  uterus,  by  its  own  contractions,  has  effected 
complete  separation,  when  it  will  either  be  expelled  by  the 
force  of  these  contractions  or  can  be  easily  felt  in  the  vagina 
and  removed  with  the  fingers,  or  be  expelled  by  gentle  pres- 
sure on  the  fundus. 


John  O.  Polak,  M.  D. : 

I  wish  to  discountenance  and  discourage  a  popular  impres- 
sion, which  has  become  firmly  rooted  in  the  minds  of  many 
practitioners,  i.  e.,  that  all  sepsis  should  be  primarily  treated  by 
the  curette. 

This  fallacy  has  raised  the  mortality  and  the  morbidity  of 
puerperal  infection  in  private  practice,  so  that  to-day  it  is 
little  better  than  it  was  in  pre-antiseptic  times. 

Four  distinct  types  of  infection  are  presented  to  the  observ- 
ing clinician,  each  having  a  distinct  pathology,  a  more  or  less 
definite  symptomatolog}',  in  the  early  stages  of  the  process. 
A  treatment  which  may  be  beneficial  in  one  form,  may  be 
detrimental  in  another. 

Many  lesions  may  result  from  puerperal  infection,  the 
changes  may  be  local  or  general,  or  both  combined,  dependent 
upon  the  nature  and  the  virulence  of  the  organism,  the  state 
of  the  woman's  health,  the  condition  of  her  pelvic  tissues  and 
the  site  of  infection. 

Puerperal  ulcers  of  the  vulva  and  vagina  are  torn  and 
bruised  areas,  on  the  surfaces  of  which  micro-organisms  have 
grown.  These  are  covered  with  dirty,  yellow  gray,  necrotic 
tissue,  which  discharges  pus,  often  presenting  the  appearance 
of  diphtheritic  membrane.  In  rare  instances  the  Klebs- 
Loeffler  bacillus  may  be  the  cause  of  these  patches.  They  are 
commonly  due,  however,  to  the  streptococcus,  though  other 
pathogenic  organisms  may  produce  them.  The  edge  of  the 
patch  is  usually  edematous  and  there  is  more  or  less  surround- 
ing swelling. 

The  cervix  uteri  may  undergo  the  various  morbid  changes 
found  in  the  vagina,  lacerations  and  abrasions,  which  are  pro- 
duced in  every  labor,  afford  a  favorable  soil  for  the  growth 
of  various  micro-organisms  and  because  of  the  abundant  lym- 


526  Current  Comment. 

phatic  chains  draining  the  cervix  and  the  impaired  resistance 
of  the  lower  uterine  segment,  occasioned  by  the  bruising  of 
these  structures  in  every  labor,  invasion  of  the  neighboring 
pelvic  tissues  is  favored. 

Infection  through  the  cervix  may  develop  as  a  pelvic  cellu- 
litis within  the  folds  of  the  broad  ligament  or  as  a  peritonitis,, 
or  if  the  infecting  organisms  are  of  sufficient  virulence,  as  an 
acute  general  septicemia.  Or  the  infection  may  remain  local- 
ized as  a  cervical  ulcer. 

The  uterine  body,  however,  is  the  most  frequent  focus  for 
infection,  in  the  remains  of  the  mucosa  or  more  commonly 
in  the  region  of  the  placental  site.  In  some  cases  the  surface 
is  bathed  in  pus,  in  others  it  is  covered  with  a  dirty,  yellow 
gray  membrane  of  necrotic  decidual  tissue  and  fibrin  diffused 
over  a  wide  area  or  localized  in  one  or  more  patches.  Thick 
shaggy  masses  may  be  found  on  the  placental  side  containing^ 
fetal  remains  or  they  may  consist  entirely  of  fibrin  and  shreds, 
of  decidua  or  the  lining  of  the  uterus  may  have  a  dark  green 
gangrenous  appearance. 

When  saphrophytic  organisms  are  present,  the  lochia  is 
fetid  and  bubbles  of  gas  may  be  noted  in  the  discharge.  Pyo- 
genic organisms  may  be  present  at  the  same  time,  producing^ 
a  mixed  infection. 

When  the  pyogenic  bacteria  are  present  alone  odor  and  gas 
are  usually  absent. 

In  putrid  endometritis  the  uterine  wall  is  enlarged,  relaxed, 
and  softer  than  normal,  and  it  is  often  very  friable.  This  re- 
laxation promotes  the  extension  of  the  infection  as  diminution 
of  pressure  on  the  veins  and  lymphatics  make  it  easier  for 
micro-organisms  to  pass  beyond  the  uterus.  Small  collections 
of  pus  may  form  in  the  lymphatics  and  veins  and  in  the  latter 
thrombi  may  be  found  in  various  stages  of  suppuration.  Ab- 
scess formations  in  the  uterus  aside  from  those  in  the  lymph-^ 
actics  and  veins  are  rare. 

A  brief  statement  of  the  microscopic  and  macroscopic 
changes  which  actually  take  place  in  a  septic  endometritis 
will  help  us  to  have  a  better  understanding  of  the  indications 
to  be  met  in  the  treatment. 

In  infection  by  streptococci  and  other  pathogenic  organ- 
isms, the  superficial  portion  of  the  endometrium  is  hyaline  in 
appearance,  being  altered  by  a  coagulation  necrosis;  this  is 
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found  as  a  thin  irregular  layer,  less  marked  than  in  case  where 
putrefactive  organisms  are  at  work. 

Underneath  there  is  a  zone  of  leucocytic  infiltration,  vary- 
ing in  thickness  and  forming  a  more  or  less  continuous  barrier 
against  "further  invasion.  The  more  virulent  the  infection, 
the  less  marked  is  the  development  of  this  layer. 

If  the  organisms  are  not  virulent,  they  are  seldom  found 
deeper  than  the  leucocytic  zone,  on  the  other  hand,  when  the 
invasion  is  of  the  pure  streptococcic  type,  the  organisms 
promptly  spread  outward  into  the  musculature  through  the 
lymphatics  and  are  beyond  the  reach  of  intra-uterine  treat- 
ment. When  the  infection  has  occurred  at  the  placenta  site, 
the  invading  cocci  are  found  in  the  thrombi  filling  the  divided 
sinuses  and  extending  along  the  vessels  as  a  uterine  and  pelvic 
phlebitis. 

In  putrid  or  saphrophytic  endometritis  the  superficial  ne- 
crotic layer  is  generally  thick,  the  micro-organisms  are  on  the 
surface  as  well  in  the  necrotic  layer,  but  are  unable  to  pene- 
trate the  leucocytic  zone. 

In  cases  of  mixed  infection  by  putrefactive  and  septic  or- 
ganisms, the  former  are  found  mainly  in  the  necrotic  layer 
while  the  latter  may  be  found  under  it  or  deeply  penetrating 
the  surrounding  musculature. 

The  fourth  type  is  that  of  acute  general  septicemia,  due  to 
an  invasion  by  virulent  streptococci.  Under  the  circumstances 
there  may  be  little  or  no  local  change  in  the  uterus  or  the 
surrounding  organs,  the  intensity  of  the  poison  being  so  great 
that  death  takes  place  before  the  leucocytes  have  time  to  oflFer 
a  defense.  Pure  streptococci  cultures  are  usually  found  in  the 
blood. 
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Lecturbs  on  Materia  Mbdica.  By  Jas.  Tyler  Kent,  A.  M.,  M.  D.,  Pro- 
fessor of  Materia  Medica  in  Hahnemann  Medical  College,  Chicago.  Boer- 
icke  &  Tafel,  Philadelphia.     1905. 

In  a  simple  colloquial  style  the  author  has  endeavored  to 
give  the  stronger  characteristics  of  the  leading  and  fully 
proven  remedies  in  a  manner  that  would  leave  a  lasting  im- 
pression upon  the  mind  as  well  as  to  show  how  the  materia 
medica  must  be  evolved  and  used.  It  therefore,  has  not  been 
offered  as  a  complete  digest,  such  would  be  endless,  but  to 
acquaint  the  student  with  salient  and  sufficient  points  neces- 
sary to  give  him  a  good  basis  for  a  practical  working  knowl- 
edge in  the  use  of  the  remedy.  The  study  of  materia  medica 
has  to  an  extent  been  our  hct€  noir  for  the  simple  reason  that 
no  royal  road  for  its  acquirements  has  as  yet  been  discovered. 
Anyone  therefore  possessing  any  special  knowledge  in  that 
direction  has  procured  it  only  by  incessant  study  and  practice. 
So  to  those  like  Kent  who  give  us  such  true  and  certain  pen 
pictures  of  our  remedies,  who  intersperse  the  dry  details  of 
*•  indications  "  with  the  charm  of  pleasant  conversation,  we 
must  feel  an  everlasting  debt  of  gratitude.  The  old  guard  of 
stalwarts,  men  who  know  materia  medica.  and  still  better  know 
how  to  write  it,  are  becoming  fewer  and  we  welcome  with 
great  pleasure  this  contribution  of  Professor  Kent's,  which 
is  a  valuable  addition  to  our  equipment,  and  which  will  do 
much  to  revive  and  spread  the  interest  in  homeopathic  materia 
medica. 

A  Treatise  on  Urological  and  Venereal  Diseases.  By  Bukk  G. 
Carletom,  M.  D.,  Professor  of  Urinary  Surgery  in  the  New  York  Homeo- 
pathic College  and  Hospital.     Boericke  &  Tafel,  Philadelphia.     1905. 

Previous  to  Dr.  Carleton's  advent  into  the  field  of  genito- 
urinary surgery  the  literature  from  homeopathic  sources  was 
limited  to  a  few  brochures  on  therapeutics  of  syphilis  and  gon- 
norrhea.  With  remarkable  industry  and  amazing  rapidity  Dr. 
Carleton  has  covered  the  subject  within  a  few  years  by  the 
presentation  of  four  principal  works.  These  have  met  with  an 
enthusiastic  reception  from  the  profession  which  has  appar- 
ently appreciated  his  pioneer  work  as  a  genito-urinary  sur- 
geon in  the  homeopathic  school.  The  present  volume  is  per- 
haps better  than  its  predecessors  in  that  it  is  complete  and  con- 
tains much  that  is  original  work  with  the  author.  Many  of 
the  illustrations  are  from  photographs  of  actual  cases  from  the 
author's  private  and  hospital  practice.  The  chapters  on  func- 
tional sexual  derangements  and  those  on  syphilis  are  to  be 
especially  commended. 


Book  Reviews.  529 

Malformation  of  the  Genital  Organs  of  Women.  By  Ch.  Dsbribrre, 
Professor  of  Anatomy  in  the  Medical  Faculty  at  Lille.  Translated  by  J. 
Henry  Simes,  M.  D.,  Emeritus  Professor  of  Genito-Urinary  and  Venereal 
Diseases  in  the  Philadelphia  Polyclinic.  P.  Blakiston's  Sons  &  Co.,  Phila- 
delphia.    1905. 

The  Study  of  teterology  is  comparatively  recent  as  it  was 
only  in  the  latter  part  of  the  eighteenth  and  beginning  of  the 
nineteenth  centuries  that  serious  scientific  study  developed  the 
theory  of  arrest  and  prevention  of  development  This  served 
to  explain  the  majority  of  malformations,  which  monsters  and 
prodigies  were  regarded  as  objects  of  terror,  or  as  evidence 
of  the  glory  or  anger  of  God,  and  occasionally  as  the  artifice 
of  the  devil.  Saint  Hilaine,  quoted  by  the  author,  has  demon- 
strated the  possibility  of  modifying,  by  the  action  of  external 
physical  causes,  the  evolution  of  a  fecundated  germ  and  again 
has  proved  that  all  malformations  are  essentially  phenomena 
of  the  same  order,  deviations  of  the  normal  type  caused  by  a 
change  in  fetal  evolution.  Such  a  study  in  connection  with 
normal  physiological  law  illumines  both  so  as  to  be  a  power- 
ful aid  to  each  other.  This  subject  becomes  very  important 
in  the  treatment  of  the  genital  system  of  women  where  these 
conditions  exist  with  considerable  vividness.  We  earnestlv 
recommend  this  work  to  the  student  and  specialist  for  the 
scientific  and  practical  interest  demonstrated  by  the  author. 

Surgical  Emergencirs.  The  Surgery  of  the  Abdomen.  Part  I.  Ap- 
pendicitis AND  Other  Diseases  about  the  Appendix.  By  Bayard 
Holmes,  B.  S.,  M.  D.,  Professor  of  Surgery  in  the  University  of  Illinois, 
etc.     D.  Appleton  &Co.,  New  York.     1904. 

Under  the  above  title  and  in  a  compact  form  the  author 
has  managed  to  present  much  of  importance  concerning  the 
appendix,  its  diseases,  complications,  and  their  medical  and 
surgical  treatment.  A  very  valuable  feature  of  the  work  is 
the  great  number  of  clinical  cases  cited  in  detail  to  illustrate 
the  various  conditions  spoken  of  in  the  text.  The  section  on 
perforating  typhoid  ulcer,  peritonile  intusussception  and  car- 
cinoma of  the  intestinal  tract  are  clear  and  concise  expositions 
of  the  latter-day  treatment  of  those  conditions. 

The  Surgery  of  the  Diseases  of  the  Vermiform  Appendix  and  Their 
Complications.  By  Wm.  Henry  Battle,  F.  R.  C.  S.,  Surgeon  to  St. 
Thomas'  Hospital,  and  Edred  M.  Corner,  M.  B.,  B.  C,  F.  R.  C.  S.,  Sur- 
geon in  Charge  of  Out  Patients  to  St.  Thomas'  Hospital.  W.  T.  Keener  & 
Co.,  Chicago.     1905. 

This  little  volume  gives  a  very  readable  account  of  surgery 
of  diseases  of  the  appendix  from  an  English  standpoint  and  in 
view  of  the  multitudinous  journal  articles  and  frequent  books 
which  have  been  devoted  to  the  surgical  and  medical  treat- 
ment of  diseases  of  this  organ,  an  occasional  foreign  view  is 
not  without  considerable  interest.  With  considerable  pro- 
priety perhaps  we  have  considered  the  study  and  treatment  of 
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this  structure  a  truly  American  contribution  to  medical  science. 
Experiences  of  others  working  along  somewhat  independent 
lines  are  of  great  value  and  this  book  can  be  read  with  much 
interest  by  the  American  surgeon  whom  the  authors  show 
much  kindness  and  give  full  credit  for  his  performances. 

Oprrativk  Surgery.  By  Jos.  D.  Bryant,  Professor  of  Surgery  at  Bellevue 
University  Medical  College,  New  York  City.  D.  Appleton  &  Co.,  New- 
York  and  London.     1905. 

This  work  now  appearing  in  its  fourth  edition,  thoroughly 
re-written,  we  believe  will  continue  to  hold  its  place  as  it  has 
for  a  number  of  years  as  the  best  work  upon  operative  sur- 
gery. This  edition  contains  about  250  more  pages  than  the 
previous  edition  and  about  200  more  illustrations.  The  very 
latest  researches  upon  this  subject  have  been  brought  out,  and 
the  reader  will  find  in  this  work,  operations  treated  and 
methods  mentioned,  which  he  will  find  in  no  other  book  or 
works.  Special  pains  have  been  taken  with  the  revision  of 
results  of  operations ;  this  is  an  important  subject  to  the  sur- 
geon and  to  the  practitioner.  It  would,  be  beyond  the  scope 
of  this  review  to  mention  in  detail  the  up-to-date  procedures 
that  have  been  added  to  this  edition.  Suffice  to  say  they  are 
of  the  widest  possible  scope.  Operations  upon  the  stomach 
and  intestines  in  which  there  has  been  such  material  progress,, 
call  for  illustration  and  description  of  the  technics  of  Mayo, 
Finney,  McGraw,  Connell,  and  many  others.  Special  attention 
has  been  given  to  surgery  of  the  kidney,  pancreas,  and  sub- 
phrenic abscess  as  well  as  the  newer  operations  for  hernia. 
In  fact,  there  is  no  modern  surgical  procedure  worthy  of  notice 
that  is  not  thoroughly  described. 
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Modification  of  Bassini's  Operation  for  the  Radical  Cure 
of  Hernia. — Polya  (Zentralbl  f.  Chir.)  points  out  that  Bassini's 
operation,  though  the  most  reliable  and  the  most  favored  method 
for  attaining  a  radical  cure  of  inguinal  hernia,  is  apt  in  by  no 
means  a  small  proportion  of  cases  to  be  followed  by  relapse. 
Failure  of  the  operation  is  attributed  in  some  cases  to  difficulty 
in  closing  the  gap  in  the  muscular  wall  of  the  abdomen,  and 
in  others  to  the  results  of  suppuration  and  of  accumulation  of 
blood  in  the  wound,  to  too  rapid  absorption  of  the  suture  ma- 
terial and  to  tearing  away  of  the  muscular  tissue  from  the  su- 
tures in  consequence  of  too  much  tension,  or  of  a  too  brief 
rest  of  the  patient  in  bed  after  the  operation.  Relapses  of  the 
second  category  can  be  prevented  by  strict  observance  of  gen- 
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<ral  rules  in  practical  surgery;  such,  for  instance,  as  rigorous 
asepsis,  careful  hemostasis,  a  right  selection  of  suture  material, 
prolonged  confinement  to  bed  during  the  after-treatment,  and 
a  careful  administration  of  the  anesthetic  in  regard  to  the  pre- 
vention of  violent  muscular  movements  in  the  course  of  the 
operation.  The  first-mentioned  cause  of  relapse,  on  the  other 
hand,  cannot  be  overcome  except  by  a  thorough  and  successful 
-endeavor  to  restore  the  normal  anatomical  conditions,  and  by 
an  efficient  method  of  establishing  a  permanent  closure  of  the 
inguinal  canal  at  its  weak  parts.  The  author  advocates  the 
method  recommended  by  Bassini,  but  disregarded  by  many 
surgeons,  of  stitching  to  the  back  of  Poupart's  ligament  the 
outer  margin  of  the  rectus  muscle  exposed  by  division  of  its 
fascia.  The  modification  devised  by  the  author  is  directed 
mainly  to  the  prevention  of  a  recurrent  hernial  protrusion 
along  the  intramuscular  portion  of  the  cord.  To  attain  this 
object  he  stitches  in  the  first  place  the  upper  margin  of  the 
divided  aponeurosis  of  the  external  oblique  to  the  posterior 
surface  of  Poupart's  ligament,  leaving  a  narrow  slit  for  the 
transit  of  the  cord  well  to  the  outer  side  of  the  internal  ring, 
and  he  afterwards  incloses  the  cord  in  a  narrow  passage 
formed  by  bringing  over  it  the  lower  flap  of  the  aponeurosis, 
which  is  secured  in  its  overlapping  position  by  sutures. 

Entrance  of  Air  into  Veins  during  Surgical  Operations. 
— Delore  and  Duteil  (Rev.  de  Chir.),  basing  their  conclusions 
on  recent  clinical  operations,  and  on  the  results  of  the  careful 
experiments  of  Begouin  made  in  1898,  throw  some  fresh  light 
on  the  mechanism  and  the  treatment  of  the  surgical  disaster 
"known  as  air  in  veins.  This  accident,  though  as  a  rule  rapidly 
fatal,  may  in  some  instances  present  a  prolonged  and  less  ful- 
minating series  of  symptoms,  and  indeed  may  result  in  re- 
covery. Cases  have  been  recorded  in  which  death,  which 
usually  occurs  within  ten  minutes  from  the  first  appearance 
of  the  symptoms,  has  been  retarded  for  intervals  varying  from 
three  to  thirteen  hours,  and,  the  authors  assert,  surgeons  in  the 
-course  of  operations  on  the  neck  have  observed  the  character- 
istic symptoms  of  the  entrance  of  air  into  veins,  after  having 
Tieard  the  distinct  hissing  sound,  and  yet  have  seen  their  patients 
recover,  after  an  interval  of  a  few  hours. 

In  discussing  the  cause  of  death  in  cases  of  air  in  veins,  the 
authors  hold  that  it  exists  not  simply  in  obstruction  of  the  pul- 
monary capillaries,  but  in  an  association  of  pulmonary  em- 
"bolism  with  weakening  of  the  heart's  action,  due  to  distention 
of  the  cavities  on  the  right  side.  The  introduction  of  air  into 
a  vein  in  the  course  of  a  surgical  operation  is  held  to  be  the 
consequence  of  venous  gaping,  the  result  either  of  a  normal 
anatomical  condition  as  is  presented  in  the  neck  and  axilla, 
or  of  a  pathological  modification  consisting  in  induration  of 
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the  venous  coats  or  of  the  perivenous  tissues.  The  part  played 
by  this  venous  patency  in  the  aspiration  of  air  may  be  sup- 
ported by  a  diminution  of  venous  tension  resulting  from  re- 
peated or  profuse  hemorrhage.  The  severity  of  the  symptoms 
bears  a  relation  to  the  amount  of  air  introduced  into  the  veins, 
and  the  rapidity  of  this  introduction.  It  has  been  shown  by 
experiments  on  dogs  that  whilst  the  sudden  and  forcible  injec- 
tion of  from  40  to  60  c.  c.  of  air  will  cause  death  in  one  or 
two  minutes,  a  gentle  injection  of  from  8  to  10  c.  c.  will 
in  most  instances  be  followed  by  recovery.  These  results  ex- 
plain why  the  entrance  of  air  into  veins  is  not  always  fatal. 
The  air  slowly  introduced  becomes  partly  dissolved,  and  if 
the  quantity  be  not  excessive,  the  heart  may  continue  its  con- 
tractile action. 

In  their  remarks  on  the  prevention  and  treatment  of  this 
accident,  the  authors  insist  on  the  importance  in  the  removal 
of  a  large  tumor  from  the  vascular  region  of  securing  all 
visible  vessels,  and  especially  dilated  veins,  before  these  are 
divided.  As  a  scientific  and  promising  method  of  dealing 
with  the  serious  condition  caused  by  the  entrance  of  air,  they 
suggest  aspiratory  puncture  of  the  heart.  The  most  suitable 
part  of  this  organ  to  be  attacked  in  such  treatment  would, 
they  state,  be  the  right  ventricle,  as  this,  in  consequence  of  the 
thinness  of  its  walls,  is  apt  to  be  especially  affected  by  over- 
distention,  and,  moreover,  aspiration  of  this  cavity  may  act 
more  directly  on  the  large  venous  trunks,  and  possibly  remove 
some  of  the  air.  The  right  auricle,  it  is  asserted,  may  be 
readily  reached  by  introducing  the  needle  in  the  third  inter- 
costal space  on  the  left  side  at  a  distance  of  i  1-2  c.  c.  from 
the  border  of  the  sternum,  and,  after  the  wall  of  the  chest  has 
been  traversed,  of  passing  its  point  towards  the  mechostemal 
line.  This  minor  operation  is  regarded  as  quite  free  from 
risk,  and  likely  if  practised  without  delay  to  be  as  beneficial 
on  tiie  human  subject  as  it  has  proved  to  be  on  animals. 

Bowel  Strangulated  in  Pregnancy  by  Adherent  Appendix* 

— Rudaux  and  Chartier  (Comptes  Rendus  de  la  Soc.  d'Obst. 
de  Gyn.  et  de  Pediat.  de  Paris)  report  that  a  woman,  aged  27. 
was  recently  admitted  into  a  hospital  in  Paris  in  a  moribund 
condition,  dying  within  a  few  minutes.  The  abdomen  was 
extremely  distended,  the  integuments  cyanosed,  and  the  mouth 
and  nares  stained  with  a  black  fluid.  A  four  months'  fetus 
had  been  expelled  about  two  hours  before  admission.  It 
transpired  that  this  pregnancy,  the  patient's  third,  had  con- 
tinued normally  until  two  days  before  death,  when  intense 
abdominal  pain  set  in  without  any  premonitory  signs.  Threat- 
ened abortion  was  suspected,  but  vomiting  set  in,  and  the 
patient  grew  so  exhausted  after  the  expulsion  of  the  fetus  that 
she  was  sent  to  the  hospital.    At  the  necropsy  acute  peritonitis. 


Translations,  533 

widely  diffused,  was  discovered,  and  a  coil  of  intestine,  the 
last  few  inches  of  the  ileum,  was  seen  to  be  strangulated  by 
a  tight  circular  band.  The  coil  was  deep  violet  in  color  and 
at  one  point,  midway  between  the  limits  of  strangulation,  it 
had  yielded  through  ulceration  and  its  contents  had  escaped 
in  to  the  peritoneal  cavity.  The  strangulating  band  consisted 
of  the  vermiform  appendix  which  encircled  Uie  intestine  and 
was  fixed  by  an  adhesion  to  the  mesentery  just  at  the  point 
where  it  was  continued  downwards  into  the  meso-appendix. 
Rudaux  and  Chartier  rank  this  case  under  the  head  of  para- 
gravidic  intestinal  obstruction,  of  which  Gauchery  could  only 
collect  62  cases,  out  of  which  none  were  due  to  the  mechanical 
cause  observed  in  this  case. 

Perforating  Gastric  Ulcer  Simulating  Puerperal  Fever. — 

Gminder  (Zentralbl.  f.  Gynak.)  attended  a  woman,  aged  23, 
supposed  to  be  suffering  from  puerperal  fever.  She  had  been 
delivered  a  week  previously  of  her  second  child,  unaided  ex- 
cept that  a  midwife  was  presient  and  twice  made  an  internal 
examination.  She  presented  all  the  signs  of  very  severe  septic 
peritonitis,  temperature  105°,  pulse  iS).  Vomiting  and  diar- 
rhea set  in,  yet  the  patient  lived  on  for  a  fortnight,  when  acute 
hemorrhage  from  the  rectum  occurred.  About  4  pints  of  fetid 
old  clot  were  passed,  and  ten  hours  later  fatal  hemorrhage 
took  place.  It  was  naturally  believed  that  sepsis  had  been 
caused  by  the  midwife,  and  that  a  septic  gastric  ulcer  had  de- 
veloped and  given  way.  At  the  necropsy  two  chronic  gastric 
ulcers,  one  anterior  and  one  posterior,  were  detected;  they 
adhered  to  adjacent  structures  and  a  big  retroperitoneal  cavity 
full  of  fetid  pus  had  developed.  Lastly,  secondary  perfora- 
tion of  the  duodenum  from  without  inwards  was  detected. 

Hydronephrosis  in  Pregnancy. — Leopold  (Zentralbl.  f. 
Gynak.)  reports  a  case  where  a  primipara,  aged  28,  was  at- 
tacked by  severe  pains  in  the  left  side  during  the  fifth  month 
of  pregnancy.  About  a  month  later  she  came  under  Leopold's 
care.  A  tumor  with  the  physical  signs  of  cystic  kidney  or 
ovary  lay  to  the  left  of  a  gravid  uterus.  The  pulse  was  100, 
the  temperature  over  99°,  the  urine  free  from  albumin,  but 
with  excess  of  phosphates.  No  casts  were  to  be  found  in  the 
deposit.  An  exploratory  incision  was  made,  as  the  pain  tor- 
mented the  pregnant  patient,  and  a  large  hydronephrosis  was 
discovered ;  the  sigmoid  flexure  passed  down  its  capsule.  Re- 
moval of  the  kidneys  was  deemed  inadvisable,  especially  under 
the  circumstances;  the  cystic  kidney  was  therefore  simply 
tapped,  and  5  pints  of  a  dirty-brown  fetid  fluid  came  away. 
The  puncture  in  the  wall  of  the  cyst  and  the  corresponding 
wound  in  the  capsule  were  carefully  closed  and  the  kidney 
replaced.     On  the  twelfth  day  premature  labor  set  in,  the 
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child  and  the  placenta  being  expelled  spontaneously.  Recov- 
ery was  retarded  by  suppuration  of  a  suture  track  in  the  ab- 
dominal wound.  Gradually  all  pain  in  the  left  loin  passed  off, 
and  therefore  no  further  operation  was  attempted. 

Gonorrheal  Endometritis. — Jersild  (These  de  Doctorat, 
Copenhagen)  has  investigated  the  cervical  secretions  in  1,003 
prostitutes,  admitted  during  four  years  to  the  Vestre  Hos- 
pital at  Copenhagen.  All  cases  of  uterine  discharge  were 
examined,  including  syphilis,  gonorrhea,  and  erosions.  The 
object  in  view  was  to  give  a  description  of  the  different  forms 
of  uterine  discharge,  and  by  comparing  the  macroscopic  with 
the  microscopic  aspects,  to  discover  macroscopic  characters 
proper  to  uterine  gonorrhea  as  distinguished  from  other  forms 
of  endometritis.  According  to  Bumm  and  others  a  purulent 
secretion  from  the  uterus  is  of  no  diagnostic  value,  because 
other  microbes  than  the  gonococcus  may  produce  it,  and  clear 
secretion  may  contain  abundant  gonococci.  The  uterine  secre- 
tion was  obtained  by  expression  by  a  Ferguson's  speculum 
after  cleansing  the  cervix.  The  author  describes  the  follow- 
ing different  forms:  (i)  Completely  clear  mucus;  (2)  clear 
mucus  with  flakes  of  pus;  (3)  mucus  mixed  with  pus.  In 
a  very  few  cases  of  clear  mucous  discharge  gonococci  were 
found,  but  in  90  per  cent,  of  the  cases  with  flakes  of  pus  they 
were  present  in  the  pus.  The  author  regards  this  form  as  the 
type  of  acute  uterine  gonorrhea.  The  fact  that  the  mucus 
preserves  its  normal  aspect  is  attributed  to  immunity  of  the 
uterine  glands  to  infection  during  the  first  period  of  the  disease. 
In  chronic  gonorrhea  the  mucus  becomes  muddy,  owing  to 
epithelial  desquamation,  and  the  discharge  becomes  purulent 
in  appearance  when  this  is  abundant.  The  epithelial  dis- 
charges rarely  contain  gonococci.  but  these  are  found  when 
the  discharge  is  purulent.  The  number  of  cases  where  pus 
and  gonococci  are  found  diminishes  in  prostitutes  of  old  stand- 
ing, and  after  some  years  the  uterine  mucosa  becomes  resis- 
tant to  a  new  infection.  On  the  other  hand,  the  number  of 
discharges  containing  epithelium  increases. 

Jersild's  results  show  that  the  presence  of  pus  in  the  uterine 
secretion  is  strong  evidence  of  gonorrhea.  In  90  per  cent, 
gonococci  were  found.  In  order  to  find  if  other  pyogenic 
bacteria  were  present  complete  bacteriological  examination 
was  made  of  the  uterine  secretions  in  fourteen  cases  which 
contained  pus.  In  all  these  gonococci  were  found,  and  this 
was  the  only  micro-organism  found. 

The  technique  employed  was  as  follows:  After  cleansing 
the  cervix  and  vagina  with  sterilized  water,  a  sterilized  urethral 
speculum  was  introduced  into  the  cervical  canal,  the  secretion 
removed  by  sterilized  wool  pledgets,  and  transferred  to  culture 
media — bouillon,  agar,  serum,  and  serum  agar.    After  cleaning 
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the  cervical  canal  with  sterilized  wool,  a  Caspar's  endoscope  was 
introduced  into  the  body  of  the  uterus  and  the  secretion  re- 
moved to  the  same  four  media.  Microscopic  examination  was 
made  after  staining  with  methylene  blue  and  Gram. 

The  author  compares  his  own  researches  with  those  of  other 
authors.  Examinations  made  on  the  extirpated  uterus  by 
Wertheim  and  others  have  shown  that  the  gonococcus  and  the 
tubercle  bacillus  are  the  only  organisms  ordinarily  found  in 
the  uterine  cavity.  Researches  made  on  living  women  by 
the  vagina  have  no  value,  because  of  accidental  infection.  The 
vaginal  method  can  only  give  useful  results  when  the  culture 
media  remain  sterile,  and  when  the  following  conditions  are 
fulfilled:  A  sufficient  quantity  of  secretion,  the  avoidance  of 
antiseptics,  the  use  of  sufficiently  diverse  media.  Jersild  sup- 
ports the  observations  of  Menge,  who  found  that  the  uterus 
and  tubes  were  sterile  while  the  vagina  contained  microbes. 
He  supposed  that  the  cervical  mucus  has  bactericidal  qualities 
except  against  the  gonococcus,  which  is  the  only  microbe  ca- 
pable of  passing  the  barrier.  Jersild  has  made  thirty-seven 
observations  on  pregnant  women.  In  pregnant  women  with 
gonorrhea  there  is  creamy  pus,  but  in  cervical  mucus  the  secre- 
tion of  the  uterine  glands  is  nearly  always  arrested  after  con- 
ception, and  in  pregnant  women  without  gonorrhea  there  is 
little  or  no  secretion  from  the  os.  After  pregnancy  the  secre- 
tion reappears,  and  Jersild  is  of  opinion  that  the  post-concep- 
tional  cessation  of  the  uterine  secretion  is  explained  by  the 
researches  of  Kristeller,  who  has  shown  that  the  cervical 
mucus  is  necessary  for  conception,  and  aids  the  passage  of  the 
spermatoza  to  the  uterus.  When  conception  has  occurred  the 
secretion  is  no  longer  required.  Among  twent}'-seven  old 
women  past  the  menopause,  and  in  ten  women  sterile  by 
ovariectomy,  Jersild  has  also  found  complete  cessation  of  the 
uterine  secretion.  He  thinks  that  the  secreting  changes  nearly 
constant  in  pregnant  women  (gonorrheal  or  not)  are  an  early 
sign  of  pregnancy.  He  has  found  a  transitory  cessation  of  the 
uterine  secretion  only  in  12  per  cent,  of  non-pregnant  women 
and  among  women  affected  with  retroflexion  of  the  uterus. — 

C.  F.  M. 

i 

Radical  Cure  of  Femoral  Hernia. — Poly  a  (Zentralbl.  f. 
Chir.)  describes  a  new  operation  for  the  radical  cure  of  large 
femoral  hernic-e,  which  he  has  performed  with  very  satisfactory 
results  in  two  cases.  This  operation  consists  in  exposure  of 
the  upper  part  of  the  sartorius,  and  of  complete  transverse 
division  of  this  muscle  at  the  junction  of  its  upper  and  middle 
thirds,  the  upper  third  being  then  turned  inwards  and  its  lower 
cut  end  inserted  into  the  large  crural  canal  and  fixed  securely 
there  by  deep  sutures.  This  displaced  portion  of  muscle  is 
covered  by  a  flap  of  deep  fascia.     In  a  post-morten  examina- 
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tion  of  the  seat  of  operation,  in  a  patient  who  died  after  an 
interval  of  four  weeks,  the  author  found  that  there  was  very 
tlose  adhesion  between  the  muscle  and  the  crural  canal  and 
ring.  Return  of  the  hernia  in  consequence  of  atrophy  and 
yielding  of  the  flap  of  sartorius  is  unlikely,  the  author  states,  to 
occur,  as  the  blood  vessels  and  nerves  distributed  to  this 
muscle  enter  at  its  upper  third,  and  so  render  this  portion  a  very 
suitable  flap  for  plastic  purposes.  This  operation  is  regarded 
as  suitable  only  for  cases  of  femoral  hernia  in  which  the  sac 
is  very  large  and  the  crural  opening  very  wide.  For  small 
femoral  hemiae  in  which  there  is  but  a  slight  tendency  to  re- 
lapse after  an  operation  for  radical  cure,  a  much  simpler 
method  would  suffice. 

Induction  of  Labor  for  Compression  of  Ureter  by  Gravid 
Uterus. — Ahlefelder  (Monats.  f.  Geb.  u.  Gyn.)  attended  a 
woman,  aged  26,  at  the  ninth  month  of  her  second  pregnancy. 
During  the  first,  over  a  year  previously,  she  had  an  attack  of 
fever  and  pain  in  the  right  loin.  Paranephritic  abscess  was 
diagnosed  and  a  lumbar  incision  was  made,  the  capsule  of  the 
kidney  was  laid  open,  and  the  organ  itself  punctured  at  several 
points  with  the  knife;  no  pus  escaped,  and  the  would  was 
closed.  On  the  third  day  a  male  child  was  born  spontaneously, 
but  pyemic  symptoms  followed  with  plugging  of  a  vein  in  the 
left  leg,  and  later  on,  necrosis  of  a  tarsal  bone.  The  patient, 
however,  regained  her  health,  and  when  Ahlefelder  saw  her 
she  looked  in  good  condition,  but  complained  of  severe  pains 
in  the  right  loin,  which  was  extremely  tender  to  touch.  The 
uterus  was  normally  evolved,  as  might  be  expected  at  the  ninth 
month;  the  pelvis  was  free  from  contraction  or  obstruction. 
The  temperature  rose  and  the  pulse  grew  very  rapid.  Labor 
was  induced,  and  a  child  18  in.  in  height  delivered  alive.  Di- 
rectly the  uterus  had  delivered  itself  of  its  contents  the  severe 
lumbar  pains  began  to  diminish ;  profuse  perspiration  and  also 
fall  of  pulse  and  temperature  were  observed.  For  four  days 
the  right  kidney  could  be  felt  enlarged,  and  the  amount  of 
urine  excreted  was  normal,  as  were  its  contents.  Then  the 
patient  was  placed  on  her  left  side,  the  bladder  having  been 
emptied.  Almost  immediately  the  kidney  began  to  diminish 
in  size,  and  the  bladder  filled  again.  The  urine  then  drawn 
off  was  clear  and  free  from  albumen  or  sugar.  Convalescence 
was  afterwards  free  from  complications. 

Delivery  of  Child  through  Central  Perineal  Rupture. — 

W.  Hahn  (Wien  med.  Presse)  reports  a  case  of  this  occur- 
rence. A  primipara,  aged  20,  was,  at  i  a.  m.,  suddenly  taken  in 
labor.  Before  the  midwife  could  reach  her  from  an  adjoining 
room  the  head  presented  at  the  vulva,  and  a  rupture  of  the  peri- 
neum between  the  vulva  and  the  anus  had  occurred.     Through 
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this  rupture,  which  rapidly  enlarged,  the  head  was  delivered, 
the  rest  of  the  child  following  the  same  route.  Fifteen  minutes 
later  the  writer  found  the  following  condition :  The  vagina  was 
narrow  and  showed  no  signs  of  recent  parturition ;  the  perineal 
rupture  began  to  the  right  of  and  about  2-5  in.  behind  the  four- 
chette,  and  was  directed  obliquely  backwards  towards  the  anus ; 
the  rectum  and  sphincter  ani  were  intact.  On  separating  the 
edges  of  the  wound  a  cavity  with  ragged  edges  of  the  size  of 
a  man's  fist  was  disclosed.  Owing  to  the  absence  of  water 
no  immediate  attempt  to  close  the  wound  was  made,  and  the 
wound  was  merely  packed  with  iodoform  gauze.  At  5  p.  m. 
on  the  following  day  the  edges  were  refreshed  and  the  wound 
was  closed  with  a  double  layer  of  sutures.  There  was  a  rise 
of  temperature  on  the  fifth  day,  which  subsided  after  a  vaginal 
douche  and  the  removal  of  three  sutures  which  were  causing 
irritation.    At  this  point  the  wound  healed  by  granulation. 

Desmoid  of  Abdominal  Wall  in  Women, — Burger  (Zen- 
tralbl.  f.  Gynak.)  lays  stress  upon  the  fact  that  in  a  case  of 
desmoid  tumor  of  the  abdominal  wall  under  his  own  care,  the 
patient  was  a  nullipara  aged  20,  and  the  tumor  originated  in 
the  cicatricial  tissue  developed  after  the  rupture  of  an  abscess 
in  the  parietes  of  the  left  side  of  the  abdomen.  The  patient 
worked  at  a  printer's  office,  and  was  accustomed  to  press  the 
abdominal  walls  against  the  edge  of  a  printing  machine;  the 
abscess  discharged  for  three  months,  then  a  hard  mass  de- 
veloped* and  grew  slowly.  In  the  course  of  its  development 
an  attack  correctly  diagnosed  as  appendicitis  occurred.  Bur- 
ger operated,  removing  an  oval,  solid  tumor  of  the  size  of  a 
fist  from  the  parietes ;  it  occupied  all  the  muscular  layers,  and 
a  process  had  perforated  the  parietal  peritoneum,  adhering 
freely  to  omentum  and  intestine.  The  vermiform  appendix 
and  the  uterine  appendages  were  the  seat  of  chronic  inflam- 
matory changes.  The  tumor  was  made  up  of  fibrous  tissue, 
with  some  plain  muscle,  but  no  sarcomatous  tissue  could  be 
detected.  Burger  noted  that  Olshausen  dwelt  on  the  relation 
of  desmoid  growths  of  the  abdominal  wall  to  pregnancy,  Her- 
zog  having  already  traced  cases  to  hematoma  of  the  recti  de- 
veloped during  gestation.  But  Schauta  has  described  three 
cases  following  surgical  and  operative — not  obstetrical — in- 
juries, whilst  in  Burger's  case  there  had  neither  been  preg- 
nancy nor  an  operation.  He  likens  the  tumor  which  he  re- 
moved to  keloid. 

Arrest  of  Osseous  Development  and  Exostoses. — Lenor- 
mant  (Rev.  d'Orthop.)  directs  attention  to  the  frequent  asso- 
ciation of  developmental  abnormalities — such,  for  instance,  as 
shortening  and  curvature  of  the  bones,  with  both  multiple  ex- 
ostoses and  multiple  chondromata  of  the  skeleton.     Consider- 
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ing,  in  the  first  place,  the  instances  of  bony  growths,  he  states 
that  miiltiple  osteogenic  exostoses  are,  in  a  very  great  majority 
of  cases,  accompanied  by  arrests  of  growth  affecting  several 
liones  without  there  being  a  constant  relation  between  the 
shortening  of  any  individual  bone  and  the  number  of  exostoses 
with  which  it  is  connected.  When  this  arrest  of  growth  aflFects 
a  considerable  extent  of  the  skeleton,  its  most  frequent  mani- 
festations are :  A  reduced  stature,  disproportion  between  the 
shortened  limbs  and  the  nonnal  trunk,  and  asymmetry  in  the 
length  of  homologous  limbs.  In  cases  in  which  the  arrest  of 
growth  is  more  localized  the  bones  that  seem  to  be  preferably 
involved  are  the  ulna  and  the  fibula.  In  these  bones  the  short- 
ening is,  after  a  time,  associated  with  abnormal  bending  of 
the  shaft,  and  with  articular  lesions.  Localization  in  the  ulna, 
with  its  consequences — adduction  of  the  hand  and  luxation  of 
the  head  of  the  radius — is  very  frequent,  and  may  be  regarded 
as  the  most  characteristic  type  of  the  association  of  disturbed 
growth  with  multiple  osteogenic  exostoses. 

The  author's  study  of  cases  of  multiple  chondromata  in  asso- 
ciation with  a  wide  disturbance  of  osseous  development  has  led 
him  to  the  conclusions  that:  (i)  Chondromata  of  bone 
especially  in  the  fingers  and  toes,  may  be  accompanied  by 
arrest  of  growth  not  only  in  the  bones  affected  by  the  new 
growths,  but  also  in  other  bones  of  the  limbs;  (2)  these  dis- 
turbances of  normal  development  are  as  a  rule  localized  in  the 
different  bones  of  the  limb  which  is  the  seat  of  the  cartilagin- 
ous tumors;  (3)  shortening,  either  isolated  or  predominant, 
of  the  ulna,  occurs  quite  as  frequently  in  cases  of  multiple 
chondromata  as  in  cases  of  multiple  osteogenic  exostosis,  and 
leads  to  similar  changes  in  the  relations  of  the  two  bones  of 
the  forearm,  and  in  the  neighboring  joints.  In  summing  up 
the  results  of  his  study  of  this  association  of  local  osseous  and 
cartilaginous  new  growths  with  general  interference  with  the 
normal  development  of  the  skeleton,  the  author  states  that  the 
latter  is  not  due  to  rickets.  This  malady  may  be  a  cause  of  the 
associated  lesions  in  some  rare  cases,  but  when  the  osseous  de- 
formities present  a  special  type  which  will  enable  the  observer 
to  attribute  them  to  their  true  cause.  Multiple  osteogenic  ex- 
ostoses and  chondromata  are  not,  it  is  held,  the  direct  causes 
of  the  arrest  of  growth  in  different  parts  of  the  skeleton.  The 
two  lesions  are  associated,  and  not  dependent  the  one  on  the 
other.  They  are  two  different  manifestations  of  the  same  dis- 
turbance of  primary  development.  The  common  starting  point 
of  the  exostosis,  probably  of  the  chondromata  also,  is  an  ab- 
normal and  faulty  evolution  of  osteogenesis,  resulting  at  some 
points  in  premature  ossification  or,  at  least,  in  a  functional  de- 
fect of  the  epiphysical  cartilage,  at  other  points  in  an  isolation  in 
the  midst  of  new-formed  osseous  tissue,  of  cartilaginous  islets 
which  in  course  of  time  either  become  exostoses,  or  proliferate 
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without  undergoing  any  modification  of  structure,  and  so  form 
chondrpmata.  In  the  same  number  of  the  Revue  d'Orthopedie 
an  interesting  case  is  recorded,  by  permission,  of  multiple  ex- 
ostoses associated  with  scoliosis  and  different  forms  of  arrest 
of  development  in  the  limbs,  in  which  case  there  was  no  evident 
sign  of  rachitism. 

Lingering  Labor  from  Short  Funis. — Mantel  (Ann.  de 
Gyn.  et  d'Obst.)  made  observations  of  two  labors  in  one 
patient  where  there  was  delay  in  the  first  stage  due  to 
relative  shortness  of  he  cord.  In  neither  instance  was  the 
shortness  extreme,  but  in  both  another  agency  involved  more 
shortening.  In  the  first  labor  the  funis  measured  11  3-4  in., 
but  was  inserted  marginally  on  the  uppermost  limits  of  the 
placenta.  In  the  .second  labor  the  insertion  was  central,  and  the 
placenta  was  inserted  on  the  fundus;  the  cord  only  measured 
9  3-4  in.  In  both  labors  the  head  receded  markedly  after  each 
pain,  and  there  was  total  absence  of  any  desire  to  bear  down. 
The  head  and  body,  held  back  by  a  short  cord,  made  practically 
all  the  shorter  by  its  insertion,  remained  for  long  as  though 
suspended  in  the  uterine  cavity,  only  resting  on  the  pelvic  floor 
during  contraction  and  bearing  down.  To  this  absence  of  con- 
tact between  the  pains  Mantel  attributed  the  absence  of  any 
desire  to  bear  down.  In  the  second  labor,  where  the  insertion 
of  the  placenta  was  so  high  and  the  cord  at  the  same  time  ab- 
solutely short,  there  must  have  been  considerable  danger  of 
inversion.  In  neither  labor  was  the  cord  twisted,  round  the 
fetus. 

Ruptured  Tubal  Pregnancy  with  Jaundice. — Berndt  (Mon- 
atsschr.  f.  Geb.  u.  Gyn.)  operated  upon  a  woman,  aged  34, 
with  symptoms  of  internal  hemorrhage  about  two  months 
after  cessation  of  the  period.  For  five  or  six  weeks  she 
was  confined  to  her  bed  with  frequent  vomiting,  loss  of  ap- 
petite, steadily  increasing  jaundice,  and  emaciation.  She 
was  naturally  a  sickly  subject.  Berndt  observed  that  the  jaun- 
dice was  very  deep,  with  bile-stained  urine  but  colored  feces. 
On  percussion  there  was  dullness  and  fluctuation  in  the  de- 
pendent parts  of  the  abdomen,  and  there  was  abnormal  deposit 
in  the  pelvic  cavity,  so  that  the  outline  of  the  uterus  could  not 
clearly  be  defined.  At  the  operation  nearly  three  and  a  half 
pints  of  fluid  blood  were  found  in  the  peritoneum  and  the  pelvic 
cavity  was  full  of  old  clot.  A  three  months*  fetus  was  found 
under  the  cdils  of  ileum ;  it  had  developed  in  the  left  tube.  The 
tubal  sac  was  excised  and  the  wound  closed  after  the  blood  and 
clot  had  been  carefully  cleared  away.  Six  days  later  no  trace 
of  the  deep  jaundice  remained,  except  slight  sallowness  of  the 
conjunctivae.  Half  a  year  after  the  operation  she  was  in  bloom- 
ing health.  Martin,  in  a  discussion  as  to  the  cause  of  jaundice, 
stated  that  he  had  met  with  a  similar  complication  quite  re- 
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cently.  The  ectopic  pregnancy  was  of  about  six  weeks'  stand- 
ing. The  patient  was  deeply  jaundiced,  a  typical  hematocele 
could  be  defined  in  association  with  a  tumor  of  the  size  of  a 
cocoanut.  The  operation  was  void  of  any  peculiar  difficulties, 
and  by  the  second  day  the  icterus  had  disappeared. 

Appendicitis  in  Pregnancy. — Schoemaker  (Zentralbl.  f. 
Gynak.)  in  a  discussion  on  this  subject  before  the  Netherland 
Gynecological  Society,  states  that  he  had  atended  150  cases  of 
appendicitis ;  80  of  these  were  in  female  patients  and  in  two  the 
patient  was  pregnant.  Both  these  cases  fared  badly.  The  first 
patient  had  symptoms  of  appendicitis  in  the  fifth  month;  five 
days  after  the  first  attack  of  pain,  as  a  relapse  occurred,  Schoe- 
maker operated.  He  opened  a  large  abscess  near  the  appendix ; 
the  patient  died  of  sepsis.  The  second  patient  had  also  been  ill 
for  five  days  before  he  was  called  in ;  her  general  condition  was 
very  bad.  He  removed  a  gangrenous  appendix;  there  was  a 
small  abscess  connected  with  it.  The  patient  aborted,  and  then 
a  retro-uterine  abscess  developed  and  opened  into  the  rectum. 
Convalescence  was  slow.  Pompe  van  Merdervoort  twice  re- 
moved the  appendix  for  habitual  abortion.  There  was  a  differ- 
ence of  opinion  about  the  treatment  of  appendicitis  in  pregnant 
women.  Treub  held  that  the  fact  of  pregnancy  did  not  call  for 
operative  interference  where  surgical  indications  were  absent. 

Hysterectomy  for  Fibroid  without  Anesthetics. —  Mad- 
lener  (Zentralbl.  f.  Gynak.) recently  exhibited  before  a  medical 
society  two  fibroid  uteri  which  had  been  removed  by  supra- 
vaginal amputation  without  narcosis.  Both  patients  suffered 
from  advanced  heart  disease  aggravated  by  the  presence  of  a 
tumor  which  caused  profuse  hemorrhage.  One  patient  was  36 
years  old  and  a  multipara;  the  second,  48  years  of  age,  had 
borne  five  children.  Both  begged  for  the  removal  of  the  tumor. 
The  opening  of  the  parieties  was  conducted  under  cocaine-ad- 
renalin anesthesia,  but  after  that  stage  narcosis  could  not  be 
maintained.  In  consequence  the  operation  was  very  difficult, 
and  there  was  constant  prolapse  of  coils  of  intestine.  Yet  both 
cases  recovered  without  any  bad  symptoms,  and  their  health 
was  greatly  improved  by  the  removal  of  the  source  of  exhaust- 
ing hemorrhage. 

Primary  Cancer  of  Fallopian  Tube. — Orthmann  (Zeit.  f. 
Geb  u.  Gynak.),  who  was  the  first  to  describe  a  case  of  this  dis- 
ease, has  detected  a  second.  The  patient  was  49  years  of  age, 
and  had  paused  her  menopause  just  one  year.  She  consulted 
the  doctor  for  severe  dysuria  and  obstinate  constipation.  No 
note  was  made  of  hemorrhages.  On  palpation  a  soft  tumor  of 
the  size  of  a  child's  head  was  detected  on  the  left  side  of  the 
pelvis;  it  burst  during  exploration,  and  was  immediately  re- 
moved.   The  peritoneal  cavity  was  full  of  bloody  serous  fluid, 
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and  a  tubo-ovarian  cyst,  collapsed  from  rupture,  was  discovered 
and  removed.  The  tube  was  the  seat  of  papillomatous  cancer ; 
a  few  malignant  warts  had  invaded  the  ovarian  part  of  the  cyst. 
About  a  year  later  Orthmann  was  obliged  to  perform  an  ex- 
ploratory operation,  as  symptoms  of  recurrence  had  appeared. 
Great  masses  of  malignant  growth  were  found  in  the  pelvis, 
and  cancerous  warts  were  diflFused  over  the  visceral  and  parietal 
peritoneum  and  the  great  omentum.  The  patient  died  shortly 
afterwards.  Over  60  cases  of  primary  cancer  of  the  tube  have 
been  collected. 

Prognosis  of  Ovarian  Cystic  Tumors. — Barnsby  (Ann.  dc 
Gyn.  et  d'Obstet.)  has  published  notes  on  thirty-two  cases  of 
cysto-epithelioma  of  the  ovary,  the  common  ovarian  cyst.  Clin- 
ically, half  were  diagnosed  as  innocent  and  half  malignant,  but 
sections  were  made  from  every  tumor  removed  by  the  author, 
and  carcinomatous  degeneration  was  detected  in  eighteen,  so 
that  only  fourteen  were  benign  or  "  simple  mucoid  epithelio- 
mas." Thus,  histologically,  the  percentage*  of  malignancy  is 
56.25,  far  above  that  recorded  by  other  operators.  Turning  to 
results,  thirty-one  recovered  from  the  operation  and  one  died, 
eight  patients  were  alive  and  well  over  four  years  after  ovari- 
otomy, seventeen  alive  and  well  within  four  years,  and  six 
showed  signs  of  recurrence.  Barnsby  lays  stress  on  the  fact  that 
in  five  out  of  the  six  cases  of  recurrence  the  cyst  had  ruptured 
spontaneously  or  burst  during  extraction.  He  considers  there- 
fore that  all  suspicious  cysts  should  be  removed  entirely,  as 
though  solid,  without  tapping.  Potocki  and  Bender  (ib.) 
reported  a  very  distinct  case  of  sarcomatous  degeneration  of 
an  ovarian  cyst;  the  patient  recovered  from  the  operation,  but 
no  after-history  was  given.  They  referred  to  other  cases,  and 
quoted  some  where  carcinomatous  and  sarcomatous  degenera- 
tion were  detected  in  different  parts  of  the  same  cyst,  whilst  in 
Simoff's  cases  there  were  metastases  of  each  class,  sarcomatous 
on  the  peritoneum,  cancerous  in  the  liver.  The  prognosis  of  the 
most  innocent-looking  ovarian  cyst  is,  as  the  records  show,  a 
question  about  which  we  must  not  be  too  optimistic. 

The  Treatment  of  Eclampsia. — In  summing  up  the  present 
opinions  as  to  the  best  methods  of  treating  eclampsia,  R.  Glitsch 
(Deut.  med,  Woch.)  finds  that  Fehling's  theses  are  mostly 
accepted.    These  are : 

( 1 )  To  deliver  the  patient  as  rapidly  as  possible,  and  at  the 
same  time  carefully,  without  considering  the  life  of  the  child  too 
much. 

(2)  To  carry  out  all  gynecological  manipulations  under  anes- 
thesia on  account  of  the  increased  reflex  irritability. 

(3)  To  employ  scrupulous  antisepsis  or  asepsis  in  delivery. 

(4)  To  individualize  carefully  in  employing  cardiac  poisons, 
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such  as  chloroform,  chloral  hydrate,  morphium,  veratrum — 
using  the  smallest  quantities  of  each. 

(5)  To  excite  as  carefully  and  conservatively  as  possible  the 
secretory  activity  of  the  kidneys,  skin,  and  intestinal  tract  in 
order  to  remove  toxins. 

(6)  To  partially  remove,  at  least,  or  dilute  the  poisonous 
substances  circulating  in  the  blood  by  venesection,  or  by  subcu- 
taneous, intravenous,  or  rectal  injection  of  saline  solution. 

(7)  To  employ  excitants  as  camphor,  or  ether,  in  threatening 
cardiac  failure. 

Some  advise  hot  baths,  to  be  followed  by  "  packing,"  chloro- 
form anesthesia  for  many  hours,  enemata,  and,  in  many  cases, 
subcutaneous  injections  of  morphine,  and  delivery  as  soon  as 
this  can  be  carried  out  without  undue  damage  to  the  mother. 
Others  believe  that  the  delivery  should  be  undertaken  very 
early — as  a  rule,  immediately  after  the  first  fit. 

There  is  much  difference  of  opinion  as  to  the  best  method  of 
delivery.  Diihrssen  advises  his  vaginal  Cesarean  section  when 
a  natural  delivery  cannot  be  rapidly  carried  out  without  injury 
to  the  mother ;  then  there  is  the  classical  Cesarean  section,  which 
is  now  fast  losing  favor;  and,  lastly,  there  is  the  method  of 
artificially  dilating  the  cervix  with  dilators.  Champetier  de 
Ribes'  bag  finds  favor  with  many,  while  the  metal  dilators  have 
also  a  large  following.  Of  the  latter,  Bossi's  four-bladed 
dilator,  or  modification  of  this  instrument,  which  dilates  by  a 
screw,  is  the  most  advised.  Several  observers  declare  that  these 
dilators  always  cause  tears  in  the  cervix,  which  frequently  are 
of  considerable  size.  Incision  of  the  cervix  appears  to  be  con- 
sidered by  the  majority  as  dangerous,  and  likely  to  increase  the 
risk  of  sepsis. 

Those  who  advise  a  conservative  or  expectant  treatment  pro- 
ceed as  follows:  Ahlfeld  applies  a  Jaquet  packing  to  every 
woman  who  shows  albuminuria,  dropsy,  anuria,  and  oliguria. 
This  consists  of  a  blanket  wrung  out  in  water  and  a  dry  blanket 
covering  this.  The  patient  is  completely  undressed,  and  the 
whole  body,  including  the  arms,  are  enveloped  in  the  pack,  care 
being  taken  not  to  imped  the  respiration.  Ilic  pack  is  allowed 
to  remain  on  for  about  three  hours,  and  some  effervescing  water 
is  given  with  milk.  Subcutaneous  infusion  of  saline  solution 
may  also  be  carried  out  to  increase  the  renal  activity.  The 
delivery  is  completed  when  the  os  is  sufficiently  dilated.  When 
the  case  becomes  desperate,  the  os  can  be  diluted  by  the  "  bag,'* 
and  the  membranes  should  be  punctured  early.  If  the  cervix 
is  dilated,  but  not  sufficiently  to  allow  the  head  to  pass,  it  may 
be  incised  by  scissors,  and  delivery  completed  by  forceps. 

When  edema  of  the  lungs  and  cyanosis  begin,  bleeding  may 
save  the  patient's  life.  Many  gynecologists  consider  that  bleed- 
ing before  the  delivery  is  risky,  since  one  does  not  know  how 
much  blood  the  patient  may  lose  then.  \"eratrum  viride  is  said 
to  act  well  in  eclampsia  by  English  and  American  observers. 
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PRIMARY  SLTL'RIXCi  OF  THE  CKRVIX.* 

nV    GILBERT    FITZ-PATRICK,     M.    I)., 

I*resident,  Chicago  ITomeopatbic  Medical  Society;  Attending  Olislctrician  to 
Cook  County,  Hahnemann,  and  Chicago  Ilomfopathic  Hospitals;  Adjunct 
Professor  Obstetrics,  Chicago  Hahnemann  Medical  College. 

Ruptures  of  tlic  cervix  occur  in  almost  every  first  labor. 
It  was  Sir  James  Y.  Simpson  who.  in  185 1,  first  called  our 
attention  to  that  accident  which  so  frequently  accompanies 
delivery. 

Five  years  later.  Professor  Roser,  of  Marburg,  drew  atten- 
tion to  ectropium  of  the  cervix,  especially  dwellings  u^x^n  the 
condition  as  a  cause  of  cervical  ulceration.  Piut  it  was  Dr.  T. 
A.  Emmet,  of  New  York,  who  first  recognized  the  true  signifi- 
cance of  cervical  lacerations.  He  not  only  gave  the  first  prac- 
tical information  as  to  its  frerpiency  and  cause,  but  considered 
the  far-reaching  pathology  of  the  accident.  Emmet  first 
operated  for  the  relief  of  a  laceration  of  the  cervix,  November 
27,  1862. 

Yet  it  was  not  until  February.  i86c>.  that  he  published  his 
remarkable  contribution,  *'  Surgery  cf  the  Cervix  Uteri,"  and 

*Read  before  the  01)stetrical  Society  of  the  American  Institute  of  Homeo- 
pathy, June  27,  1905,  Chicago. 
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again  in  1874,  "  Laceration  of  the  Cervix  Uteri  as  a  Frequent 
and  Unrecognized  Cause  of  Disease,"  that  the  full  importance 
of  cervical  laceration  was  appreciated. 

Fallen,  of  New  York,  in  1874,  was  the  first  to  stitch  up  a 
lacerated  cervix  immediately  after  parturition. 

It  is  this  phase  of  the  question  that  I  wish  to  call  to  your 
attention  :   Frimary  Suturing  of  the  Cervix. 

The  objection  to  this  operation  has  been  the  problematical 
results  as  regards  primary  union,  and  further,  the  belief  that 
it  was  impossible  to  resort  to  the  operation  without  a  num- 
ber of  assistants. 

There  are  now  a  sufficient  number  of  cases  recorded  to  war- 
rant the  assertion  that  primary  union  is  usually  to  be  ex- 
pected and  if  the  technique  we  describe  is  followed,  skilled 
assistants  are  not  necessary.  The  immediate  operation  is 
either  one  of  election  or  one  of  strict  necessity.  It  becomes 
one  of  necessity  either  after  spontaneous  labor  or  after  opera- 
tive interference,  when  profuse  hemorrhage  occurs,  which  on 
investigation  is  found  to  be  due  to  a  cervical  tear  involving 
some  of  the  important  branches  of  the  uterine  artery.  The 
operation  becomes  one  of  election  in  the  lesser  degrees  of 
laceration.  Unquestionably  many  such  lacerations  heal  spon- 
taneously; probably  the  vast  majority  if  the  course  of  the 
puerperium  is  aseptic ;  still  we  question  if  the  patient  has  not 
the  right  to  expect  her  physician  to  leave  her  in  the  best  pos- 
sible condition,  and  not  subject  her  to  a  life  of  invalidism,  or 
the  necessity  of  a  secondary  operation.  In  case  the  operation 
is  called  for  on  account  of  laceration,  involving  large  branches 
of  the  uterine  artery,  there  exists  no  contra-indication.  The 
immediate  safety  of  the  woman  demands  it.  There  are  con- 
tra-indications,  however,  to  the  performance  of  the  operation 
in  the  presence  of  the  lesser  grades  of  laceration,  if  the  woman 
is  exhausted  from  prolonged  labor;  or  if  owing  to  post-partuni 
hemorrhage,  it  has  become  necessary  to  use  the  uterine  tampon, 
then  the  operation  is  neither  advisable  nor  practicable. 

Emerling  advocated  that  lacerations  should  be  stitched  im- 
mediately after  labor  when  the  hemorrhage  is  obstinate. 

R.  S.  Dickinson  considers  from  the  third  or  fourth  to  the 
fourteenth  day  favorable  for  the  repair  of  a  lacerated  cervix. 

T.  T.  Beath,  of  \'icksburg,  is  an  advocate  of  immediate 
operation  on  lacerated  cervix  and  recommends  silk  suture. 
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Classification,. — Munde  classifies  lacerations  of  the  cervix  as 
unilateral,  bilateral,  anterior,  posterior,  stellate,  and  multiple. 
Of  these,  the  bilateral  is  the  most  common,  and  takes  place  on 
•either  side  of  the  cervix  toward  the  lateral  vaginal  pouch. 
The  unilateral  is  the  most  common  on  the  left  side,  probably 
in  consequence  of  the  left  occipito-anterior  presentations. 

Pozzi  says  Fallen  estimates  the  frequency  of  lacerations  of 
the  cervix  as  40  per  100,  while,  according  to  Godell,  it  is  one 
to  six. 

Munde  found  612  cases  of  lacerations  in  2500  cases  of  labor. 
The  relative  frequency  of  these  varieties  and  the  degrees  of 
laceration  are  as  follows:  there  were  340  bilateral,  120  un- 
ilateral (left  80 — right  40),  7  anterior,  12  posterior,  11  stellate, 
122  multiple.  First  degree,  2'/2\  second,  169;  third  or  worst, 
171. 

Etiology. — Lacerations  of  the  cervix  occur  most  frequently 
during  delivery  and  are  also  the  result  of  accidental  trauma, 
or  of  unskillful  or  rough  manipulation  or  abortion.  Malig- 
nant diseases  and  the  presence  of  cicatricial  tissues  are  pre- 
disposing conditions. 

Dudley  sums  up  the  causes  in  the  following  manner : 
First.  Relative    disproportion    between    the    child    and    the 
•cervix. 

Second.  Rigidity  of  the  cervix. 
Third.  Rapid  second  stage. 

Fourth.  Any  disease  of  the  cervix  which  causes  friability 
and  impairs  elasticity. 
Fifth.  Instrumentation. 

Sixth.  Meddlesome  manipulation,  such  as  manual  dilatation 
of  the  cervix,  to  hasten  labor. 

The  cervix  is  not  fully  prepared  for  dilatation  and  the  trans- 
mission of  the  child  until  the  end  of  the  normal  period  of 
gestation,  hence  the  greater  liability  of  injury  in  premature 
and  immature  labor.  Abortion  in  the  earlier  months  of  preg- 
nancy is  not  a  frequent  cause  of  laceration,  except  as  it  may 
result  from  forcible  dilatation.  A  greatly  prolonged  labor 
may  by  continued  pressure  induce  nutritive  changes  and 
thereby   decrease  the  elasticity   and   increase  the  liability  to 

rupture. 

rrfl/>//y/ari.?.— Non-interference  with  normal  labor,  care  in 
avoitling  premature  rupture  of  the  membranes,  and  the  post- 
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ponement  of  operative  procedures  until  the  cervix  is  dilated 
or  dilatable  are  the  important  points  under  this  head. 

Pathology. — Many  cervical  lacerations  heal  by  adhesion,  al- 
though the  majority  of  deep  ones  cicatrize  and  contract  with  a 
cicatricial  plug  in  the  angle.  In  quite  a  large  proportion  of 
cases  the  mucous  membrane  seems  to  extend  over  the  raw 
surface  and  nothing  abnormal  but  the  fissure  remains. 

More  or  less  infection  of  the  wound  is  apt  to  take  place, 
with  the  consequent  cervicitis,  parametritis,  perimetritis,  and 
perhaps  pelvic  abscess.  The  infection  may  also  spread  to  the 
cervical,  corporal,  and  tubal  mucous  membrane  and  to  the 
ovary,  and  pelvic  peritonitis  may  develop.  As  a  result  of  the 
cervical  endometritis,  the  mucous  membrane  becomes  hyper- 
plastic, and  pushes  the  lower  ends  of  the  cervical  flaps  out- 
ward, producing  eversion.  All  varieties  of  cervical  inflam- 
mation, erosion,  and  degeneration  are  found  connected  with 
and  probably  dependent  for  their  origin  upon  the  lacerations. 

Dr.  Gardiner,  in  a  work  upon  '*  Sterility  "  published  in  1856, 
credits  lacerations  of  the  cervix  with  the  causation  of  hyper- 
trophy of  the  cervix,  ulceration,  cervical  catarrh,  sterility,  and 
abortion. 

Retroversion  and  lateral  displacements  of  the  cervix  may 
result  from  the  cicatricial  contractions  that  attend  those  ex- 
tending into  the  vaginal  vault  and  other  displacements  and 
fixations  may  result  from  peritonitis. 

The  presence  of  the  scar  tissue  interferes  with  the  uterine 
circulation,  keeps  the  organ  constantly  congested,  arrests  in- 
volution, and  in  due  time  gives  rise  to  fungoid  endometritis. 

The  tubes,  ovaries,  and  broad  ligaments  likewise  participate 
in  this  congestion.  The  uterus,  as  a  result  of  increased  weight, 
becomes  displaced,  besides  there  is  more  or  less  squeezing  of 
the  terminal  nerves  by  the  cicatricial  plug,  and  as  a  con- 
sequence pain  in  the  pelvis,  thighs,  in  fact  it  may  be  produced 
in  any  part  of  the  body.  Emmet  insists  that  general  anemia 
of  a  most  profound  character  may  result  indirectly  from 
cicatricial  deposits. 

Garrigues  says,  ''  An  old  laceration  frequently  gives  rise  to 
abnormal  loss  of  blood,  be  it  menorrhagia  or  metrorrhagia 
from  the  cervix  or  from  the  endometrium  of  the  body.  In  the 
interval,  the  patient  suffers  from  leucorrhea.  This  douWe 
drain  produces  anemia.      The  patient  loses  strength,  becomes 
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nervous  and  irritable.  Laceration  of  the  cervix  is  often  ac- 
companied by  secondary  sterility,  probably  in  consequence  of 
the  uterine  catarrh  to  which  it  gives  rise.  The  hyperplastic 
lips  and  the  unyielding  cicatricial  plug  in  the  angles  between 
them  offer  a  considerable  resistance  to  the  dilatation  of  the 
cervix,  entailing  painful  and  tedious  labor  in  childbirth." 

If  the  rent  is  not  filled  in  by  this  unnatural  tissue  the  os 
remains  gaping  and  the  whole  cervical  mucous  membrane  is 
more  or  less  exposed.  It  is  consequently  subject  to  constant 
friction  against  the  vagina,  which  gives  rise  to  congestion, 
hyperplasia,  and  cystic  or  papillary  degeneration;  the  epithe- 
lium is  destroyed,  and  the  underlying  surface  raw  and  ex- 
posed. If  the  rent  has  extended  to  the  base  of  the  broad  liga- 
ment, cellulitis  is  of  frequent  occurrence,  and  again  Emmet, 
}3risky,  Munde,  Hirst,  and  many  others  have  especially  em- 
phasized the  importance  of  cervical  laceration  and  injuries  as 
causative  factors  in  the  production  of  epithelioma,  which  we 
know  occurs  more  frequently  in  women  who  have  borne 
children  than  in  nulliparae. 

Hirst  makes  an  urgent  plea  for  the  prompt  repair  of  all 
lacerations  of  the  parturient  canal  after  labor.  He  says  the 
frequency  with  which  the  cervical  lacerations  are  followed  by 
carcinoma  and  the  discomfort  of  a  cystocele  is  such  that  it  is 
probable  that  injuries  of  the  pelvic  floor  are  of  subordinate 
importance.  In  fifty-three  cases  the  cervix  was  repaired  in 
puerperal  patients  with  forty-two  perfect  restorations. 

Ashton  believes  that  he  found  in  nearly  all  of  his  cases  of 
cancer  of  the  uterus  the  patients  had  borne  children  and  had 
laceration  of  the  cervix,  therefore,  he  considers  lacerations  an 
etiological  factor  in  the  production  of  cancer  of  the  cervix 
and  uterus. 

Gushing  says  that  he  believes  that  immediate  operation 
would  prevent  99  per  cent,  of  cases  of  epithelioma  of  the 
cervix  uteri.  The  reasons  for  this  belief  are  based  upon  the 
fact  that  cancer  of  the  cervix  is  very  rare  with  women  who 
have  not  been  pregnant  and  that  the  granulated  surface  of  the 
laceration,  the  purulent  discharge,  the  accumulation  continu- 
ing for  years,  all  point  to  the  necessity  for  operation  as  a  pre- 
ventive. 

Another  writer  says,  **  If  a  laceration  is  neglected  the  whole 
constitution  suffers  and  even  a  phthisical  condition  may  be  the 
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end.  Tears  of  the  cervix  seem  decidedly  to  predispose  to 
cancerous  degeneration.  If  properly  treated,  the  laceration 
and  its  consequence  may  be  entirely  cured/' 

Theophihis  Parvin  says  that  Giles  states  that  "  A  cervix 
when  torn  even  on  both  sides  as  a  rule  heals  over  and  as  a  rule 
a  healed  tear  needs  no  operation,  but  the  lesion  may  take  a  less 
favorable  course  and  the  cervical  mucous  membrane  may  be- 
come unhealthy,  either  alone  or  as  a  part  of  a  general  endo- 
metritis— it  is  congested  and  the  lips  separate.  The  separa- 
tion is  increased  by  flexion  of  the  uterus,  the  everted  mucous 
membrane  is  bathed  in  an  unhealthy  secretion,  and  erosion 
follows.  Retention  cysts  result  from  the  closed  Xabothian 
follicles.  The  uterus  usually  participates  in  the  congestion 
and  edema  of  the  cervix;  the  ovaries  may  also  be  congested." 

Diagnosis. — A  deep  cervical  tear  should  always  be  suspected 
in  cases  of  profuse  hemorrhage  coming  on  during  the  third 
stage  of  labor ;  if  the  hand  be  applied  over  the  lower  abdomen 
it  can  feel  the  uterus  firmly  contracted.  For  a  positive  diag- 
nosis, however,  a  vaginal  examination  is  necessary,  while  the 
extent  of  the  injury  can  be  fully  appreciated  only  after  draw- 
ing the  cervix  down  to  the  vulva  and  subjecting  it  to  direct 
inspection. 

Treatment, — The  cervix  should  be  carefully  pulled  down  to 
the  vulva  by  means  of  a  vulsellum,  the  shreds  of  tissue  trimmed 
from  the  lacerated  edges,  and  the  wounded  surfaces  be  united 
in  their  original  relation  to  each  other  by  chromicized  catgut 
sutures.  If  there  is  any  doubt  about  the  possibility  of  sub- 
sequent cleanliness,  silkworm-gut  sutures,  which  hold  better, 
will  give  more  satisfactory  results. 

Marcy  uses  the  animal  tendon  for  suturing  lacerations  of 
the  cervix,  vagina,  and  perineum. 

Dudley,  of  New  York,  makes  a  very  strong  plea  for  imme- 
diate suture,  which  operation  is  easy  while  the  vagina  is  relaxed 
and  while  the  cervix  can  be  readily  drawn  down  to  the  vulva. 
The  hemorrhage  from  the  circular  artery  is  at  once  arrested, 
septic  absorption  is  prevented,  involution  is  not  interfered 
with,  and  the  formation  of  cicatricial  tissue  in  the  angle  of  the 
tear  is  prevented,  thus  saving  the  woman  the  many  reflex  dis- 
turbances which  we  so  often  encounter. 

Munde  says,  "  A  lacerated  cervix  requires  operation,  not  so 
much  for  the  laceration  itself  as  for  the  symptoms  which  it 
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produces.      Another  reason  for  operating  is  the  possibiHty  of 
malignant  disease  developing  in  the  raw  bleeding  tear." 

Operation, — The  instruments  requisite  for  the  operation  are 
the  following :  A  strong  vulsellum  forceps,  a  needle  holder,  and 
a  few  large  curved  needles.  Chromicized  catgut  is  the  pre- 
ferable suture  material,  providing  the  knot  when  tied  will  not 
slip.  Some  operators  prefer  silkworm-gut,  which  is  readily 
sterilized  and  may  be  left  (in  situ)  for  weeks  as  may  be  re- 
quired, if  at  the  same  time  it  has  been  necessary  to  repair  the 
pelvic  floor.  The  woman  is  brought  to  the  edge  of  the  bed, 
an  anesthetic  is  necessary  only  when  the  patient  is  excessively 
nervous.  A  sheet  is  used  as  a  leg  holder  by  passing  it  around 
one  shoulder  and  under  the  opposite  arm ;  the  thighs  are  well 
flexed  on  the  abdomen  and  each  leg  held  in  place  by  the  re- 
spective ends  of  the  sheet.  The  bladder  is  emptied  by  the  use 
of  a  sterilized  catheter,  and  the  external  parts  are  prepared  as 
for  doing  a  trachelorrhaphy  or  perineorrhaphy  at  any  time; 
the  instruments,  having  been  sterilized  by  boiling,  are  now 
placed  handy  to  the  operator's  right  hand ;  the  cervical  lips  are 
firmly  seized  by  the  double  vulsellum  and  pulled  down  until  the 
torn  edges  are  completely  exposed  at  the  vulva.  The  object 
of  this  action  is  twofold:  in  the  first  place  the  laceration  is 
thus  made  accessible  for  operation  under  the  guidance  of  the 
eye,  and  in  the  second  place,  when  the  uterus  is  thus  pulled 
downward  hemorrhage  from  the  organ  is  in  a  measure  checked. 
The  next  step  is  to  pass  the  first  and  most  difficult  of  the 
stitches  at  the  angle  through  the  posterior  cervical  lip,  under 
the  lacerated  surface,  emerging  in  the  canal.  It  is  reinserted 
into  the  anterior  lip  in  the  canal  and  emerges  at  the  angle  of 
the  tear  on  the  anterior  surface  of  the  lip.  The  remaining 
stitches  are  inserted  in  a  similar  manner  until  the  raw  surfaces 
of  each  lip  have  been  approximated.  It  is  important  to  re- 
member that  it  is  essential  to  tie  the  stitches  tighter  after  the 
primary  operation  than  after  the  secondary.  After  delivery 
the  cervix  is  always  edematous  to  a  greater  or  less  degree,  and 
if  the  stitches  are  not  tied  tightly,  then  in  the  course  of  a  few 
days,  when  the  edema  disappears,  the  stitches  will  necessarily 
be  slack  and  deep  union  is  unlikely.  It  is  to  the  neglect  of 
this  precaution  we  believe  that  failure  after  the  primary  opera- 
tion may  often  be  traced.  After  tying  the  sutures  and  re- 
moving the  vulsellum  forceps  the  vagina  should  be  cleansed 
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with  an  antiseptic  solution.  It  is  true  that  the  tumefaction  of 
the  tissues  may  make  it  difficult  to  secure  proper  coaptation, 
but  with  a  little  care  any  objection  to  the  procedure  on  this 
score  may  be  overcome. 

Conclusions. — Since  laceration  of  the  cervix  is  one  of  the 
commonest  of  all  gynecological  affections,  and  since  the  patho- 
logical consequences  are  of  such  a  nature  as  to  subject  the 
patient  to  a  life  of  invalidism,  and  since  the  immediate  opera- 
tion is  so  beneficial  and  so  safe,  we  think  the  accoucheur  is 
not  justified  in  depriving  a  patient  of  its  benefits. 

Cleveland  argues  for  the  necessity  of  early  closure  of  the 
lacerated  cervix  in  order  to  forestall  likely  after-results,  such 
as  subinvolution,  hyperplasia,  and  neurosis.  He  also  argues 
that  the  operation  is  then  much  easier  of  performance,  as  no 
large  amount  of  tissue  has  to  be  removed  and  certainly  not 
the  hard  cicatricial  masses  that  are  often  found  later. 

In  cases  of  failure  to  obtain  union,  the  woman's  condition  is 
none  the  worse  for  the  attempt  made  to  leave  her  in  the  best 
possible  state,  while,  if  the  union  does  occur,  the  woman  is 
spared  many  of  the  ills  which  a  lacerated  cervix  sooner  or 
later  entails.  If  the  stitches  are  aseptic,  as  they  should  be 
when  introduced,  they  can  give  no  possible  trouble  during  the 
puerperal  stage.  The  assumption  that  they  may  interfere  with 
drainage  of  the  lochia  is  untenable,  since  the  operation  simply 
restores  the  cervix  to  the  shape  it  has  when  a  laceration  has 
not  occurred. 

It  goes  without  saying  that  we  presuppose  the  necessary  care 
has  been  taken  not  to  sew  up  the  cervical  canal. 

Spanton  calls  attention  to  the  advisability  of  the  primary 
operation  as  a  measure  calculated  to  forestall  the  possible  de- 
velopment of  malignant  disease. 

Dr.  Fallen  recommended  and  practiced  the  immediate  closure 
of  the  lacerated  cervix  with  silver-wire  sutures  in  1874. 

Barret  says,  "  There  is  no  case  of  laceration  which  should 
not  be  operated  upon." 

P'ord  agreed  with  Barret,  and  would  operate  on  any  and 
every  case  if  he  had  the  chance.  His  advice  is  to  always 
operate,  and  thus  run  no  risk  of  future  invalidism ;  the  simpler 
the  laceration,  the  more  easily  it  is  cured. 

Braithwaite,  of  London,  reports  twenty-one  cases,  and  while 
stating  that  the  operation  is  not  indicated  in  every  case  where 
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laceration  is  discovered,  concludes  that  it  is  most  valuable,  and 
indeed  absolutely  necessary  in  many  cases. 

J.  M.  Duff  believes  in  immediate  reparation  of  laceration  of 
the  cervix. 

R.  S.  Dickinson  makes  it  his  practice  to  suture  cervical  in- 
juries at  the  close  of  labor  when  they  seem  to  be  the  cause  of 
post-partum  hemorrhage  and  to  sew  up  all  cervical  tears  in  the 
first  week,  in  conjunction  with  the»periheal  operation  when  the 
pelvic  floor  injury  is  of  such  character  that  a  few  days  delay  is 
desirable. 

Sexton  recommends  preparing  the  patient  for  operation  for 
laceration  of  the  cervix,  and  believes  that  the  early  operation 
has  met  with  opposition  by  reason  of  failure  to  pay  proper 
attention  to  the  preparation  of  the  patient.  He  believes  that 
there  is  no  way  that  torn  surfaces  can  be  cured  so  rapidly  as 
by  suture. 

Garrigues  recommends  suturing  of  the  lips  of  the  lacerated 
cervix,  if  the  hemorrhage  is  very  grave. 

Penrose  says  that  it  has  been  necessary  to  perform  the  opera- 
tion immediately  after  labor  on  account  of  severe  hemorrhage 
from  the  lacerated  wound.  All  forms  of  laceration  of  the 
cervix  should  be  operated  upon.  It  should  be  remembered 
that  cancer  of  the  cervix  is  most  likely  to  originate  in  an  old 
laceration  and  the  woman  should  be  protected  from  this 
danger. 

Clinton  Gushing  recommends  immediate  suture  of  the 
lacerated  cervix  in  childbirth;  he  says  that  if  the  mother's 
condition  is  not  favorable  immediately  after  accouchement,  the 
stitching  can  be  delayed  for  six  and  even  twelve  hours,  but 
not  longer  if  union  by  first  intention  is  to  be  expected,  and 
primary  union  is  of  the  most  importance,  for  unless  it  occurs 
you  might  as  well  let  the  woman  alone,  and  do  the  secondary 
operation  some  months  later. 

Dr.  Emmet  says  the  operation  of  suturing  is  called  for  in 
every  instance  where  the  condition  is  evident.  As  he  ascribes 
sterility  to  laceration,  he  holds  this  also  as  an  indication  for  the 
operation. 

Geo.  C.  Waiss  says  that  the  question  may  arise  after  the 
operation  ujXDn  the  cervix,  how  this  will  affect  the  patient  in 
future  labor.  Will  the  tissues  relacerate,  and  another  opera- 
tion become  necessory?     To  this  question,  I  will  answer:  "  If 
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you  have  removed  all  diseased  tissue  present  and  have  a  cervix 
as  nearJy  normal  as  nature  intended  you  will  encounter  but 
little  trouble,  providing  no  infection  follows  confinement." 

M.  Beverly  gives  the  results  of  twenty  cases  of  Emmet's 
operation.  Of  these  eighteen  healed  entirely  by  first  intention, 
two  only  partially,  of  these  he  repeated  the  operation  on  one, 
with  successful  result  and  the  other  case  left  the  hospital  be- 
fore he  could  do  so.  He  examined  several  since  the  operation 
and  found  the  condition  of  the  os  and  cervix  most  satisfactory, 
the  size  and  position  of  the  uterus  normal. 

Since  the  most  recent  literature  upon  the  subject  shows  an 
increasing  tendency  to  undertake  the  immediate  operation,  and 
when  we  consider  the  later  dangers  of  a  lacerated  cervix  to 
the  patient  and  the  natural  repugnance  that  exists  in  many 
cases  to  the  secondary  operation,  together  with  the  serious 
consequences  resulting  from  the  neglected  cervical  injuries, 
the  question  naturally  arises :  is  it  not  better  to  at  once  unite 
the  raw  surfaces  and  thus  eflfect  two  purposes?  First,  the 
closing  of  an  avenue  by  which  infectious  material  may  enter; 
and  second,  the  avoidance  of  sequelae  which  may  follow  from 
the  neglect  to  rectify  the  condition  later. 
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"  THE  HOMEOPATHIC  REMEDY  IN  GYNECOLOGI- 
CAL CASES." 

UY  D.  C.  KLINE,  M.  !>. 

It  would  seem  quite  unnecessary  for  me  to  attempt  to 
demonstrate  or  argue  to  this  assembly  the  truth  of  homeopathy. 
As  it  is  an  established  fact  that  drugs  prescribed  according  to 
the  law  of  similars  will  cure  disease  of  the  body,  and  as  the 
circulation  of  the  blood  extends  to  all  organs  and  tissues,  why 
should  we  not  be  able  to  conquer  disease  in  one  organ,  or  por- 
tion of  the  anatomy  as  readily  as  in  another? 

If  a  patient  calls  upon  you  suffering  from  an  attack  of  bron- 
chitis, or  you  are  called  to  one  bedfast  with  pneumonia,  another 
with  hepatitis,  or,  again  with  gastritis,  or  even  with  meningitis, 
you  do  not  suggest  or  consider  for  a  moment  the  prudence  or 
wisdom  of  removing  the  bronchi,  lungs,  liver,  stomach,  or  brain 
to  remedy  the  disease  and  suffering.  You  would  likely  sit 
down  and  examine  your  patient  carefully,  methodically,  and 
then  begin  to  hunt  for  the  simillimum. 

In  gynecological  practice  we  have  all  grown  somewhat  in- 
different, or  careless  about  the  homeopathic  prescription.  In 
the  hustle  and  hurry  of  our  busy  life  we  too  often  fail  to  exer- 
cise the  great  care  in  prescribing  for  disease  of  these  organs 
as  we  would  for  a  similar  condition  in  other  organs  of  the 
body;  hence,  too  often  do  we  readily  advise  and  insist  upon 
some  manner  or  method  of  operative  measures. 

This  is  the  day  of  *'  fads  and  fancies  "  in  the  practice  of 
medicine.  There  are  so  many  side-lines  of  treating  the  sick  at 
the  present  time,  that  indeed  it  is  a  serious  question  whether  the 
medicinal  treatment  of  disease  will  not  eventually  be  relegated 
to  a  seconfl  or  third  place.  True  it  is  that  the  medicinal  treat- 
ment should  be  assisted  by  all  hygienic,  dietetic,  and  other 
means  of  help ;  but  we  must  watch  carefully  in  order  to  retain 
our  present  position,  for  the  human  mind  is  wonderfully 
peculiar  in  its  mode  of  action  and  ever  ready  to  grasp  a  new 
theolog>%  or  a  new  or  varied  method  of  treating  the  sick. 

Note,  if  you  please,  the  wonderful  growth  in  the  acceptance 
of  so-called  "Christian  Science,"  which  really  amounts  to 
psychological  treatment;  again  the  osteopathic  method  of  re- 
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lieving  the  sick  body,  which  seemingly  does  not  vary  so  much 
from  massage ;  electricity  in  its  various  uses. 

And  then  the  vibrator  method  and  various  other  forms,  any 
way,  or  some  way  to  equalize  the  circulation,  whether  it  be 
by  psychological  influencing  of  the  mind  and  nervous 
system,  thereby  controlling  the  circulation,  or  by  some  mechan- 
ical means,  aiding  in  the  restoration  of  a  normal  body. 

All  these  methods  seem  to  prove  partially  beneficial,  hence, 
have  numerous  adherents;  therefore,  it  behooves  us  to  keep 
ever  on  the  alert,  constantly  painstaking,  if  we  would  maintain 
our  present  advanced  position  of  treating  the  sick  by  the 
homeopathic  system  of  medicinal  treatment. 

This  lack  of  care  is  not  alone  prevalent  in  the  homeopathic 
ranks,  but  probably  even  more  manifest  among  our  old-school 
friends,  as  I  am  under  the  impression  that  many  of  their  capa- 
ble and  successful  physicians  rely  almost  entirely  upon  less 
than  half  a  dozen  different  prescriptions  in  their  work,  for  any 
and  all  varied  or  variable  patients  and  diseases. 

Of  all  methods  of  modes  of  treating  and  curing  the  sick, 
none  other  can  compare  favorably  with  homeopathy.  It  is 
the  most  scientific  and  successful  means  of  relieving  and  curing 
the  diseased  body  that  the  human  mind  has  ever  yet  advanced 
or  promulgated.  It  is  a  scientific  law — ^and  just  as  applicable 
in  the  treatment  of  disease  of  the  generative  organs  as  it  is  to 
other  organs  of  the  body,  hence,  to  be  a  gynecologist  in  the 
full  sense  of  the  word  means  that  you  should  be  capable  of 
prescribing  just  as  accurately  for  the  diseases  in  that  line,  and 
expect  just  as  good  results  from  the  homeopathic  prescription, 
as  does  the  heart  or  lung  specialist  in  his  line. 

When  the  general  practitioner  calls  in  a  chest  specialist,  or 
consultant,  he  not  only  looks  to  him.  to  diagnose  the  difficulty 
his  patient  is  suffering  from,  but  he  wants  him  to  name  the 
treatment  that  will  relieve  the  patient.  Thus  when  that  prac- 
titioner calls  in  a  gynecological  consultant,  he  looks,  first — for 
him  to  make  a  careful  and  accurate  diagnosis,  and  secondly, — 
to  outline  the  very  best,  easily  applied,  scientific  mode  of  over- 
coming the  disease.  Therefore,  the  consultant  should  be  fully 
versed  and  informed  upon  the  applicability  of  the  homeo- 
pathic drug,  and,  where  it  is  possible  to  effect  a  cure  by  medi- 
cinal treatment,  to  do  so.  If  the  disease  is  too  deep-seated  for 
a  cure  to  be  effected  by  the  carefully  selected  homeopathic 
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remedy,  or  the  pathological  changes  in  the  organs  or  tissues 
too  great,  then  and  only  then  should  operative  measures  be 
considered  and  instituted. 

In  other  words,  the  gynecological  specialist  should  be  first 
and  foremost,  a  good,  competent  homeopathic  prescriber  for 
gynecological  diseases,  and  also  ready  and  capable  of  insti- 
tuting whatever  surgical  procedures  are  indicated. 

There  are  many  instances,  of  course,  where  it  is  the  height 
of  folly  to  attempt  the  restoration  to  health  by  drug  action; 
this  would  be  equally  undesirable  and  as  much  to  be  deplored 
as  the  other ;  but  it  is  the  "  middle  of  the  road  "  that  we  urge. 
Use  an  instrument,  remove  an  organ,  only  when  the  remedy 
will  not  effect  the  cure.     Be  a  physician  first,  a  surgeon  next. 

If  a  congested  or  inflamed  lung  can  be  relieved  or  cured  by 
the  homeopathic  prescription,  why  not  an  ovaritis,  salpingitis, 
endometritis,  metritis,  cervicitis,  or  vaginitis?  Perhaps  not 
quite  so  readily,  but  methinks  it  is  many  times  due  to  the  fact 
that  we  are  not  sufficiently  painstaking,  do  not  differentiate 
and  individualize  our  cases  as  carefully  as  we  could,  should, 
or  might  do. 

As  we  have  previously  stated,  each  case  must  be  individual- 
ized, and  the  simillimum  selected.  But  allow  me  to  call  your 
attention  to  just  a  few  remedies  that  are  applicable  for  the 
various  gynecological  ailments,  or  diseases,  as  in  the  diseases 
of  the  ovaries. 

Apis  mel  is  exceptionally  useful,  particularly  in  enlarged  and 
painful  right  ovary.  Here,  also,  we  find  bella.  stands  well, 
especially  with  downward  pressure,  and  pains  come  and  go 
suddenly. 

Bryonia;  here  the  ovary  is  sore  to  touch  or  pressure;  par- 
ticularly useful  if  accompanied  with  rheumatic  pains,  as  is 
also  rhus  tox.  Hamamelis  following  injuries,  inflammation 
develops  after  a  blow.  Lachesis,  lycopodium,  cimicifuga, 
colocynth,  sepia,  sulphur,  thuja  are  all  valuable  and  service- 
able when  properly  indicated. 

In  endometritis  and  metritis  we  often  find  hydrastis  one  of 
the  most  useful  remedies;  weak,  sickly,  cachectic  appearance 
of  the  woman,  digestion  is  poor,  with  diarrhea  or  constipation, 
ugly  leucorrheal  discharge,  which  is  tenacious;  sensitive  and 
ulcerated  cervix. 

With  kreosote  the  uterus  is  heavy  and  dragging;  dirty,  yel- 
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low,  thick  leucorrhea  which  corrodes  the  vulva  and  stains  the 
linen,  making  it  stiff,  difficult  to  wash  out,  decidedly  offensive 
odor.  The  last-named  symptom  is  also  characteristic  of  nitric 
acid.  Kreosote  is  often  useful  in  malignant  conditions  of  the 
uterus. 

Lachesis  furnishes  us  a  deep-acting  remedy ;  patient  here  is 
exceedingly  sensitive  over  uterine  region,  always  worse  after 
sleep.     Especially  useful  during  the  menopause. 

Arsenicum,  sepia,  and  sabina  are  remedies  we  must  not 
overlook  in  these  inflammatory  conditions  of  the  uterus. 

Secale  cornutum  should  be  thought  of  particularly  where 
subinvolution  exists,  uterus  is  heavy  and  drags  down,  accom- 
panied with  leucorrhea. 

In  uterine  hemorrhages  we  should  not  follow  the  universal 
custom  of  our  old-school  friends  ard  think  only  of  ergot,  as 
we  have  numerous  remedies  that  are  highly  beneficial,  not 
only  for  temporary  relief,  but  permanently  curing  the  patient 
in  a  large  majority  of  instances.  Take,  if  you  please,  arnica, 
after  a  fall  or  injury,  pain. in  small  of  back,  head  hot.  ex- 
tremities cool.  Belladonna ;  flow  is  red  and  hot  as  it  passes  the 
vulva,  throbbing  headache,  full  pulse ;  often  useful  after  labor. 

Again  we  have  china,  where  there  is  atony  of  the  uterus, 
spasms  of  uterus, — when  patient  has  lost  considerable  blood 
and  there  is  marked  debility. 

Ferrum;  profuse  hemorrhage,  black,  thick  blood,  patient's 
face  is  red,  showing  vascular  excitement,  or  blood  may  be 
bright  red  and  thin.  Hamamelis  comes  in  where  there  are 
anemia  and  passive  hemorrhage;  blood  is  dark,  a  marked 
characteristic  is  that  the  flow  ceases  at  night  but  appears  again 
next  day. 

In  ignatia  we  have  a  wonderful  remedy  for  those  nervous 
women  who  sigh  and  feel  that  they  must  cry. 

While  in  ipecac  we  always  find  that  predominating  symptom 
of  the  drug,  nausea,  or  possibly  vomiting  and  gushing  of 
bright,  red  blood;  especially  useful  after  childbirth  or  mis- 
carriage. 

Thus  we  might  go  on  with  sabina,  millefolium,  trillium,  and 
hosts  of  others  without  exhausting  this  great  storehouse  of 
knowledge. 

Again,  in  that  worrying  class  of  patients,  especially  young 
girls,  who  are  so  frequently  annoyed  with  that  condition  of 
vicarious  menstruation,  we  l(K)k  for  Pulsatilla,  if  the  patient 
be  of  that  mild,  tearful,  yielding  disposition ;  or  bryonia,  with 
stitching  pains  in  lower  abdomen,  increased  by  the  slightest 
motion;  digitalis,  where  the  heart  symptoms  are  pronounced; 
then  too,  we  find  sanguinaria  useful,  where  there  is  intense 
headache,  face  red  and  hot. 

Let  us  not  forget  that  in  the  ready  use  of  the  homeopathic 
prescription  lie  the  strength  and  future  existence  of  our  school. 
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THE  TREATMENT   OF   POST-OPERATIVE 
VOMITING.* 

BY  HOMER  I.  OSTROM,  M.   D.,  NEW  YORK. 

Mr.  President,  and  Members  of  this  Society: 

Through  the  courtesy  of  your  Chairman,  I  am  honored  with 
an  invitation  to  present  a  subject  for  your  discussion.  I  have 
selected  The  Treatment  of  Post-operative  Vomiting,  not  with 
the  expectation  of  submitting  any  new  or  original  points  for 
your  consideration,  but  rather  with  the  intention  of  giving  you 
the  resuks  of  my  more  than  a  quarter  of  a  century  of  experi- 
ence in  active  operative  surgery,  and  of  receiving  in  return 
the  fruits  of  your  own  valuable  experience.  You  see,  there- 
fore, that  my  motive  is  not  altogether  unselfish,  and  that  I 
am  taking  advantage  of  your  invitation,  in  the  interest  of  per- 
sonal gain. 

I  divide  post-operative  vomiting  into  two  classes.  First, 
that  which  depends  upon  the  anesthetic.  I  do  not  believe  the 
vomiting  that  immediately  follows  an  operation  bears  any  con- 
stant relation,  either  to  the  nature  of  the  operation  or  to  the 
organs  involved  in  the  manipulation.  It  is  caused  by  an  anes- 
thetic toxine  acting  upon  the  vomiting  center,  and  is,  at  least 
in  the  beginning,  an  uncomplicated  surgical  sequela.  Second, 
that  which  occurs  independently  of  the  anesthetic,  and  depends 
upon  a  profound  toxemia,  that  is,  the  product  of  septic  intoxi- 
cation. This  variety  also  acts  through  the  vomiting  center, 
but  the  differences  in  etiology  are  so  widely  apart,  and  their 
clinical  histories  so  unlike,  necessitating  w^holly  diverse 
methods  of  treatment,  that  practically,  and  for  the  purpose  of 
treatment,  the  classification  will  stand.  It  is,  however,  impor- 
tant for  us  to  differentiate  between  these  tw^o  varieties  of  post- 
operative vomiting,  for  failure  to  recognize  the  graver,  or 
septic  form  may  lead  to  serious  consequences.  Let  us  pause 
a  moment  for  this  purpose. 

Broadly  stated,  anesthetic  vomiting  begins  with  the  an- 
esthetic, or  soon  after  the  completion  of  the  operation  be- 
fore   the    patient    has    recovered    consciousness,    and    should 
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under  ordinary  conditions  disappear  within  twenty-four  or 
thirty-six  hours.  Vomiting  that  continues  beyond  this  period 
indicates  either  an  individual  susceptibiUty,  the  development 
of  ileus,  or  the  onset  of  septic  intoxication.  One  diagnostic 
symptom  that  I  regard  as  possessing  especial  value,  is  the 
systemic  depression  that  always  precedes  anesthetic  vomiting. 
The  thready  pulse,  the  almost  facies  Hippocratica,  the  sudden 
cold  sweat,  indicating  shock  to  the  central  nervous  system, 
warn  us  of  an  oncoming  attack  of  emesis,  the  condition  not 
being  relieved  until  the  stomach  has  emptied  itself  of  its  con- 
tents, and  local  irritation  removed.  This  clinical  picture 
does  not  belong  to  the  post-operative  vomiting  of  sepsis, 
nor  does  it  accompany  the  regurgitant  emesis  of  intestinal 
obstruction.  The  vomiting  proceeds  from  the  stomach 
in  the  anesthetic  variety;  in  that  which  belongs  to  septicemia, 
or  ileus,  which  does  not  develop  until  the  anesthetic  toxine 
has  become  more  or  less  expended,  the  mouth  fills,  and  from 
it  the  matter  is  expelled;  or  the  stomach  is  forcibly  emptied 
without  nausea.  There  will  be  other  symptoms,  the  presence, 
or  absence  of  which  serve  to  establish  a  differential  diagnosis, 
constipation,  tympanitis,  pyrexia,  without  which  the  clinical 
picture  is  not  complete;  but  as  the  condition  of  the  vomiting 
center  is  frequently  the  dial  upon  which  is  early  recorded  a 
post-operative  liistory,  we  should  learn  to  read  it,  and  give 
each  figure  due  significance. 

My  few  remarks  concerning  treatment  will  be  confined  to 
the  anesthetic  phase  of  post-operative  vomiting,  the  graver 
forrfi  possesses  a  significance  proportionate  to  the  state  of 
which  it  is  merely  a  symptom,  and  its  discussion  opens  the 
vast  questions  of  septic  intoxication,  and  other  surgical  casual- 
ties, and  cannot  be  considered  apart  from  these  systemic  con- 
ditions. 

Some  persons  possess  an  immunity  against  the  emetic  action 
of  an  anesthetic,  but  this  effect  is  almost  universal.  The  de- 
gree of  susceptibility  may  vary  in  the  same  individual 
under  different  conditions,  and  while  we  are  not  justified  in 
attaching  a  very  grave  significance  to  this  post-operative 
symptom,  there  can  be  no  doubt  that  it  adds  greatly  to  the 
quota  of  exhaustion,  and  hence  predisposes  to  surgical  shock. 
It  also  prevents  the  early  adoption  of  methods  looking  to  con- 
structive  metabolicm,    for    in    the    irritaMc   condition   of   the 
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stomach  that  forms  a  part  of  post-operative  vomiting,  nutrition 
must  usually  be  maintained  through  the  slowly  absorbing 
mucous  membrane  of  the  rectum.  The  cases,  especially  of 
abdominal  surgery,  that  escape  with  a  minimum  degree  of 
vomiting,  suffer  less  from  nervous  exhaustion,  earlier  reach  a 
period  when  the  necessary  waste  can  be  repaired,  and  more 
rapidly  convalesce,  than  those  in  whom  this  symptom  has  been 
well  pronounced. 

It  has  been  demonstrated  that  a  focus  of  nervous  energ>' — 
the  vomiting  center — situated  in  the  medulla  presides  over  the 
rather  complicated  function  of  vomiting.      Exactly  how  the 
irritation  is  brought  about  by  the  anesthetic,  is  not  clear.     Two 
methods  are  suggested:   absorption  through  the  respiratory 
apparatus,  or  actual  contact  with  the  gastric  mucous  mem- 
brane.     Both    may    be   operative.      Absorption    through   the 
lungs,  whereby  the  toxic  irritant  reaches  the  vomiting  center, 
is  essential  to  the  administration  of  an  anesthetic,  and  explains 
those  not  infrequent  cases  in  which  vomiting  occurs  during 
the   first   stages   of   anesthesia,   before   a   sufficient   quantity 
can  have  been  taken  to  reach  the  stomach,  even  through  ab- 
sorption.    Such  cases  are  matters  of  record,  the  mere  odor  of 
the  anesthetic  frequently  being  sufficient  to  induce  nausea  and 
vomiting.     On  the  other  hand,  the  history  of  anesthetic  vomit- 
ing admits  of  little  doubt  that  the  stomach  is  the  most  impor- 
tant receptacle  through  which  the  vomiting  center  is  reached. 
To  effect  this  irritation  it  is  not  necessary  that  the  anesthetic 
should  be  swallowed — a  process  that  belongs  to  the  late  stages 
of  anesthesia — conclusive  experiments  having  shown  that  both 
ether  and  chloroform  are  absorbed  into  the  circulation,  and 
later  excreted  by  the  cells  of  the  gastric  mucous  membrane, 
upon  which  they  then  exert  their  specific  action.     This  action 
on  the  secretions  of  the  stomach  will  be  favored  by  any  condi- 
tions that  minimize  their  natural  inhibitory  powers;   atony, 
dilatation,   chronic   catarrh,   and   when   these   exist  we  may 
reasonably   look    for    a   corresponding   degree   of   anesthetic 
vomiting. 

The  practical  importance  of  this  question  is  related  to  treat- 
ment, for  by  whatever  avenues  the  vomiting  center  is  reached, 
we  must  endeavor,  either  to  obtund  its  sensitiveness,  to  limit 
the  absorption  of  the  toxine,  or  to  neutralize  the  irritating 
character  of  the  anesthetic,  and  soothe  the  gastric  mucous 
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membrane.  To  the§e  essentials  in  the  treatment  of  anesthetic 
vomiting  we  will  now  turn  our  attention. 

At  the.  outset  I  must  confess  that  while  I  am  increasingly 
eager  to  apply  drugs  to  the  science  of  surgery,  and  more  fre- 
quently avoid  operations  by  their  exhibition  than  formerly.  I 
do  not  rely  alone  upon  the  indicated  remedy  to  control  anes- 
thetic vomiting.  I  think  I  have  tried  every  medicine  that  our 
materia  medica  suggests,  but  cannot  speak  with  enthusiasm  of 
what  has  been  accomplished  by  the;r  use  in  my  hands.  Cases 
of  postToperative  vomiting  are  very  similar,  arising  as  they  do 
from  very  definite  causes  and  definite  conditions,  and  person- 
ally I  am  unable  to  clearly  differentiate,  either  between  the 
remedies,  or  the  cases,  and  though  I  do  not  by  any  means 
discard  drugs,  I  place  more  reliance  on  the  preparation 
of  my.  patient;  on  a  system  of  treatment  that  concerns  the 
eliminating  organs;  on  a  hygienic  reg^ime  that  not  only  fits 
them  to.  continue  their  normal  action,  but  enables  them,  when 
called  upon,  to  perform  extra  function  with  success  and  with- 
out fatigue.  Thus  we  reduce  the  toxines  that  are  absorbed, 
and  remove  them  from  the  system. 

The  intestines,  the  liver,  the  kidney,  the  lungs,  each  receives 
its  share  of  attention.  The  digestive  tract — the  majority  of 
patients  who  present  for  operation,  especially  women,  have  an 
inactive  intestinal  canal,  more  or  less  filled  with  torpid  fecal 
material — is  emptied  with  some  mild  saline,  or  with  cascara 
extract,  which  acts  remarkable  well  in  these  cases.  The  liver 
is  whipped  into  activity  with  a  few  doses  of  mercurius  dulc. ; 
the  kidneys  are  washed  out  with  the  forced  ingestion  of  fil- 
tered, or  distilled  water ;  the  skin  is  made  active  by  warm  baths 
and  massage,  and  the  lungs  are  emptied,  and  deeply  filled,  by 
exercises  that  expand  the  chest.  The  exigencies  of  a  particu- 
lar case  may  not  permit  carrying  out  these  preparations  in  de- 
tail— preparations  that  also  make  for  the  general  success  of  the 
operation — but  the  results,  so  far  as  the  control  of  post-opera- 
tive vomiting,  will  amply  repay  any  degree  of  care  and  atten- 
tion that  it  may  be  possible  to  bestow  upon  this  part  of  the 
preparatory  treatment. 

It  is  also  important  to  correct  gastric  derangements,  for  if 
the  secretions  of  the  stomach  are  defective,  either  in  quality  or 
in  quantity,  their  resisting  powers  are  in  that  measure  de- 
creased and  the  organ  becomes  a  dangerous  point  of  local 
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irritation,  and  a  surface  for  the  absorption  of  toxines,  a  factor 
in  the  etiology  of  many  other  surgical  casualties. 

Careful  diet  for  a  few  days,  or  even  for  twenty-four  hours 
if  more  time  cannot  be  had.  will  accomplish  much.  The  with- 
holding of  all  food  that  irritates  the  lining  of  the  stomach,  or 
that  increases  the  acidity  of  the  blood,  will  form  a  part  of 
the  post-operative  treatment  of  surgical  cases. 

Stomach  lavage  is  a  valuable  adjunct  to  the  preparatory 
treatment.  If  the  patient  is  accustomed  to  swallow  a  tube, 
it  may  be  used,  but  lavage  can  be  very  efficiently  carried 
out  by  drinking  several  times  during  the  day,  large  quantities 
of  water  containing  sufficient  bicarbonate  of  soda — which  pos- 
sesses the  further  advantage  of  increasing  the  alkalinity  of  the 
blood — to  cause  its  ejection.  Even  if  I  do  not  consider  it 
necessary  to  wash  out  the  stomach,  it  has  become  a  routine 
practice  with  me  to  have  my  patients  drink  at  least  a  pint  of 
water,  half  an  hour  before  the  time  set  for  the  operation.  The 
stomach  as  a  channel  for  the  absorption  of  toxic-charged 
mucus,  is  thus  to  a  considerable  degree  made  inert,  and  its 
mucous  membrane  rendered  less  susceptible  to  irritation.  Our 
great  polychrests,  nux  vomica,  bryonia,  sulphur,  I  find  of 
frequent  application,  and  useful  in  correcting  an  atonic 
stomach,  and  in  preparing  it  for  the  digestion  of  food.  To 
these  remedies  I  would  add  hydrastis.  In  catarrh  of  the 
stomach,  either  acute  or  chronic,  it  has  no  equal,  and  possesses 
in  addition  a  general  tonic  action. 

The  limited  time  at  our  command  may  oblige  us  to  begin  our 
treatment  immediately  before  the  operation,  or  even  after  it  is 
finished.  What  can  be  done  medicinally  before  taking  an 
anesthetic  to  render  less  sensitive  the  vomiting  center? 

For  many  years,  in  cases  in  which  I  consider  anti-operative 
treatment  desirable,  I  give  a  small  hypodermic  of  morphine, 
half  an  hour  before  operating,  and  I  am  confident  that  the 
patients  so  treated,  especially  if  the  morphine  is  combined  with 
atropine,  have  passed  through  the  post-operative  period  with 
a  minimum  degree  of  stomach  disturbance. 

Recently  I  have  Ix^en  favorably  impressed  with  the  prophy- 
lactic action  of  chloretone  upon  post-operative  vomiting.  As 
a  hypnotic  it  affects  the  central  nervous  system,  at  the  same 
lime  controlling  hypersecretion  of  the  mucus  membranes,  and 
in  doses  of  ten,  or  fifteen  grains,  dry  on  the  tongue,  followed 


562  Homer  I.  Ostrom,  M.  D. 

with  one  or  two  ounces  of  warm  water,  administered  half  an 
hour  before  operation,  I  have  succeeded  in  diminishing  anes- 
thetic emesis,  when  there  was  every  reason  to  expect  that  it 
would  be  troublesome.  The  patients  so  treated  are  without 
nervousness;  they  take  the  anesthetic  quietly,  and  recover 
quickly,  with  little  of  the  usual  post-operative  discomfort. 

I  have  no  experience  with  the  hypodermic  use  of  1-150  of 
a  grain  of  scopolamine,  and  1-16  of  a  grain  of  atropine,  ad- 
ministered one  hour  before  operating.  It  is  well  spoken  of. 
Under  the  action  of  these  drugs  the  secretions  of  the  mouth 
and  throat  are  said  to  become  greatly  lessened,  and  the  swal- 
lowing of  mucus  saturated  with  the  anesthetic  is  in  consequence 
avoided. 

Thus  far  I  have  spoken  of  the  preparatory  treatment,  of 
what  can  be  done  before  giving  the  anesthetic  to  obtund  the 
vomiting  center  and  reduce  gastric  irritation. 

Since  the  employing  of  skilled  anesthetists,  post-operative 
vomiting,  as  well  as  other  surgical  casualties,  have  become  less 
troublesome,  for  it  goes  without  saying,  that  the  effect  of  a 
poison  is  in  direct  ratio  to  the  size  of  the  dose.  Under  the 
old  regime  the  patient  was  literally  saturated  before  the  stage 
of  anesthesia  had  been  reached,  the  slow  giving,  and  resisting 
reception,  making  necessary  a  large  quantity  of  the  anesthetic. 
But  now  a  minimum  dose  is  given,  with  rapid  reaching  of  the 
nerves,  and  a  corresponding  slight  toxemia  of  the  vomiting 
center. 

I  do  not  think  any  certain  determining  influence  can  be 
attached  to  the  special  anesthetic  used,  toxemia  of  the  vomiting 
center  being  an  essential  feature  of  general  anesthesia,  with- 
out reference  to  the  agent  employed.  More  depends  upon  the 
size  of  the  dose,  and  the  method  by  which  it  is  administered, 
than  upon  the  anesthetic.  Chloroform  and  ether  still  remain 
the  most  trustworthy  and  widely  employed  anesthetics,  but 
with  the  present  initial  use  of  nitrous  oxide  gas,  or  ethylic 
bromide  for  short  operations,  or  Schlich's  solution,  all  of  which 
seek  to  fix  the  individual  minimum  dose,  and  to  accomplish 
rapid  saturation,  post-operative  vomiting  is  robbed  of  much  of 
its  former  terrors,  but  when  one  entirely  escapes,  the  case  may 
be  regarded  as  an  idosyncrasy,  or  indicative  of  an  unusually 
insensitive  vomiting  center. 

It  is  my  practice  in  many  cases,  especially  when  post-opera- 
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tive  vomiting  is  anticipated,  to  wash  out  the  stomach  with  the 
stomach  tube  before  the  patient  leaves  the  operating  table.  To 
be  effective  this  must  be  done  during  unconsciousness,  even  if 
anesthesia  is  maintained  longer  for  that  purpose,  and  continued 
until  the  fluid  returns  perfectly  clear,  and  free  from  mucus. 
A  pint  of  water  should  then  be  poured  into  the  stomach,  and 
the  tube  withdrawn  before  it  flows  out. 

Upon  the  hypothesis  that  a  toxine  is  rendered  less  active  by 
dilution  of  the  blood,  if  the  case  is  an  abdominal  one  of  gravity, 
even  though  irrigation  is  not  called  for.  I  frequently  pour  a 
quantity  of  normal  salt  solution  into  the  peritoneal  cavity, 
leaving  it  to  be  taken  up  by  the  lymphatics,  a  process  favored 
by  raising  the  foot  of  the  bed,  which  throws  the  fluid  against  the 
diaphragm,  where  it  is  readily  absorbed.  Similar  results  may 
be  accomplished  with  enemas,  but  the  rectum  absorbs  slowly, 
especially  when  the  system  is  under  the  depressing  influence  of 
a  toxine,  and  if  the  peritoneum  is  available,  it  should  be  utilized 
for  this  purpose. 

If  in  individual  cases  there  is  reason  to  apprehend  excessive 
vomiting,  especially  if  the  patient  is  of  a  neurotic  tem- 
perament, and  before  the  operation  has  shown  an  abnormal 
sensibility  of  the  nervous  system,  I  have  had  good  results  from 
an  enema  containing  thirty  grains  of  the  bromide  of  soda,  given 
before  removal  from  the  operating  table.  A  further  indication 
for  this  use  of  the  bromide  is  when  nervous  excitement  delays 
anesthesia,  and  causes  it  to  be  illy  borne. 

I  have  not  found  that  the  inhalation  of  vinegar  or  acetic  acid 
exert  much  influence  over  vomiting,  or  cut  short  the  post- 
operative period  of  anesthesia.  Their  odor  is  to  some  persons 
extremely  unpleasant,  and  is  quite  liable  to  increase  emesis. 
Moreover,  there  is  no  well-founded  reason  for  believing  that 
these  agents  are  distinctly  antidotal  to  either  chloroform  or 
ether,  and  any  strong  odors  should  be  avoided  in  the  irritable 
state  of  the  stomach  that  attends  anesthetic  vomiting. 

Heat,  in  the  form  of  fomentations  applied  to  the  base  of  the 
brain,  is  a  truly  physiological  remedy,  and  may  assist  in  re- 
lieving the  congestion  of  the  vomiting  center,  which  probably 
represents  the  pathology  of  this  toxemia.  It  is,  however, 
difficult  to  use  nicely,  but  will  yield  prompt  results,  not  only 
controlling  vomiting,  but  at  the  same  time  exerting  a  quieting 
effect  upon  the  entire  nervous  system. 
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The  medical  treatment  of  post-operative  vomiting  is  embar- 
rassed by  the  fact  that  the  irritable  state  of  the  stomach  will 
frequently  not  permit  the  most  minute  dose  to  be  retained ;  it 
is  therefore  almost  essential  that  whatever  drugs  we  administer 
should  reach  the  circulation  by  other  avenues  than  the  stomach. 
Hypodermic  medication  is  for  this  purpose  the  most  available. 
Could  we  administer  antimony  tart.,  ipecacuanha,  cocculuc,  nux 
vom.,  apomorphia,  and  other  remedies  that  suggest  themselves, 
we  might  obtund  the  vomiting  center,  but  in  the  majority  of 
cases  we  cannot  do  this.  The  stomach  rejects  everything,  and 
one  of  the  most  frequent  general  indications  for  treatment  is. 
to  give  the  organ  perfect  rest. 

Morphine  is  exquisitely  similar  to  post-operative  vomiting, 
and  given  in  i-6  or  t-8  grain  doses  hypodermically,  will  fre- 
quently entirely  control  the  condition.  I  prefer  it  uncombined 
with  atropine  for  we  do  not  now  require  the  vasomotor  action 
of  the  latter  drug. 

Small  doses  of  heroin  have  been  similarly  exhibited,  but  I 
Tiave  more  confidence  in  morphine,  and  have  never,  even  in 
abdominal  surgery,  seen  the  untoward  symptoms  that  are  re- 
ported to  follow  its  use.  Like  every  other  great  remedy  for 
good,  the  abuse  of  morphine  may  develop  evil,  but  rightly,  and 
I  maintain,  homeopathically  administered,  it  is  a  powerful 
agent  in  our  hands. 

As  soon  as  the  patient  recovers  consciousness,  our  attention 
should  be  directed  to  the  elimination  of  the  anesthetic.  She 
should  be  encouraged  to  breathe  deeply  and  regularly,  expelling 
the  air  from  the  lungs  as  freely  as  possible,  and  again  filling 
them.  The  removal  of  the  toxine  from  the  blood  is  thus 
assisted.  Deep  inhalations  of  oxygen  aid  the  process  of  elimi- 
nation. 

But  I  place  my  chief  reliance  in  clearing  the  system  of  the 
anesthetic,  on  stomach  lavage.  By  this  means  we  get  rid  of 
the  saturated  gastric  mucus,  and  at  the  same  time  soothe  the 
irritated  lining  of  the  stomach. 

Lavage  is  more  thoroughly  accomplished  with  the  assistance 
of  the  tube,  which  should  be  used  if  the  patient  has  become 
accustomed  to  this  method  of  washing  out  the  stomach,  but  it 
is  not  necessary;  ordinarily  the  repeated  ingestion  of  warm 
water— containing  bicarbonate  of  soda  if  the  vomit  is  bilious — 
will  cleanse  the  stomach,  and  allay  gastric  hyperesthesia,  but  in 
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])ersistent  cases  this  will  not  be  sufficient,  and  we  must  resort 
to  the  use  of  the  stomach  tube. 

Prejudice  against  the  stomach  tube  is  largely  unfounded. 
Its  introduction  is  not  at  all  difficult,  and  is  attended  with  no 
more  than  temporary  discomfort  to  the  patient,  a  discomfort 
willingly  borne  for  the  relief  it  affords.  After  washing  out  the 
stomach  a  patient  will  frequently  ask  to  have  the  operation 
repeated. 

For  the  purpose  of  lavage  I  use  salt  solution,  and  pour  into 
the  stomach  at  each  washing  one  pint  and  a  half.  There  is 
nothing  gained  by  filling  the  stomach  to  the  point  of  conscious 
distention,  which  causes  the  organ  to  contract  painfully. 
Qeansing  can  be  thoroughly  done  by  introducing  a  small  quan- 
tity of  water  at  a  time,  which  is  at  once  allowed  to  flow  out  by 
inverting  the  mouth  of  the  tube.  This  process  should  be  re- 
peated until  the  water  returns  perfectly  clear.  Lavage  may  be 
repeated  as  often  as  the  condition  of  the  stomach  demands,  but 
frequently  after  the  first  washing  the  vomiting  is  so  far  con- 
trolled as  to  render  such  further  treatment  unnecessary. 

Occasionally  the  irritation  of  the  stomach  seems  to  be  in  ex- 
cess of  that  of  the  vomiting  center.  In  such  cases  a  solution 
of  boracic  acid  may  with  advantage  replace  the  salt  solution. 

The  rule  to  withhold  all  food  from  the  stomach  as  long  as 
vomiting  continues  is  a  safe  general  one  to  follow.  Digestion 
should  in  no  degree  be  taxed,  and  the  organ  must  enjoy  com- 
plete rest.  But  experience  discovers  that  this  rule  has  many 
exceptions,  and  that  it  cannot  be  too  exactly  enforced.  In  some 
cases  the  stomach  has  lost  its  tone,  has  become  atonic,  and  its 
own  secretions  are  then  converted  into  irritating  matter  which, 
because  of  a  vitiated  habit,  continue  to  excite  the  vomiting 
center.  Small  quantities  of  predigested  food,  peptonized  milk, 
beef  juice — many  articles  will  be  suggested  by  each  surgeon, 
from  his  own  experience — will  then  be  found  useful.  The 
stomach  calls  for  stimulation,  and  dry  champagne,  sometimes 
lager  beer,  the  bitter  taste  being  acceptable,  meet  the  require- 
ments. 

The  remedies  I  have  found  to  yield  the  best  results  in 
this  state,  are  capsicum  (drop  doses  of  the  tincture,  wxll  diluted 
with  water),  nux  vomica,  and  anacardium.  The  use  of  the 
latter  remedy  may  possibly  surprise  you,  but  it  has  proved  of 
value  when  the  stomach  is  exhausted,  and  vomiting  continues 
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because  of  the  inability  of  the  organ  to  regain  its  functionating 
powers.    Arsenicum  will  also  be  serviceable. 

Associated  with  anesthetic  vomiting,  there  is  frequently  after 
an  abdominal  operation  more  or  less  complete  atony  of  the 
intestines.  This  condition  does  not  appear  to  be  directly  con- 
nected with  toxemia  of  the  vomiting  center,  but  is  probably 
due  to  injury  of  the  abdominal  splanchnics,  incident  to  visceral 
manipulation.  Vomiting  is  not  relieved  as  long  as  this  con- 
tinues, the  generation  of  toxines  that  accompanies  retention 
of  the  intestinal  contents  serving  to  increase  the  already  present 
gastric  irritation.  It  therefore  becomes  necessary  to  restore 
the  function  of  the  intestines,  and  so  rid  the  system  of  the 
poison  they  contain.  Mercury  serves  this  purpose  well.  I 
prefer  it  in  the  form  of  calomel,  with  bicarbonate  of  soda,  and 
administer  it  in  divided  doses  until  one  grain  of  the  metal  has 
been  taken.  A  few  hours  after  the  last  dose,  a  dessertspoonful 
of  the  phosphate  of  soda  in  water  is  given,  or  the  sulphate  of 
magnesia,  in  saturated  solution.  It  has  sometimes  been  a  mat- 
ter of  astonishment  that  the  mercury  in  this  form,  and  the 
salines  are  so  well  borne,  even  by  a  hyperesthetic  stomach. 

This  is  usually  all  that  is  required  to  induce  free  action  of 
the  bowels,  and  when  such  takes  place,  vomiting  will  be  con- 
trolled, unless  septicemia,  or  ileus  complicate  the  case;  then 
more  vigorous  methods,  the  further  mention  of  which  is  out- 
side of  the  present  discussion,  become  necessary. 

Agreeably  with  this  line  of  treatment,  which  regards  the 
possibility  of  post-operative  vomiting  being  etiologically  related 
to  intestinal  atony,  some  very  remarkable  results  have  been 
obtained  from  the  use  of  eserine  salicylate.  This  alkaloid  of 
calabar  bean  (physostigmine)  exerts  a  very  definite  action 
upon  the  intestines,  causing  increased  peristalsis,  and  at  the 
same  time  hypersecretion  of  the  intestinal  glands.  These 
are  precisely  the  conditions  in  the  after-treatment  of  abdominal 
cases  that  we  court.  I  have  had  only  a  limited  experience 
with  eserine,  following  the  directions  laid  down  by  Dr.  D.  II. 
Craig,  but  have  been  favorably  impressed  with  the  results 
thus  far  obtained.  Eserine  acts  better  after  atropine, 
l-ioo  of  a  grain  given  by  mouth,  one  hour  before  the 
operation.  Eserine,  1-60  or  1-40  of  a  grain,  is  prepared 
in  a  hypodermic  syringe,  but  is  not  used  until  the  abdomen  is 

opened,  and  the  condition  of  the  intestines  ascertained.      If 
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protective  peritonitis  is  present,  with  walling-off  adhesions,  the 
injection  is  not  made,  fearing  that  the  peristalsis  induced  will 
defeat  nature's  efforts  at  repair ;  but  if  these  do  not  exist,  upon 
the  general  principle  that  peristalsis  is  desirable,  the  hypodermic 
is  given  before  proceeding  with  the  operation.  This  dose  may 
be  repeated  every  four  hours  after  it  becomes  apparent  that  the 
first  one  is  ineffective. 

There  is  little  doubt  that  peristalsis  and  .po3troperativc 
vomiting  rarely  coexist,  and  that,  with  the  establishment  of 
intestinal  activity  vomiting  cases.  In  the  cases  in  which  I 
have  used  eserine,  one  abdominal  hysterectomy,  complicated 
with  rather  extensive  adhesions,  which  necessitated  more  than 
usual  manipulation ;  one  appendectomy,  with  a  history  of  long- 
continued  intestinal  atony ;  two  vaginal  hysterectomies,  one  for 
carcinoma  of  the  cervix,  and  one  for  deciduoma  malignum ;  and 
one  intestinal  strangulation  caused  by  Meckel's  diverticulum, 
peristalsis  was  observed  within  a  few  hours  after  the  operation, 
and  some  of  the  cases  were  ones  in  which  post-operative 
vomiting,  falling  within  the  anesthetic  time  limit,  was  notably 
mild  in  character,  and  of  short  duration. 


568  Florence  N.  Ward,  M.  D. 

A  REPORT  OF  A  CASE  OF  CESAREAN  SECTION 
WITH  TWINS.* 

BY    FLORENXE    N.    WARD,    M.    D. 

This  case  is  considered  worthy  of  report  on  account  of  its 
many  remarkable  features. 

The  patient,  Mrs.  R.,  a  pale,  anemic  woman;  American; 
aged  forty-four  years;  married  fifteen  years;  nulliparous;  no 
inherited  disease.  Menstrual  history:  Puberty  at  seventeen 
years,  menstruation  every  twenty-eight  days,  duration  three  to 
live  days,  free  flow,  painless.  History  of  past  illnesses  nega- 
tive except  for  an  attack  of  peritonitis  fourteen  years  ago. 

The  patient  came  for  medical  treatment  at  the  Pacific 
Homeopathic  Polyclinic  July  8,  1904,  to  ascertain  the  cause  of 
cessation  of  menses  since  April  25,  1904.  Pelvic  examination 
disclosed  an  enlarged  uterus  studded  with  subperitoneal  fi- 
broids. The  whole  pelvis  was  sensitive  to  touch,  particularly 
on  the  left  side.  It  was  impossible  to  diagnose  between  meno- 
pause associated  with  a  fibroid  uterus  and  pregnancy.  The 
patient  was  kept  under  observation  each  week;  she  had  no 
nausea  or  vomiting,  but  suffered  great  pelvic  pain  with  pres- 
sure symptoms  worse  on  the  left  side.  Progressive  increase 
in  the  size  of  the  uterus  and  the  characteristic  softening  of  the 
uterine  and  vaginal  tissues,  together  with  increasing  mammary 
changes  made  the  diagnosis  of  pregnancy  positive. 

By  August  30,  18  weeks  from  the  last  menstruation,  the 
uterus  had  risen  to  the  height  of  the  umbilicus,  the  normal 
height  for  a  six  months'  pregnancy.  She  complained  con- 
stantly of  cramp-like  pains  through  the  pelvis,  soreness,  and 
great  distention  and  backache. 

By  September  16,  the  21st  week  of  pregnancy,  the  fundus 
was  5  cm.  above  the  umbilicus. 

By  October  7,  the  24th  week  of  pregnancy,  the  fundus  was 
8  cm.  above  the  umbilicus. 

By  October  25,  the  26th  week  of  pregnancy,  the  fundus  was 
10  cm.  above  the  umbilicus,  touching  the  costal  margins  on 
both  sides  (normally  at  this  period  the  fundus  should  have  been 
on  a  line  with  or  a  little  above  the  umbilicus).     The  cervix  was 
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lifted  well  out  of  the  pelvis,  none  of  the  uterine  contents  en- 
gaging in  the  superior  strait.  The  surface  of  the  uterus  was 
nodular,  particularly  at  the  left  side.  It  was  impossible  to 
map  out  the  uterine  contents  owing  to  the  non-engagement  of 
any  fetal  part  in  the  superior  strait,  the  extreme  tension,  and 
great  sensitiveness. 

On  November  11,  the  28th  week  of  pregnancy,  examination 
revealed  for  the  first  time  the  fetal  head  engaging  in  the  su- 
perior strait,  with  the  abdominal  tension  less  marked.  The 
patient  felt  somewhat  more  comfortable.  Slight  edema  of  the 
lower  extremities  was  reported  and  a  trace  of  albumen  found 
in  the  urine. 

By  November  22,  in  the  30th  week  of  pregnancy,  the  fundus 
of  the  uterus  was  14  cm.  above  the  umbilicus. 

On  December  6,  the  32d  week  of  pregnancy,  the  fundus  of  the 
uterus  was  2.5  cm.  below  the  ensiform.  Edema  of  the  lower 
extremities  was  markedly  increased,  extending  above  the  knees. 
Albumen  increased  in  quantity.  Pressure  symptoms  greatly 
intensified.  Patient  felt  weak,  complained  of  anorexia,  insom- 
nia, extreme  nervousness,  and  throbbing  headache.  Rapid 
urinary  examination  at  the  Polyclinic  showed  urine  to  be  half 
albumen  with  a  specific  gravity  of  1007  and  urea  elimination 
1.5  per  cent.  Her  condition  was  so  extreme  that  she  was  sent 
to  the  Homeopathic  Sanatorium  December  12,  1904. 

Pelvic  measurements  were  as  follows :  Interspinal,  26.5  cm. : 
intercristal,  31  cm.;  external  conjugate,  19  cm.  Fetus  was 
mapped  out  R.  O.  A.  Fetal  heart  sounds  144  to  right  and  be- 
low umbilicus.  With  increasing  size  of  the  uterus  the  sub- 
peritoneal fibroids  were  less  distinctly  marked,  a  large  mass  on 
the  left  side  could  be  distinctly  mapped  out. 

The  patient  was  put  to  bed  and  placed  under  vigorous  treat- 
ment to  combat  the  albuminuria.  In  spite  of  treatment  the 
condition  grew  worse  and  termination  of  pregnancy  was 
deemed  imperative. 

The  problem  presented  was,  By  what  method  should  the 
pregnancy  be  ended  in  the  fetal  as  well  as  the  maternal  in- 
terests? The  choice  of  methods  lay  between  accouchement 
force  and  Caesarean  action.  The  factors  against  accouchement 
force  were:  the  difficulties  involved  in  dilating  the  hard  un- 
yielding cervix  of  a  nuUiparous  woman  of  forty-four  years 
with  a  fibrowRtous  condition  of  the  uterus,  a  small  and  con- 
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tracted  vagina,  and  extreme  sensitiveness  rendering  even  a 
digital  examination  difficult. 

The  abnormal  development  of  the  uterus  throughout  the 
pregnancy  gave  a  sense  of  uncertainty  as  to  what  conditions 
would  be  found  or  what  complications  might  develop  at  the 
time  of  labor.  The  long-continued  manipulation  in  effecting 
accouchement  force  would  predispose  to  an  eclamptic  outburst, 
besides  exposing  the  patient  to  the  many  risks  of  septic  infec- 
tion and  also  the  strain  of  prolonged  labor. 

As  opposed  to  these  difficulties,  Caesarean  section  offered  a 
means  by  which  rapid  emptying  of  the  uterus  could  be  accom- 
plished with  an  open  field  to  observe  and  control  complications 
that  might  arise.  After  carefully  considering  the  many  as- 
pects of  the  problem,  Caesarean  section  was  the  method  chosen. 

On  December  25,  in  the  34th  week  of  pregnancy,  after  care- 
ful preparation  of  the  patient,  Caesarean  section  was  per- 
formed. The  patient's  temperature  before  the  operation  was 
98.5**,  pulse  100.  The  anesthetic  was  administered  by  Dr.  Nel- 
son Bailey.  The  assistants  were  Drs.  Ida  B.  Cameron  and 
Joseph  Brooks.  Physicians  present  were  Drs.  Sidney  Worth, 
C.  D.  Potter,  Martin  McAulay,  Walter  Tumbull,  Geo.  Star- 
bird,  Hicks,  and  the  Senior  class. 

The  operation  began  at  8.29  a.  m.  Incision  16  cm.  long  was 
begun  5  cm.  above  the  umbilicus,  carried  to  the  left,  down 
median  line  for  12.5  cm. 

Peritoneum  entered  at  8.30,  uterus  dark  red  in  color  present- 
ing. 

Median  incision  into  uterus  at  8.32,  placenta  presenting. 
Quantities  of  dark  blood  welled  up  from  placenta.  Placenta 
pushed  to  one  side. 

Child  in  R.  O.  A.  extracted  8.33.  Umbilical  cord  clamped 
and  cut. 

Second  child  found  cramped  into  fundus  of  uterus  pos- 
teriorly, dorsum  posterior.  Extracted  8.34.  Cord  clamped 
and  cut. 

First  placenta  removed  8.35. 

Second  placenta  situated  in  lower  uterine  segment  removed 
8.36. 

Uterine  cavity  well  sponged.  The  uterus  began  contracting 
as  soon  as  emptied  and  was  lifted  out  of  the  abdominal  cavity 
by  manual  pressure  on  the  abdominal  walls.    Contraction  be- 
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gan  at  fundus,  causing  marked  fluttering  between  cornua,  and 
passed  rhythmically  from  fundus  to  cervix.  The  peritoneal 
covering  over  the  uterine  body  contracted  into  fine  rugae  as  the 
organ  diminished  rapidly  in  size. 

Small  fibroids  were  found  in  the  anterior  wall  of  the  uterus. 
Notwithstanding  the  presence  of  the  fibroids,  a  Sanger  opera- 
tion was  chosen  instead  of  a  Porro,  as  the  uterus  contracted 
well  and  the  time  limit  was  so  important  a  factor  in  the  pro- 
foundly toxemic  condition  of  the  patient. 

Sutures. — 8.37  a.  m.,  deep  uterine  sutures  half  an  inch  apart. 
Superficial  Lembert  sutures. 

Uterus  closed  8.50  a.  m. 

Appendages  normal,  pampiniform  plexus  large,  engorged. 

Uterus,  size  of  child's  head,  returned  to  abdomen  8.50  1-2. 
Omertum  spread  over  intestines  and  behind  uterus. 

Abdominal  Sutures. — 8.52  a.  m.  Through-and-through  silk- 
worm gut.     Corset  suture.     Cutaneous  catgut  sutures. 

Abdomen  closed  at  9.09  a.  m. 

Time  of  operation  40  minutes.  Patient's  condition  good 
throughout.  Saline  solution,  subcutaneously,  §  v.  Fl.  ext. 
ergot  mxxv,  hypodermically.     Usual  abdominal  dressings. 

Patient  then  placed  in  lithotomy  position.  Vaginal  examina- 
tion revealed  the  cervix.  It  had  become  soft  and  patulous,  en- 
tirely changed  in  character  and  received  the  examining  finger 
with  ease.  Mucous  plug  removed.  Cervix  well  dilated  with 
Hegar's  dilators.  Strips  of  iodoform  gauze  introduced  into 
cervix. 

Placenta  and  Cords. — First  placenta  attached  to  anterior 
wall  of  uterus,  presenting  in  uterine  incision.  It  measured  15 
cm.  by  8.12  cm.  weight  §  x.     Cord  large,  length  45  cm. 

Second  placenta  attached  to  lower  uterine  segment.  It 
measured  20  cm.  by  11.25  cm.  weight  5  x.  It  showed  signs  of 
great  compression,  being  exceedingly  thin  throughout,  espe- 
cially at  the  edges  for  a  space  of  from  2.5  to  5  cm.  A  number 
of  spots,  varying  in  size  from  1.25  cm.  to  2.5  cm.  were  found 
absolutely  anemic.  The  membranes  were  firmly  adherent  to 
the  fetal  side  of  the  placenta  up  to  the  inner  margin  of  the 
extremely  thin  border.  Cord  measured  50  cm.  long,  very 
small:  the  veins  were  varicose  and  hung  from  the  cord  in 
flattened,  purplish  bunches  at  intervals  of  from  5  to  7  cm. 
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This  varicose  condition  extended  to  the  branching  veins  on  the 
placenta. 

Post-operative  record, — The  patient  reacted  well  after  the 
operation,  pulse  1 12,  temperature  normal.  At  three  o'clock  in 
the  afternoon  an  eclamptic  seizure  occurred,  pulse  increasing 
to  134;  patient  exceedingly  weak  and  prostrate  afterwards; 
cold  sweat  stood  out  on  body,  limbs  numb.  No  nausea  and 
vomiting  followed  the  operation.  Peptonized  milk  was  given 
early  and  retained.  Pulse  ran  from  120  to  130  for  a  number  of 
days;  temperature  normal  throughout,  however.  The  con- 
valescence pursued  a  normal  though  rather  tedious  course, 
owing  to  the  profound  weakness  of  the  patient.  The  edema 
disappeared  rapidly.  There  were  no  more  convulsions  after 
the  one  on  the  day  of  the  operation.  The  urine  cleared,  al- 
bumen gradually  disappeared  and  the  urea  rising  to  normal 
amount. 

The  stitches  removed  on  the  tenth  day.  Union  by  first 
intention.  Lochial  discharge  was  normal  except  that  it  was 
unusually  protracted,  lasting  over  three  weeks. 

The  patient  remained  in  the  Sanatorium  under  observation 
until  February  14,  1905,  when  she  was  discharged  perfectly 
well,  the  urine  normal  in  every  respect. 

Post-partum  Examination. — When  the  patient  was  dis- 
charged from  the  Sanatorium  the  uterus  was  well  involuted, 
freely  movable,  and  the  vaginal  fornices  free. 

There  was  very  little  if  any  effort  on  the  part  of  nature  to 
establish  the  mammary  function,  and  no  attempt  was  made  to 
stimulate  it  on  account  of  the  profound  anemia. 

The  Infants. — The  girl  was  extracted  first,  the  boy  followed 
rapidly.  Both  were  placed  in  a  hot  bath  until  respiration  was. 
established.  They  were  then  wrapped  in  cotton  and  placed  in 
an  Auvard  incubator  already  warmed  and  prepared  for  them. 
In  the  haste  attending  their  care,  they  were  not  weighed  until 
wrapped  in  cotton  ready  to  be  placed  in  the  incubator.  With 
their  wrappings,  the  boy  weighed  three  and  a  half  pounds  and 
the  girl  three  and  a  quarter. 

Early  feeding  was  inaugurated  with  human  milk  drawn  from 
a  mother  recently  confined  in  the  Sanatorium.  This  was  fe<t 
to  them  by  means  of  a  pipette,  drop  by  drop,  every  two  hours. 
The  incubators  were  kept  at  a  temperature  of  98  and  the  tem- 
perature of  the  room  at  80. 
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During  the  first  week,  the  babes  slept  almost  constantly,  tak- 
ing nourishment  well,  defecation  and  urination  being  normal. 
The  average  amount  of  nourishment  taken  daily  by  the  boy  was 
sixteen  drams,  and  by  the  girl  seventeen  drams. 

At  the  end  of  the  second  week  the  boy  weighed  two  pounds, 
thirteen  ounces,  and  the  girl  two  pounds,  eleven  ounces  (the 
first  authentic  weight  without  their  wrappings). 

During  the  third  week  the  treatment  was  about  the  same,  the 
daily  amount  of  nourishment  increasini^^  to  thirty-four  drams 


for  the  boy  and  thirty-one  for  the  girl.  At  the  end  of  this 
week  the  weights  were,  respectively,  for  the  boy  two  pounds 
fifteen  ounces,  and  for  the  girl  two  pounds  eleven  and  a  half 
ounces. 

By  January  12th,  four  weeks  after  delivery,  the  boy's  weight 
had  increased  to  three  pounds  two  ounces  and  the  girl's  to  two 
pounds  fourteen  ounces.  They  were  taking  their  nourishment 
still  by  means  of  the  pipette,  the  boy  having  an  average  of 
forty-five  drams  daily  and  the  girl  fifty-four  drams. 
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At  the  end  of  the  fifth  week,  the  babies  were  able  to  nurse 
from  a  bottle,  the  breast  milk  being  drawn  and  given  imme- 
diately. The  girl  had  gained  and  weighed  two  pounds  fifteen 
and  a  half  ounces,  while  the  boy  weighed  three  pounds  three 
ounces.'  The  average  amount  of  f(5od  taken  was  one  and  a- 
half  ounces  every  two  hours. 

On  January  29,  six  weeks  after  delivery,  the  twins  were  still 

taking,  on  an  average,  one  and  a  half  ounces  of  food  every  two 

.hofufs  and  had  gained  markedly,  the  boy  weighing  three  pounds 

eight  and  a  half  ounces  and  the  girl  three  pounds  one  and  a 

half  ounces. 

By  February  12,  when  the  babies  were  eight  weeks  old,  they 
were  taking  about  two  ounces  of  nourishment  at  each  nursing 
and  were  doing  well  in  every  way,  gaining  at  the  rate  of  an 
ounce  a.  day. 

By  Mj^rch  2,  eleven  weeks  after  delivery,  the  twins  had 
gained  decidedly;  at  this  time  the  boy  weighed  four  pounds 
four  ounces  and  the  girl  four  pounds  one  ounce.  They  were 
being  taken  out  of  the  incubators  for  a  little  while  each  day. 
The  boy  suddenly  developed  a  temperature  of  104**  with  all 
the  symptoms  of  pneumonia.  The  temperature  rose  steadily 
to  106.2°  and  with  it  great  pulmonary  distress.  He  was  fed 
during  this  time  with  a  pipette,  being  too  weak  to  nurse.  After 
two  days  the  temperature  began  to  drop  slightly,  but  the  babe 
was  still  very  weak.  Five  days  later  the  temperature  was 
normal  and  the  baby  gaining  once  more.  During  the 
same  time  the  girl  also  developed  a  slight  temperature,  but  hers 
was  not  alarming  and  was  soon  normal  again.  On  March  19, 
nine  days  after  the  development  of  the  first  symptoms  of 
pneumonia,  the  babes  were  in  good  condition  and  were  taken 
out  of  the  incubators  permanently.  The  boy  then  weighed 
four  pounds,  six  ounces,  and  the  girl  four  pounds,  nine  ounces. 
From  this  time  on  they  nursed  part  of  the  time  from  the  breast 
and  part  of  the  time  from  the  bottle,  and  were  bathed  and 
oiled  daily. 

On  April  27,  the  boy's  weight  was  five  pounds,  three  ounces, 
and  the  girl's  four  pounds,  fifteen  ounces,  and  both  were  pro- 
gressing normally  in  every  way.  They  are  now,  at  the  time 
of  this  report,  both  well  and  prospering. 

Statistics  of  Twins. — So  infrequently  do  we  have  Caesarean 
section  performed  on  a  gravid  uterus  containing  two  fetuses 
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that  it  has  been  interesting  to  niake  the  research  through  medi- 
cal literature  for  similar  cases.  Only  one  other  case  is  re- 
ported where  Caesarean  section  was  performed  with  twins, 
where  the  mother  and  twins  survived.  It  was  performed  by 
Dr.  E.  R.  Earle  in  Lucea,  Jamaica,  and  reported  in  the  Lancet, 
January  14,  1899,  p.  86.  The  operation  was  August  20,  1898, 
upon  a  negro  woman,  thirty  years  of  age,  who  had  been  in 
labor  forty-eight  hours.  The  pelvic  brim  was  obstructed  by  a 
fibroid  tumor  which  almost  completely  filled  it.  Male  child 
extracted  first,  after  which  another  child  situated  behind  the 
first,  breech  presenting,  was  delivered.  There  were  two  distinct 
placenta.  The  tumor  was  found  to  be  very  large,  involving 
almost  all  the  posterior  wall  of  the  uterus  and  extending  into 
the  pelvis.  The  uterine  incision  was  sutured  without  any  at- 
tempt to  remove  the  uterine  fibroid.  Later  examination 
showed  that  the  tumor  had  diminished  fully  one-third  in  size. 
The  mother  and  both  children  were  living  at  the  time  of  the  re- 
port, seven  weeks  after  the  operation. 

Dr.  Robert  Dickinson  performed  Caesarean  section  for  dys- 
tocia following  ventral  fixation  of  the  uterus  in  which  twins 
were  found;  both  children  survived,  but  the  mother  died  of 
shock  twelve  hours  after  the  operation. 

Abnormalities  of  Elderly  Primipara, — This  patient  verified 
the  observation  that  elderly  primiparae  are  more  prone  to  ob- 
normalities  during  their  pregnancy  and  labor  than  the  young 
mother. 

Twin  pregnancies  have  been  shown  by  statistics  to  be  much 
more  frequent  in  primiparae  of  advanced  age.  They  are  also 
much  more  prone  to  renal  disturbances  and  eclampsia  on  ac- 
count of  the  rigidity  of  their  muscles  and  the  limited  space  in 
the  pelvic  and  abdominal  cavities.  The  proportion  of  primi- 
parae to  multiparae  having  albuminuria  is  3  to  i. 

Another  abnormality  predisposing  this  patient  to  albumi- 
nuria was  the  abnormal  enlargment  of  the  uterus  caused  by  the 
presence  of  the  twins  and  fibroids. 

Indications  for  Cesarean  Section. — No  operation  has  bene- 
fited more  by  modern  technique  and  aseptic  methods  than 
Caesarean  section.  Its  sphere  of  usefulness  has  widened  con- 
stantly so  that  the  indications  for  the  modem  Caesarean  section 
are  not  only  the  old  absolute  indications  for  some  form  of  ob- 
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struction  but  also  certain  cases  of  eclampsia,  placenta  previa, 
and  dystocia  following  ventro-suspension  and  fixation. 

Dr.  Frank  M.  Lynch  has  collected  21  cases  of  Caesarean  sec- 
tion performed  as  a  result  of  suspension  or  fixation  of  the 
uterus.  The  mortality  in  these  cases  is  38  for  the  mother  and 
44.5  for  the  child. 

The  treatment  of  eclampsia  by  Caesarean  section  was  first 
brought  before  the  profession  by  Halbertsman  of  Utrecht.  His 
success  led  German  operators  to  try  the  procedure.  In  1899, 
Hillman  at  Jena  collected  41  cases  of  eclampsia  for  which 
Caesarean  section  had  been  done.  Of  these  mothers  19  re- 
covered and  21  died,  and  of  the  children  23  lived  and  18  died. 

Olshausen  formulates  the  rule,  "  Case  of  eclampsia  where 
Caesarean  section  is  indicated  are  those  in  which  eclampsia  is 
threatening  or  has  occurred  before  or  in  the  beginning  of  labor 
with  undilated  or  unyielding  soft  parts." 

Zinke  formulates  the  same  conclusions  in  placenta  previa  as 
well  as  eclampsia  in  hard  closed  cervix  and  in  primiparity. 

Lawson  Tait  was  the  first  to  suggest  Caesarean  section  for 
placenta  previa. 

Heilman  reports  a  case  of  eclampsia  in  which  he  was  forced 
to  perform  Caesarean  section  in  a  primipara  twenty-three  years 
of  age,  after  she  had  had  six  convulsions  (cyanotic  and  coma- 
tose), pulmonary  edema,  no  labor  pains,  os  completely  closed. 
No  further  convulsions ;  recovery  of  mother. 

The  advantages  of  Caesarean  section,  rapid  operation  and  its 
clear  cut  indications,  over  the  slow  and  many  times  brutal 
methods  of  dilating  the  uterus,  are  too  apparent  to  need  dis- 
cussion. 

Technique. — This  brings  up  the  question  of  the  best  method 
of  operating,  abdominal  or  vaginal  Caesarean  section.  Since 
Dtihrssen's  introduction  of  his  vaginal  method  in  1896,  many 
are  advocating  this  method  over  the  abdominal.  For  the 
worker  who  has  not  had  extensive  experience,  vaginal  section, 
I  think,  involves  many  more  difficulties  than  does  the  abdom- 
inal. And  I  see  so  few  points  of  advantage  in  choosing  an 
undilated  vagina  for  the  necessary  incision,  when  the  uterine 
contents  can  be  so  much  more  readily  reached  through  the 
abdominal  wall.  Statistics  show  the  mortality  results  greatly 
in  favor  of  the  classic  operation. 

In  discussing  the  technique  of  abdominal  Caesarean  section. 
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much  difference  is  noticed  in  the  method  employed  by  dif- 
ferent operators  as  to  the  uterine  incision ;  some  advise  trans- 
verse or  fundal  incision  as  against  the  longitudinal.  There 
are  so  many  advantages  in  the  longitudinal  that  I  think  it  must 
always  hold  its  place ;  first,  it  is  much  more  accessible  through 
the  abdominal  wound;  the  fetal  parts  are  much  more  readily 
grasped  in  case  of  infection  of  the  uterine  wound ;  there  is  much 
less  danger  of  peritoneal  invasion  and  there  is  less  danger  of 
intestinal  adhesions,  while  the  likehood  of  incising  the  placenta, 
with  resulting  hemorrhage,  is  about  equal  in  both. 

Mortality. — Modem  statistics  for  Cesarean  section  show  a 
most  gratifying  decrease  in  the  death  rate.  Cragen  reports 
nine  Caesarean  sections  at  the  Sloane  Maternity  Hospital  with 
success  to  the  mother  and  child  in  all  cases  except  in  one  case 
of  advanced  carcinoma  of  the  uterus  and  vagina  in  which  the 
child  was  dead  and  Caesarean  section  decided  upon  to  save  the 
mother,  who  was  dying.  He  gives  the  modern  statistics  of 
Caesarean  section  as,  maternal  rate  7.6  per  cent.,  and  the  fetal 
mortality  7.6  per  cent. 

Zwiefel  reports  50  cases  without  a  death. 

Reynolds  reports  14  cases  without  a  death. 

Sinclair  reports  10  cases  without  a  death. 

In  Porro's  own  case  he  had  nearly  100  per  cent,  of 
recoveries. 

The  statistics  of  Sinclair,  Croback,  Braun.  Leopold,  Zwiefel, 
Olshausen,  Schauta,  Bar,  Charles,  Reynolds,  Everkes,  and 
Boyd  give  269  cases  with  a  mortality  of  5.1  per  cent,  of 
mothers,  and  4.7  per  cent,  of  the  children.  Excluding  the  cases 
who  were  operated  upon  after  infection  and  who  were  mani- 
festly in  a  fatal  condition,  the  mortality  is  only  3.8  per  cent. 

With  such  excellent  showing  as  to  results  we  are  warranted 
in  extending  the  sphere  of  Caesarean  section  more  and  more 
into  the  debatable  ground  held  by  symphyseotomy,  high  for- 
ceps, version,  and  accouchement  force.  As  Dr.  Lewis  formu- 
lates it,  "  The  operation  should  be  brought  to  mind  in  every 
case  where  the  mother's  life  is  in  danger  or  the  delivery  of  a 
living  child  improbable." 
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DYSTOCIA— CLINICAL  EXCERPTS. 

BY  H.  C.  VAN  BUREN-PECKHAM,  M.  D. 

It  may  be  well  to  take  a  cursory  review  of  the  general  causes 
of  dystocia,  so  as  to  better  classify  the  cases  which  I  will 
describe  later.  Cazeaux  says,  '*  Dystocia  means  laborious, 
morbid  or  difficult  labor,"  and  gives  three  classes. 

( 1 )  "  Those  labors  rendered  difficult,  dangerous,  or  impos- 
sible by  a  defect  or  an  excess  in  the  action  of  the  expulsive 
forces." 

(2)  "  Those  labors  rendered  difficult,  dangerous,  or  impos- 
sible by  obstacles  to  the  expulsion  of  the  fetus." 

(3)  "  Those  labors  complicated  by  accidents  liable  to  endan- 
ger the  life  or  health  of  the  mother  and  child." 

As  none  of  my  cases  came  at  all  under  Class  i,  I  will  speak  a 
little  more  about  Classes  2  and  3. 

According  to  Velpeau,  "  The  contractions  of  the  pelvis  are 
either  absolute  or  relative."  **  Absolute  when  contracted  in  all 
dimensions,  but  still  regular  in  its  entirety."  "  Relative,  when 
only  one  dimension  is  contracted." 

M.  Dubois  says,  "  There  may  be  a  flattening  from  before- 
backward,  a  compression  in  the  sides,  or  a  depression  of 
anterior  and  lateral  parts." 

Case  I. — October  16,  1895.  Mrs.  C.  S.,  American,  white, 
primipara. 

I  was  called  after  labor  was  established;  found  a  large 
head  in  R.  O.  I.  P.  position  with  symphysis-pubis  greatly  elon- 
gated, so  that  head  could  not  engage.  Instruments  were  ap- 
plied and  after  repeated  attempts  delivery  effected.  Cord  was 
about  neck  of  child,  and  was  exceedingly  friable,  breaking  upon 
slight  traction.  A  severe  hemorrhage  complicated  matters. 
Controlled  by  ergot  and  elevation  of  bed. 

A  few  years  later,  tmder  the  care  of  another  accoucheur,  she 
died  in  confinement. 

Case  2. — ^January  24,  1899.  Mrs.  F.,  white,  American- 
Irish,  primipara.  Presentation  and  position  normal.  Rigid 
OS,  forcible  dilatation  with  belladonna  ointment. 

Large  head,  would  not  enQ:age ;  applied  instruments,  which 
I  could  not  lock.  After  repeated  attempts,  also  changing  posi- 
tion of  mother,  I  succeeded  in  locking  the  instruments  and  after 
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long  hard  traction,  during  a  number  of  severe  pains,  the  head 
was  delivered. 

Hourglass  contraction  retained  the  placenta,  which  was  con- 
trolled by  bell,  and  massage.     Child  was  dead. 

Case  3. — April  29  and  30,  1889.  Mrs.  S.,  American,  white, 
primipara.     Presentation  and  position  normal. 

Mother  had,  when  a  girl,  suffered  a  partial  luxation  of  left 
hip ;  never  set,  it  had  become  anchylosed,  so  tliat  side  of  pelvis 
was  flattened ;  the  left  limb  could  net  be  flexed  upon  abdomen, 
nor  adducted.  Labor  commenced  3  a.  m.,  April  29,  dilatation 
very  slow,  descent  nil. 

At  2  A.  M.,  April  30,  she  having  been  in  labor  twenty-three 
hours,  ten  of  which  had  been  of  hard  pains,  head  had  made  no 
progress,  dilatation  was  only  partial,  and  tumefaction  of  an- 
terior lip  was  becoming  alarming.  I  decided  to  use  anesthetics, 
forcible  dilatation,  and  instruments.  Sent  for  an  anesthetist, 
dilated,  put  on  high  forceps,  and  it  required  the  united  strength 
of  the  husband  and  myself  to  deliver  the  head.  Shoulders 
became  impacted,  I  could  not  get  my  finger  into  notch,  but  did 
get  forcep  handle  hook  (I  use  Comstock's- obstetrical  forceps), 
and  delivered  at  4.45  a.  m.  Mother  had  been  25  3-4  hours  in 
labor.  Child  was  badly  cyanosed,  but  Dr.  Ayres  revived  her^ 
Placenta  adherent,  removed  by  Crede  method.  Mother  had  to 
l)e  catheterized  for  a  week ;  made  a  fine  recovery. 

Case  4. — December  22  and  23,  igoi.  Mrs.  S.,  German, 
white,  forty-four  years,  multipara;  seventh  pregnancy,  eight 
years  since  last  child  was  bom. 

I  was  engaged  the  last  of  the  eighth  month.  Found  her  a 
stout  German  woman,  abdomen  pendulous.  Presentation  and 
position  normal.  Summoned  December  19,  false  alarm.  But 
I  was  amazed  at  the  appearance  of  the  abdomen ;  when  she  sat 
it  rested  on  her  lap.  I  could  not  find  by  internal  examination 
any  uterus  at  all ;  ordered  a  bandage.  Called  again  Saturday, 
December  22,  Waters  had  broken  at  3  p.  m.  Pains  were 
severe  from  the  start,  dilatation  was  very  slow.  At  1 1  p.  M.  I 
attempted  to  use  forceps;  they  slipped.  After  repeated 
attempts  sent  for  Dr.  Ayres,  who  tried  to  anesthetize,  but  the 
lieart  action  was  so  bad  and  her  breathing  became  so  labored 
-we  had  to  desist. 

We  tried  forceps  again,  hers  and  mine,  all  to  no  avail.     Head 
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enormous,  pelvis  contracted  antero-posteriorly,  and  large  quan- 
tities of  adipose  tissue  partially  closed  the  vaginal  outlet. 

At  6  A.  M.  Sunday,  Dr.  Sidney  Smith  arrived.  His  forceps 
slipped,  same  as  ours  had  done.  Next  we  put  her  in  various 
positions,  side,  knee-chest,  and  abdomen,  and  attempted  to 
deliver ;  no  result. 

He  tried  to  perform  version  but  failed.  At  10.30  a.  m.,  Dr. 
W.  W.  Blackman  arrived.  The  patient  by  this  time  was  greatly 
exhausted,  but  her  husband  had  absolutely  refused  to  let  us 
lake  her  to  the  hospital  or  send  for  a  trained  nurse. 

Dr.  Blackman  applied  his  traction  forceps — they  slipped,  he 
readjusted  them,  they  slipped  again.  The  child  had  been  dead 
for  hours.  The  mother  had  seemed  to  be  dying  repeatedly, 
but  would  respond  to  remedies  and  rally.  After  a  careful 
consultation  it  was  decided  that  version  was  the  only  thing  that 
could  be  done.  Dr.  Ayres  and  myself  held  up  the  pendulous 
abdomen  and  applied  restoratives  to  the  woman  while  Drs, 
Blackkman  and  Smith  performed  version.  At  twelve  (noon) 
they  delivered  her  of  a  fifteen-pound  boy,  of  course  dead.  The 
placenta  was  enormous,  very  little  amniotic  fluid  or  blood. 

Contrary  to  our  expectations  the  patient  survived  the  de- 
livery. '  At  4.30  p.  M.,  temp,  96*.  Pulse  could  not  be  counted. 
Vomiting.  Used  catheter,  urine  thick,  high-colored,  about  two 
ounces. 

Monday,  9.30  a.  m.,  temp.  97" ;  pulse  95**.  Vomiting  every- 
thing, medicine,  water,  liquid  peptonoids,  tea,  or  anvthing  else. 
Urination  involuntary. 

Monday,  6  p.  m.,  temp.  94" ;  pulse  could  not  be  found. 
Vomiting  had  ceased,  no  pain,  no  tenderness  of  abdomen. 
Lochia  scant,  no  odor.  Labia,  which  had  been  fearfully  swol- 
len and  discolored,  were  much  better.  She  could  not  sec. 
said  she  knew  she  would  not  live  when  she  found  she  was 
pregnant,  and  she  did  not  expect  to  now. 

Tuesday,  4.30  a.  m.,  she  died. 

Case  5. — June  3.  1902.  Dr.  Ayres  sent  for  me  for  a  case 
similar  in  many  respects  to  the  foregoing  one.  The  woman 
was  about  forty.  This  was  her  ninth  pregnancy.  We  had  the 
same  experience  with  forceps  slipping,  but  decided  sooner  to 
try  version.  I  succeeded  in  turning,  and  we  delivered  her  of 
a  dead  child  weighing  nearly  fifteen  pounds.  The  woman  died, 
two  hours  after,  in  convulsions. 
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Case  6.— January  i6  and  17,  1904.  Mrs  B.,  American, 
white,  primipara.  I  was  called  in  during  first  stage  of  labor, 
which  was  normal  but  tedious.  Abdomen  enormous  but  not 
pendulous.  Pelvic  diameters  all  contracted,  head  presenting 
and  very  large  R.  O.  I.  P.  When  dilatation  had  become  com- 
plete I  attempted  to  use  forceps;  they  slipped  every  time. 
Recalling  the  two  previous  cases  and  determined  to  avoid  such 
a  sad  ending  if  possible,  I  asked  for  help  early,  but  my  assis- 
tants succeeded  no  better  than  1  had  done.  Then  we  sent  for 
a  specialist,  w^ho  brought  traction  forceps,  which  likewise 
slipped  at  first,  but  finally,  by  using  them  very  slowly,  he  suc- 
ceeded in  delivering  another  dead  child,  with  an  enormous  head 
and  shoulders,  weighing  nearly  fourteen  pounds. 

The  original  physician  cared  for  the  case.  She  died  the  fol- 
lowing day. 

Case  7. — May  26,  1905.  Mrs.  M.,  aet.  twenty-seven,  Ameri- 
can, white,  primipara.  I  had  had  charge  of  this  case  from  the 
first  month — had  directed  her  as  to  exercise,  diet,  baths,  etc. 
She  had  been  very  well  all  through  her  pregnancy.  Dilatation 
was  slow.  After  head  became  engaged  it  seemed  to  be 
impacted,  as  I  could  not  move  it  at  all  and  it  did  not  descend 
at  all.  Also  it  seemed  tumefied.  Sent  for  an  anesthetist  and 
Dr.  H.  C.  Allen,  who  applied  traction  forceps,  which  started 
to  slip  same  as  mine  had  done,  but  he  succeeded  in  adjusting 
them  so  they  remained  where  needed  and  he  delivered  a  fine 
boy.  The  head  was  hydrocephalic,  the  shoulders  were  very 
broad,  but  the  child  only  weighed  a  little  over  ten  pounds. 

It  was  badly  cyanosed  and  perfectly  limp,  but  Dr.  Allen 
revived  it,  while  I  attended  to  the  laceration  perinei.  The  babe 
is  living;  his  head  is  normal  as  to  shape,  but  is  very  large  for 
size  of  neck  and  body. 

What  causes  such  enormous  children  ? 

Why  does  not  the  pelvis  spread  as  well  as  uterus  increase  in 
size  during  gestation  ? 
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ABDOMINAL  EXAMINATION  AND  PALPATION 
DURING  PREGNANCY  AND  LABOR.*  . 

BY  JAMES  JOHNSTONE,  M.  D. 

The  practice  of  midwifery  has,  we  know,  not  been  encour- 
aged by  some  of  our  general  practitioners  in  the  past,  and, 
even  at  the  present  day,  I  believe  there  are  many  of  our  best 
therapeutists  who  prefer  to  devote  their  attention  solely  to  the 
medical  ailments  of  suffering  humanity,  leaving  surgical  and 
parturient  sufferers  to  the  care  of  others,  by  whom,  in  many 
cases,  opposing  views  in  therapeutics  are  held.  One  cannot 
help  feeling  that  this  procedure  must  be  somewhat  disadvan- 
tageous to  the  interests  of  homeopathy.  We  know  of  no  link 
that  binds  the  family  physician  more  closely  to  his  patients  than 
that  of  having  watched  over  their  interests  at  birth. 

Not  very  many  years  have  elapsed  since  I  studied  at  the 
feet  of  an  eminent  and  successful  obstetrician.  Yet  I  can  re- 
member that  little  or  nothing  was  taught  of  the  examination 
abdominally  of  a  woman  before  or  during  labor.  The  result  is 
that  the  majority  of  those  who  have  been  in  the  practice  of 
midwifery  a  few  years  know  nothing  of  the  condition  of  labor 
cases  until  they  are  called,  as  is  the  usual  practice,  when  labor 
has  been  in  progress  some  hours.  When  the  practitioner  ar- 
rives in  the  lying-in  chamber,  he  finds,  as  a  rule,  various  cus- 
tomary preparations  made  by  the  nurse  or  attendant.  The 
patient  is  usually  lying  on  her  left  side  with  knees  drawn  up. 
The  first  procedure  on  the  part  of  the  average  obstetrician, 
after  a  more  or  less  perfect  washing  and  disinfection  of  the 
hands,  is  to  make  a  vaginal  examination.  This  is  repeated  at 
varying  intervals  during  the  progress  of  labor,  and  all  infor- 
mation as  to  the  nature  of  the  presentation  and  configuration 
of  the  mother  and  fetus  is  derived  therefrom.  Usually  it  is 
not  till  the  os  is  fairly  dilated  that  the  presentation  is  made  out, 
a  stage  at  which  the  labor  is  well  under  way  and  change  of  the 
presentation  a  more  or  less  difficult  and  risky  matter.  The 
more  difficulty  there  is  in  the  diagnosis  of  the  presentation,  the 
more  protracted  the  labor,  and  the  more  nervous  or  hurried  the 
medical  man,  the  more  frequent  are  the  examinations.  We 
know  from  the  bacteriologist  that  each  vaginal  examination. 
•  Section  of  Surgery  and  Gynecology,  British  Homeopathic  5k)ciety. 
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however  Ccirefully  and  antiseptically  conducted,  is  fraught  with 
danger  of  sepsis  to  the  mother.  The  normal  vagina  and  uterine 
cervix  are  now  found  to  possess  in  themselves  natural  safe- 
guards against  infection  from  without.  Vaginal  examination 
only  tends  to  destroy  these  safeguards,  and,  therefore,  the  less 
frequently  examination  is  made,  the  better  for  the  future  wel- 
fare of  the  mother. 

The  other  danger,  at  which  I  have  already  hinted,  is  the 
discovery,  rather  late,  of  some  abnormality  in  presentation  or 
formation  of  the  parturient  canal,  which  an  advanced  degree 
of  labor  makes  difficult  of  rectification.  By  a  vaginal  examina- 
tion, and  that  even  under  very  favorable  conditions,  only  a 
small  part  of  the  fetus,  namely  the  presenting  part,  can  be 
reached  by  the  tip  of  one  or  two  fingers.  The  knowledge  thus 
obtained  is  usually  very  restricted,  and,  therefore,  very  incom- 
plete. Moreover,  deformities  of  the  pelvis  are  often  unsus- 
pected till  labor  lias  become  protracted,  the  patient  exhausted, 
and  valuable  time  wasted. 

It  is  little  wonder  that  the  conduct  of  labor  under  these  con- 
ditions, where  the  anatomical  conditions  and  relations  are  com- 
paratively unknown,  and  unpleasant  surprises  are  lurking  at 
every  corner,  has  become  a  nightmare  and  a  dread  to  many  a 
good  physician,  particularly  in  the  days  when,  in  addition, 
antiseptics  and  asepsis  were  entirely  unknown  or  imperfectly 
understood. 

But  recent  years  of  obstetrical  research  and  observation  have 
])rovided  a  better  way  by  the  introduction  and  development  of 
abdominal  palpation  as  a  routine  in  the  conduct  of  labor,  and, 
of  more  importance  still,  as  a  precautionary  measure  during 
the  later  months  of  pregnancy.  While  we  in  this  country 
claim  the  honor  of  having  been  pioneers  in  the  discovery  of 
two  of  the  greatest  l^enefits  to  parturient  women — anesthetics 
and  asepsis — we  have  left  it  to  our  neighbors  on  the  Continent 
and  over  the  water  in  America  to  work  out  and  perfect  the 
third  great  benefit,  namely,  an  early  and  accurate  diagnosis  of 
the  conditions  and  relations  of  the  fetus  and  of  the  maternal 
on^ans  involved  in  delivery.  It  is  only  in  a  few  of  our  large 
lying-in  hospitals  that  this  procedure  is  paid  much  attention  to, 
and  only  one  or  two  of  present-day  text-books  for  midwifery 
devote  more  than  passing:  attention  to  so  important  a  subject. 

r»y  the  employment  of  careful  and  practiced  abdominal  pal- 
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pation  in  the  later  months  of  pregnancy  (and  I  use  the  word 
"  practiced  "  advisedly,  for  this,  like  all  other  manipulations, 
requires  practice  to  get  the  most  out  of  it),  it  is  possible  to  make 
out  the  condition  of  the  uterus,  the  position  and  presentation 
of  the  fetus,  to  discover  abnormalities  in  the  liquor  amnii,  the 
configuration  of  the  bony  pelvis,  the  presence  of  such  com- 
plications as  abdominal  tumors,  and  many  other  conditions 
which  would  come  as  a  surprise  when  discovered  late  in  the 
progress  of  established  labor,  conducted  by  vaginal  examination 
alone. 

What  a  relief  it  is  to  the  medical  man  to  examine  a  pregnant 
patient  at  the  seventh  or  eighth  month  and  find  that  everything 
is  in  normal  condition,  and  what  a  greater  relief  it  is  to  the 
patient  and  her  friends  to  be  told  that  thus  far  all  is  in  good 
order,  and  that  everything  bids  fair  for  a  safe  and  uncom- 
plicated labor !  Of  still  more  value  than  reassurance  to  physi- 
cian and  patient  is  the  early  discovery  of  abnormalities  for  the 
correction  or  efficient  dealing"with  which  prophylactic  measures 
may  be  adopted.  Yet  such  is  what  may  easily  be  done  by  any- 
one who  will  devote  a  little  practice  to  the  acquisition  of  this 
most  useful  means  of  acquiring  definite  knowledge. 

It  is  not  too  much  to  say  that  the  abdominal  palpation  of 
the  abdomen  in  the  later  months  of  pregnancy  when  possible, 
and  certainly  without  fail  at  the  onset  of  labor,  is  the  duty  of 
every  honorable  accoucheur,  no  less  than  it  is  the  absolute  duty 
of  the  surgeon  to  take  antiseptic  precautions  in  the  conduct  of 
any  operation,  however  trivial.  Prophylaxis  is  the  first  step 
in  scientific  obstetrics. 

I  shall  now  call  attention  to  Fig  i,  indicating  how  this  pal- 
pation of  the  abdomen  should  be  proceeded  with,  and  how  one 
must  prepare  the  patient,  who  should,  if  possible,  be  lying  on 
the  back  on  a  bed  or  a  couch.  The  abdomen  ought  to  be  bare, 
or  one  thickness  of  some  thin  material  may  be  spread  over  it. 
A  very  special  point  is  that  the  hand  should  be  made  warm,  in 
order  to  prevent  any  undue  contraction  of  the  abdominal 
muscles  or  of  the  fundus  of  the  uterus.  Most  observers  pre- 
fer to  have  the  knees  slightly  bent.  It  is  necessary  to  empty 
the  bladder  and  rectum  thoroughly,  so  as  to  leave  the  lower 
abdomen  free  for  the  uterus  and  its  contents.  Then  is  to  be 
observed  the  general  condition  of  the  patient;  an  examination 
of  the  lungs,  heart,  and  kidneys  should  be  made,  and  also  an 
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examination  for  traces  of  syphilis,  tuberculosis,  and  other  con- 
stitutional diseases.  Next,  attention  should  be  given  to  the 
condition  of  the  nipples  and  the  breasts.  The  first  uterine 
observation  should  be  as  to  the  general  trend  of  the  uterine 
axis,  noting  whether  the  uterus  is  in  the  middle  line  or  in- 
clined more  to  one  side  or  another.  Then  the  condition  of 
the  abdominal  walls  should  be  determined,  particularly  whether 
they  are  thick  or  thin,  the  amount  of  fat,  whether  pendulous 
or  tense,  and  the  tone  generally  of  the  muscles  of  the  abdomen 
which  play  a  very  important  part  subsequently  in  the  later 


Fig.  I. — Palpation  of  the  dorsum  and  small  parts. 

Stage  of  labor.  In  addition,  some  estimate  must  be  made  of 
the  amount  of  the  liquor  amnii  in  which  the  fetus  is  floating. 
The  palpating  of  the  gravid  uterus  with  the  flat  of  the 
hands,  one  hand  on  either  side,  in  order  to  make  out  the  fetal 
parts,  is  the  next  procedure.  One  is  thereby  enabled  to  deter- 
mine on  which  side  the  back  of  the  fetus  lies.  Many,  I  dare 
say,  will  think  this  is  rather  difficult,  but,  after  practice,  you 
will  find  it  is  quite  easy.  If  you,  palpate  each  side  of  the 
abdomen  with  a  flat  hand,  you  will  find  that  one  side,  as  a 
rule,  gives  a  certain  amount  of  resistance,  and  conveys  to  the 
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hand  the  feeling  of  a  broad,  smooth  surface.  On  the  other 
5ide  you  get  a  feeling  of  fluctuation,  with  the  presence  in  the 
fluid  of  many  small  parts,  resembling  little  fibroid  tumors, 
more  or  less  detached.  The  side  on  which  the  broad  surface 
is  will  be  occupied  by  the  back  of  the  fetus,  and  the  small  parts 
will  be  on  the  abdominal  aspect  of  the  fetus. 

The  next  maneuver  is  to  determine  the  contents  of  the  lower 
abdomen.  Setting  aside  the  suggestion  that,  as  a  rule,  pres- 
entations are  in  the  normal  position,  we  want  to  know  what 
is  to  be  found  at  the  lower  pole  of  the  fetus.     The  maneuver 


Fig.  2. — Palpation  of  lower  pole  of  fetus,  the  tips  of  the  fingers  pressing 
inwards  above  the  brim  of  the  pelvis. 


required  is  the  placing  of  a  flat  hand  (fingers  pointing  down- 
wards) on  either  side  just  above  the  pubes,  feeling  for  the 
brim  of  the  pelvis,  and  palpating  anything  that  may  come 
between  the  two  hands  in  that  position.  Generally  it  is  found 
that  a  rounded  mass,  corresponding  to  the  head,  lies  there. 
The  head  can  be  felt  quite  easily  when  in  this  position  by 
gently  bringing  the  hands  together.  In  doing  this,  it  is  well 
not  to  place  the  hands  perfectly  flat  upon  the  abdomen,  but 
rather  to  curve  the  fingers  in  somewhat  vertically  above  the 
]>elvic  brim,  and  it  is  astonishing  how  easily  you  are  able  to 
outline  the  head  in  that  position. 

Fig.  2  shows  the  maneuver  referred  to.  The  accoucheur  is 
standing  above,  face  directed  towards  patient's  feet,  and  press- 
ing his  hands  into  the  lower  part  of  the  abdomen  just  above 
the  pelvic  brim,  and  there  palpating  the  head. 
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The  next  movement  is  the  palpation  of  the  upper  part  of 
the  abdomen,  where  usually  the  breech  is  to  be  found,  less 
frequently  the  head. 

Fig.  3  shows  the  method  of  feeling  the  fundus.  It  is  per- 
formed by  facing  the  patient,  passing  the  hands  over  the  top 


Fig.  3. — Palpation  of  the  upper  pole  of  fetus. 

of  the  fundus  and  approximating  them,  and  then  pressing  in 
the  fingers  and  feeling  gently  for  the  contents  of  the  uterus. 
Here  in  outline  yon  see  the  fetus  lying  with  the  breech  at  the 
fundus,  the  dorsum  on  the  left,  and  the  small  parts  on  the 
right-hand  side  of  the  patient.  The  breech  presents  different 
characteristics  from  those  of  the  head;  it  is  a  more  diffuse 
mass,  not  so  hard  or  rounded,  and  one  is  unable  to  ballot  it 
between  the  hands;  it  does  not  move  to  and  fro  as  readily  as 
the  head  does  when  in  that  position. 

Different  observers  adopt  different  methods.  It  is  well  in 
making  abdominal  palpation  to  proceed  in  a  regular  manner, 
in  order  that  one  may  classify  the  information  obtained  from 
the  examination.  There  are  two  leading  methods :  one  is  the 
method  devised  by  Leopold,  and  the  other  that  by  Pinard.     By 


Abdominal  Examination  and  Palpation.  589- 

Leopold's  method  one  begins  at  the  fundus  with  what  he  calls 
his  first  grip.  Facing  the  patient,  he  takes  a  firm  hold  of  the 
upper  part  of  the  abdomen  and,  with  fingers  directed  upwards, 
palpates  the  fundus  of  the  uterus  and  its  contents. 

Leopold's  second  grip  (Fig.  4)  is  made  with  the  hands  on 
the  side  of  the  abdomen  as  before,  fingers  pointing  to  fundus,. 


Fig.  4. — Leopold's  second  grip. 

I)alpating  the  dorsum  on  one  side  and  the  small  parts  on  the 
other. 

The  third  grip  (Fig.  5)  is  made  with  one  hand.  The  fingers 
on  one  side  and  the  thumb  on  the  other  are  thrust  into  the 
lower  part  of  the  abdomen  just  above  the  brim  of  the  pelvis^ 
and  there,  if  present,  the  fetal  head  or  breech  can  be  easily 
felt. 

Another  grip  for  the  lower  part  of  the  abdomen  is  made  by 
standing  above  the  patient  and  pressing  the  fingers  and  thumb- 
down  very  much  in  Leopold's  way. 

The  other  method  of  procedure  is  that  of  Pinard,  who 
advises  always  beginning  from  below,  in  contrast  with 
Leopold's  beginning  above.  Pinard  says  that  as  the  normal 
place  for  the  head  is  below,  it  is  better  to  take  the  easy  point 
first.  If  once  you  determine  the  position  of  the  head,  then  the 
rest  is  simple.  Pinard's  first  grip  (Fig.  2)  is  palpation  of  the 
head  at  the  pelvic  brim.     You  will  notice  that  when  the  head 
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is  presenting  at  the  pelvic  brim,  the  fingers,  with  points  down- 
wards, do  not  require  to  be  pushed  very  far  inwards.  By 
making  a  slight  indentation  in  the  skin,  the  head  falls  naturally 


Fig.  5. — Leopold's  third  grip;  grasping  ihe  head  with  one  hand. 

between  the  fingers.  That  is  one  condition  that  you  will  find 
at  the  brim,  1*.  c.,  you  find  the  head  there. 

An  alternative  finding  at  the  brim  obtains  when  it  is  possible 
to  push  the  fingers  deeper  into  the  pelvis,  between  the  fetal 
pole  and  the  brim  of  the  pelvis.  Such  being  possible,  it  is 
almost  certain  that  the  breech  is  presenting  and  not  the  head. 
The  breech  does  not  fit  the  pelvic  brim  so  well  as  the  head. 
As  a  matter  of  fact,  the  head  is  generally  engaged  in  the  pelvis, 
especially  in  a  primipara,  so  that  if  you  are  able  to  push  your 
fingers  inwards  you  may  safely  conclude  it  is  not  a  head,  but 
most  probably  a  breech  presentation. 

The  third  alternative  at  the  brim  occurs  when  it  is  pos- 
sible to  make  the  two  hands  almost  meet  across  the  middle 
line  through  a  double  thickness  of  the  abdominal  wall,  the  tips 
of  the  fingers  going  well  into  the  pelvic  cavity.  In  such  a 
case  there  is  no  breech,  there  is  no  large  mass  to  be  found ;  and 
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in  that  case,  where  there,  is  no  large  fetal  part  in  the  pelvis, 
the  probability  is  that  the  presentation  is  transverse.  Those 
are  the  three  alternatives  which  Pinard  insists  upon  deciding 
before  proceeding  to  examine  the  rest  of  the  abdomen. 

A  somewhat  rare  fourth  alternative  presents  itself  when, 
though  feeling  the  head  at  the  brim,  the  fingers  of  opposite 
hands  almost  meet  together  (Fig.  6).     Here  it  is  evident  that 


Fig.  6.— Condition  found  in  contracted  pelvis;  lower  fetal  pole  (head)  tilted 
forwards  on  pubic  ramus;  tips  of  fingers  meeting  below  the  fetal  pole. 


something  is  preventing  the  head  from  entering  the  pelvis. 

Such  a  condition  is  nearly  always  indicative  of  contracted 
pelvis,  and  the  head  prevented  from  slipping  into  the  pelvic 
brim  lies  outside  and  above.  In  such  a  case  you  are  liable  to 
get  your  fingers  to  meet  almost  across,  and  yet  to  have  be- 
tween and  above  them  the  fetal  head. 

The  condition  which  obtains  when  there  is  a  contracted 
pelvis  may  be  thus  explained  (Fig.  6).  One  generally  gets  a 
pelvic  narrowing  from  before  backwards.  The  head  comes 
down  upon  a  somewhat  narrow  opening  which  it  cannot  pass, 
and,  unable  to  fall  backwards  owing  to  the  promontory  of  the 
sacrum,  it  tends  to  tilt  forward  out  of  the  pelvis.      On  ex- 
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amination  is  is  found  that  the  rounded  head  projects  over  the 
pelvic  brim,  pushing  the  soft  parts  before  it.  When  such  a 
condition  is  found  on  palpation  one  may  say  with  almost  cer- 
tainty that  the  condition  is  one  of  contracted  pelvis,  and  that, 
too,  without  any  vaginal  examination. 

An  additional  point  in  diagnosis  of  conditions  obtaining  at 
the  brim  is  the  possibility  of  being  able  to  determine  the  dif- 
ference between  the  occiput  and  the  frontal  prominence. 
This  is  done  (Fig.  7)  by  pushing  the  hands  as  far  underneath 


Pig*  7* — Determination  of  right  or  left  occipital  presentation  by  palpating 
occiput  and  frontal  eminences  and  distinguishing  between  them. 

the  head  as  it  is  possible,  and  estimating  the  difference  and 
prominence  between  the  two  sides.  As  a  rule  the  occiput  lies 
towards  the  right  or  towards  the  left.  We  in  this  country 
map  out  four  occipital  positions,  as  if  these  positions  were  in 
the  four  quarters  of  a  circle,  but  on  the  Continent  they  only 
recognize  two  positions,  a  right  or  left  position.  Whether 
the  occiput  is  a  little  lo  the  posterior  or  anterior  does  not  make 
much  difference ;  their  main  distinction  is  between  right  and 
left,  a  distinction  very  much  simpler  than  ours,  which  is  un- 
necessarily complicated.  As  I  have  said,  it  is  possible  by 
delicate  palpation  to  determine  the  occiput  and  the  forehead. 
On  the  occipital  side  it  is  possible  to  get  the  fingers  very  much 
further  down  into  the  pelvis,  and  you  may  get  as  far  as  the 
groove  of  the  neck.  On  the  other  side,  that  of  the  forehead, 
the  fingers  do  not  go  down  quite  so  far  into  the  pelvis,  you 
have  no  groove  above  such  as  you  have  on  the  neck  side,  and 
there  is  a  broad,  smooth  surface.      These  conditions  enable 
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you  to  say  almost  with  confidence  that  you  are  palpating  the 
forehead.  The  other  side  must,  of  course,  be  the  occiput.  It 
looks  perfectly  plain  in  the  picture,  but  when  you  have  the 
abdominal  and  uterine  walls  overlying  the  fetal  parts,  you 
must  depend,  not  on  your  eyes,  but  on  the  points  of  the  fingers, 
and  the  tactus  eruditus.  It  can  be  done  by  diligent  practice, 
thus  rendering  it  possible,  and  even  easy,  to  determine  the 
presentation  from  the  abdomen  alone,  without  any  vaginal 
examination  whatever. 

During  labor,  examinations  of  the  head  may  be  made  from 
time  to  time  as  it  proceeds  further  into  the  pelvis.  By  this 
time  you  may  infer  that  the  os  is  dilating,  and  so,  without 
making  a  vaginal  examination,  you  may  know  that  the  fetus 
i?  in  normal  position,  that  the  occiput  is  coming  down  and 
rotating,  and  you  may  know  on  which  side  you  may  expect  it. 

To  corroborate  the  finding  one  should  always  resort  to 
measurements  of  the  pelvis.  It  is  very  easy  by  comparative 
measurements  of  the  pelvis  to  determine  in  reference  to  a 
scale  whether  the  pelvis  is  contracted  or  not,  and  the  nature 
of  the  contraction.  Some  of  you,  no  doubt,  made  such  obser- 
vations when  students,  but  few,  I  venture  to  say,  employ 
pelvimetry  in  practice.  Its  value  was  impressed  on  me  very 
much  last  year  when  I  was  in  Vienna  spending  a  month's 
holiday  at  hard  work  in  the  obstetrical  arid  gynecological -wards 
of  the  general  hospital.  As  a  routine  in  every  labor  case, 
accurate  pelvic  measurements  were  taken,  then  careful  ab- 
dominal palpation  was  carried  out,  and  finally  vaginal  ex- 
iimination.  By  this  means  every  possible  piece  of  information 
was  forthcoming,  and  an  accurate  picture  formed  of  every- 
thing concerned  in  the  labor. 

It  was  particularly  interesting  to  note  how  information 
gained  by  pelvimetry  was  confirmed  by  palpation  or  vaginal 
•examination,  or  by  both. 

Everything  was  done  thoroughly  in  each  case ;  all  data  were 
carefully  recorded,  and  cases  indexed,  so  that  if  ever  a  patient 
turned  up  again  for  subsequent  confinement,  as  was  common 
in  contracted  pelvis,  the  obstetrician  on  duty  had  a  complete 
record  of  previous  confinements. 

There  is  one  other  condition  besides  that  of  contracted  pel- 
vis which  prevents  the  head  from  engaging  in  the  pelvis, 
namely,  placenta  previa,  or  the  presence  of  the  placenta  in  the 


594  James  Johnstone,  M.  D. 

lower  part  of  the  uterus.  It  is  possible  by  palpation  to  localize 
the  placenta,  which  is  indicated  by  an  area  where  it  is  not  so 
easy  to  feel  the  fetal  parts,  an  area  corresponding  in  size  and 
contour  to  the  placenta.  In  the  majority  of  cases  the  placenta 
is  attached  in  front  of  the  fundus;  less  usually  it  is  attached 
at  the  back,  very  rarely  at  the  fundus  itself.  If  there  is 
placenta  previa,  it  is  absent  from  its  usual  position  and  is 


Fig.  8. — Palpation  uf  breech  and  head  in  shoulder  presentation 


found  well  down  in  the  pelvis  near  the  os,  where  it  interferes 
with  the  engagement  of  the  head,  and  thus  is  one  of  the  causes 
of  the  head  not  engaging  in  the  pelvis.  The  two  conditions, 
therefore,  which  prevent  the  head  from  engaging  are  con- 
tracted pelvis  and  pjacenta  previa.  How  is  one  to  distinguish 
between  the  two?  It  is  simple  enough.  In  placenta  previa 
you  have  had  in  all  probability  the  additional  and  character- 
istic sign  of  repeated  hemorrhage.  In  contracted  pelvis  this 
sign  has  been  wanting.  A  combination  of  the  two  obstructive 
conditions  must  indeed  be  rare. 

Various  other  abnormal  positions  of  the  fetus  lend  them- 
selves readily  to  determination  by  abdominal  palpation.  Fig. 
8  indicates  the  relation  of  the  parts  in  shoulder  presentation. 
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It  is  not  very  difficult  by  abdominal  palpation  to  determine 
twine.  Of  course  there  may  be  found  two  vertices  and  two 
breeches,  but  the  most  easily  noticed  feature  is  the  distinct 
groove  usually  running  over  the  surface  of  the  abdomen  on 
either  side  of  the  middle  line. 

Another  important  maneuver  where  you  have  a  normal  con- 
dition of  the  vertex  at  the  pelvic  brim  is  to  determine,  not  only 
the  relative  positions  of  right  or  left,  but  whether  the  occiput 
is  anterior  or  posterior.  This  is  done  by  examining  for  the 
anterior  shoulder.  If  you  are  able  to  find  the  anterior 
shoulder  near  the  middle  line,  or  within  two  inches  of  the 
middle  line,  you  can  say  it  is  an  occipito-anterior  presentation ; 
if  the  anterior  shoulder  is  more  than  two  inches  away  from 
the  middle  line,  then  it  is  occipito-posterior,  right  or  left  as 
the  case  may  be. 

Another  point  of  interest  in  abdominal  palpation  is  to 
determine  the  position  of  the  uterus  itself,  without  regard  to 
its  contents.  The  uterus  takes  various  positions.  You  may 
have  a  symmetrical  uterus  where  it  lies  exactly  in  the  middle 
line.  The  round  ligaments  run  down  on  either  side,  and  it 
is  quite  possible  under  favorable  conditions  to  make  them  out. 
It  is  even  possible  to  feel  an  ovary,  one  or  the  other,  or  both, 
and  occasionally  the  tubes.  We  find  very  often  in  a  symmetri- 
cal uterus  a  rotation  of  the  uterus  with  its  contents,  that  is 
to  say,  the  round  ligament  appears  more  on  the  left  side  and 
disappears  on  the  right.  In  addition  to  rotation  you  may  have 
a  bending  of  the  organ  to  right  or  to  left.  All  these  anatomical 
variations  of  position  can  be  discovered  by  palpation. 

In  addition  to  palpation,  other  examination  can  be  made 
of  the  abdomen.  One  source  of  accessory  information  is 
examination  for  the  position  of  the  fetal  heart  sounds.  First 
of  all,  though  we  hear  these  sounds  either  with  the  interven- 
tion of  an  instrument  or  by  the  ear  itself  applied  to  the  ab- 
domen, a  very  important  point  to  be  observed  is  that  hearing 
is  made  easier  when  the  surface  of  the  skin  is  pressed  down 
as  near  to  the  uterus  as  possible,  thereby  expressing  anything 
that  may  be  lying  between  the  skin  and  uterus.  Under  such 
conditions  the  fetal  heart  sounds  are  best  heard.  An  additional 
improvement  is  gained  by  pressing  downwards  with  a  hand  on 
the  upper  part  of  the  uterus  so  as  to  push  it  forwards  and 
downwards,  thereby  opposing  it  to  the  abdominal  wall.     This 
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maneuver  helps  considerably.  Then  we  ought  to  listen  for 
the  point  of  greatest  intensity.  If  we  find  that  the  greatest 
intensity  of  the  heart  sounds  is  found  below  the  umbilicus, 
we  know  that  we  are  dealing  with  a  vertex  presentation.  If, 
on  the  other  hand,  the  intensity  of  the  heart  sounds  is  greatest 
above  the  level  of  the  umbilicus,  we  are  dealing  with  a  breech 
presentation,  the  vertex  being  up  at  the  fundus  of  the  uterus. 
There  are  various  refinements  of  this.  Some  enterprising 
German  observer  has  gone  so  far  as  to  attempt  to  diagnose 
the  anterior  and  posterior  occipital  presentations  by  making 
out  the  points  of  greatest  intensity  of  the  fetal  heart  sounds. 
This  seems  a  little  refined,  but  if  you  give  it  some  practice 
and  attention,  and  work  it  out  for  yourselves,  you  will  prob- 
ably get  more  information  from  it  than  appears  possible  at 
first  sight. 

Flexion  or  extension  of  the  fetus  is  found  to  influence  the 
intensity  of  the  heart  sounds.  When  the  fetus  is  somewhat 
bent  on  itself,  so  that  the  dorsum  is  arched  and  prominent, 
naturally  over  that  part  you  will  hear  the  fetal  heart  sounds 
most  distinctly.  A  similar  condition  may  be  produced  by  an 
acute  extension  of  the  fetus,  particularly  in  a  face  presenta- 
tion, where  the  head  and  the  limbs  are  thrown  back  and  the 
chest  is  opposed  to  the  abdominal  wall.  In  that  case  the  front 
of  the  chest  will  give  us  the  area  of  greatest  intensity,  a  con- 
flition  not  common,  as  generally  the  fetal  heart  sound  is  heard 
from  the  dorsum  of  the  fetus.  Thus,  to  infer  the  position  of 
the  dorsum  from  the  point  of  greatest  intensity  might,  as  in 
the  case  cited,  lead  us  into  error. 

In  order  to  tabulate  and  collect  all  the  information  gained 
by  abdominal  palpation,  it  is  w^ell  to  have  a  diagram  to  record 
one's  observations,  and  a  simple  sketch  diagram  gives  all  the 
information  required.  When  palpation  indicates  a  normal 
position,  the  vertex  would  be  indicated  by  a  full  curve  at  the 
pelvic  brim,  engaged  more  at  one  side  than  the  other  to  indi- 
cate the  occiput,  the  less  engaged  side  to  indicate  the  brow  and 
face  of  the  fetus.  The  breech  is  represented  by  a  broken 
curve  at  the  fundus,  the  dorsum  by  a  half  curve  on  one  side, 
while  on  the  opposite  side  ovals  and  small  circles  denote  the 
small  parts,  the  feet,  knees,  elbow,  and  shoulder.  The 
anterior  shoulder  near  the  middle  line  would  be  indicated  by 
a  cross,  the  area  of  greatest  intensity  of  the  fetal  heart  repre- 
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rented  by  a  series  of  concentric  circles.  The  contour  of  the 
uterus,  its  rotation  or  flexion,  the  round  ligaments,  ovaries, 
placenta,  etc.,  would  Ix:  indicated  by  suitable  lines.  Such  a 
diagram,  carefully  filled  in.  is  a  great  help  to  accurate  diag- 
nosis. 

Abdominal  palpation  also  gives  us  information  with  regard 
to  abnormalities  inside  and  outside  the  uterus  which  are  not 
at  all  uncommon.  Myomata  in  the  uterine  wall  are  often  dis- 
covered in  the  last  stage  of  labor  when  compressing  the  uterus 
for  expulsion  of  the  placenta.  When  small  they  give  rise  to 
no  complications,  but  a  large  myoma,  interstitial  or  sub- 
mucous, might  have  a  very  serious  eflfect  in  the  course  of  labor. 
To  determine  its  presence  at  an  early  stage  would  be  of  con- 
siderable advantage  to  the  patient  and  the  accoucheur,  and  in 
most  cases  could  be  easily  done  by  palpation. 

As  an  example  of  another  complication  may  be  mentioned 
the  pushing  of  the  uterus  to  one  side  by  an  ovarian  tumor, 
situated  low  down  in  the  abdominal  cavity.  The  advantage  of 
palpation  of  the  abdomen  before  labor  is  very  evident  in  a 
case  of  that  kind. 

Those  who  have  exploited  this  abdominal  method  of  palpa- 
tion have  claimed  a  great  deal  for  it ;  they  have  claimed  almost 
everything.  Of  their  principal  claims  the  first  is.  that  there 
is  no  chance  of  any  vaginal  infection,  a  very  valid  claim.  A 
claim  less  valid,  especially  in  the  country  to  which  these  ob- 
servers belong,  is  that  '*  modesty  is  not  aggrieved,"  and  that 
it  is  possible  to  conduct  a  labor  throughout  without  subjecting 
the  patient  to  the  distress  occasioned  in  mind  as  well  as  body 
by  an  examination  per  vaginam.  The  third  claim  is  that  by 
conducting  a  labor  entirely  by  means  of  abdominal  palpation 
there  is  not  any  risk  of  an  early  rupture  of  the  membrane,  a 
risk  to  be  studiously  avoided  in  certain  conditions.  Another 
advantage  is  that  the  palpation  is  easily  practiced ;  anyone  can 
learn  it  if  he  will  only  set  himself  to  try.  Also  it  is  claimed 
that  the  presentation  and  the  position  of  the  fetus  can  be 
diagnosed  long  before  anything  can  be  made  out  by  a  vaginal 
examination,  and  that  the  subsequent  changes  during  the 
progress  of  labor  may  be  accurately  made  out  and  interpreted. 
An  advantage  is  afforded  from  the  fact  that  abnormalities  in 
the  fetus,  intra-  and  extra-uterine,  can  be  discovered  early, 
and  that  means  can  be  taken  for  earlv  rectification  or  treat- 
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nient.  And  yet  another  very  important  advantage  may  be 
adduced,  especially  applicable  in  districts  where  rickets  are 
common,  i.e.j  that  errors  due  to  contracted  pelvis  can  be 
early  diagnosed,  even  months  before  labor,  giving  ample  time 
for  prophylactic  measures. 

The  conditions  in  which  the  purely  abdominal  examination 
is  wanting  are  not  very  many.  It  is  impossible  by  palpation 
alone  to  determine  a  prolapse  of  the  cord.  Also  it  is  impos- 
sible to  determine  vertex  presentation  complicated  by  a  hand ; 
it  is  impossible  to  determine  edema  or  prolapse  of  the  anterior 
lip  of  the  cervix,  which  sometimes  is  a  considerable  bar  to  the 
progress  of  labor.  Small  prolapsed  uterine  polypi  and  other 
uterine  tumors  and  tumors  in  Douglas's'  pouch  cannot  be 
diagnosed  by  palpation;  it  is  only  by  a  vaginal  examination 
that  such  can  be  done.  Exostosis  of  the  sacrum  cannot  be 
discovered,  nor  can  a  rare  condition  of  narrowed  pelvic  outlet 
which  occurs  in  osteomalacia.  lastly,  it  is  impossible  to  deter- 
mine placenta  previa,  where  it  lies  posteriorly,  except,  of 
course,  by  the  clinical  symptom  of  hemorrhage. 

So  much  for  the  advantages  and  disadvantages  of  the  ab- 
dominal method.  What,  it  may  be  asked,  are  the  advan- 
tages of  the  vaginal  method?  The  salient  disadvantage  is  an 
open  door  to  entrance  of  sepsis  into  the  parturient  canal.  A 
great  many  observations  have  been  made  with  regard  to  the 
bacteriology  of  the  vagina,  the  cervix,  and  the  cavity  of  the 
uterus,  and  it  has  been  found  that  a  normal  vagina,  either  in  a 
pregnant  or  a  non-pregnant  woman,  has  the  faculty  of  dis- 
infecting itself,  or  of  making  itself  aseptic.  There  is  found  in 
the  normal  vagina  an  acid  condition  of  the  contents,  produced 
by  a  special  bacillus,  which  prevents  other  bacilli  growing  with 
any  readiness,  bacteriological  examinations  of  the  vagina 
and  the  cervix  go  to  show  that  there  are  three  zones  diflFering 
in  bacterial  contents.  The  middle  zone,  narrow  in  extent,  is 
situated  in  the  cervix  uteri,  just  within  the  external  os.  It  is 
usually  occupied  by  a  plug  of  mucus  and  contains  only  a  few- 
bacteria,  all  in  a  more  or  less  debilitated  condition.  Below  is 
the  first  zone,  including  the  vagina,  where  bacteria  abound. 
Above  in  the  cervix  and  internal  os  uteri  is  the  third  zone, 
which  is  free  from  bacteria.  The  middle  zone  is  the  barrier 
where  natural  sterilization  takes  place.  This  condition  obtains 
^so  in  pregnancy,  and  if  in  examining  a  case  of  labor  we  pass 
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our  fingers  up  through  the  cervix  to  feel  the  membranes  we 
must  necessarily  interfere  with  or  break  down  this  natural 
safeguard  against  sepsis  and  permit  the  introduction  of  sepsis 
into  the  septic  zone,  and  through  the  ruptured  membranes 
into  the  hitherto  aseptic  uterine  cavity.  The  possibility  of  the 
entrance  of  sepsis  into  the  vagina  and  parturient  canal  is  the 
greatest  disadvantage  of  vaginal  examination. 

There  are,  on  the  other  hand,  great  advantages  in  exami- 
nation by  the  vagina.  Its  use  in  the  very  early  stages  of 
pregnancy  is  invaluable,  combined  with  abdominal  examina- 
tion, in  determining  pregnancy  itself. 

In  very  early  pregnancy,  even  as  early  as  the  third  or  fourth 
week,  we  get  a  very  characteristic  condition  which  has  already 
been  referred  to  before  this  Society  by  my  colleague,  Dr. 
Burford,  as  Hegar's  sign  of  early  pregnancy.  With  its  help 
one  may  be  enabled  to  determine  pregnancy  with  certainty  as 
early  as  the  sixth  week,  and  sometimes  earlier.  The  feeling 
on  bimanual  examination,  which  must  be  as  complete  as  pos- 
sible, is  that  the  upper  portion  of  the  cervix  of  the  uterus,  or 
the  lower  portion  of  the  body,  is  very  soft  and  thin.  The 
lower  cervical  portion  remains  more  or  less  its  normal  size, 
while  above  there  is  a  bulging.  That  bulging  is  most  notice- 
able to  the  vagina]  finger,  which  is  passed  up  in  front  of  the 
cervix  along  the  anterior  aspect  of  the  fundus,  where  there  is 
a  sudden  bulging.  If  you  find  that  bulging  in  a  case  where 
one  period  has  been  missed,  and  there  are  other  possibilities  of 
pregnancy,  you  can.  hardly  err  in  diagnosing  early  pregnancy. 
Of  course,  it  is  better  to  corroborate  your  diagnosis  by  refer- 
ence to  the  clinical  signs  of  pregnancy  and  the  condition  of  the 
breasts,  but  Hegar's  sign  alone  is  a  very  reliable  one. 

Let  me  cite  one  other  instance  where  the  double  method  of 
examination  is  indispensable;  it  is  in  a  case  of  feigned  preg- 
nancy. In  this  case  there  were  clinical  evidences  of  preg- 
nancy ;  it  was  nearly  at  full  time,  thirty-six  weeks,  but  it  was 
discovered  by  bimanual  examination  that  the  uterus  was  in  a 
normal  condition,  and  that  the  rest  of  the  abdominal  swelling: 
was  a  phantom  tumor. 

I  recently  had  an  interesting  example  of  feigned  pregnane}'. 
A  lady,  on  coming  to  reside  near  me,  told  me  that  she  was  four 
months  pregnant,  that  her  previous  attendant  had  seen  her 
about  the  second  or  third  month,  and  had  told  her  she  was 
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pregnant.  The  time  of  delivery  was  fixed  from  these  data 
and  the  nurse  engaged.  About  the  time  arranged  I  was  duly 
called  and  arrived  at  the  lying-in  chamber.  The  nurse  was 
there,  the  patient  duly  prepared,  and  the  usual  layette,  etc., 
warming  by  the  fire.  The  patient  complained  of  the  usual 
labor  pains,  which  appeared  genuine.  I  proceeded  first  to 
palpate  the  abdomen,  but  could  find  nothing  corresponding 
either  to  a  breech  or  to  a  vertex,  or  to  any  fetal  part.  The 
abdomen  was  merely  unusually  distended.  My  diagnosis  was 
corroborated  by  the  vaginal  examination.  The  surprise  and 
disappointment  of  the  patient  when  the  condition  was  ex- 
plained to  her  were  only  exceeded  by  my  chagrin  at  having  been 
led  to  forego  in  her  case  on  her  representations  the  preliminary 
abdominal  examination  during  the  later  months  of  pregnancv, 
which  I  have  found  so  indispensable  in  giving  valuable  fore- 
knowledge as  to  the  probable  course  and  character  of  a  con- 
finement. 
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MALIGNANT  GROWTHS  OF  THE  MALE 
GENITALLA.- 

BY  BUKK  G.  CARLETON^  M.  D. 

The  origin  of  the  various  malignant  growths  of  the  genitalia 
and  the  question  as  to  whether  they  are  due  to  parasites,  in- 
trinsic causes  inherent  within  the  normal  cell,  or  the  bright  red 
spots  from  the  fertilized  eggf  will  not  be  considered. 

Two  cases  of  malignant  diseases  of  the  genitalia  will  be  out- 
lined as  a  basis  for  general  deduction,  with  conclusions  drawn 
from  a  large  number  of  similar  cases  treated  in  private  prac- 
tice and  my  hospital  work  during  the  past  few  years. 

F.  S.,  aged  thirty-five,  single,  German,  admitted  to  the 
Metropolitan  Hospital  October  26,  1903.  Family  history 
negative.  General  health  in  the  past  always  good.  Drinks 
and  smokes  in  moderation.  Had  gonorrheal  urethritis  one 
year  ago;  it  was  treated  by  injection  and  cured  in  about 
two  months.  In  March,  1903,  after  a  day's  heavy  work,  he 
experienced  a  little  pain  in  the  scrotal  region,  the  left  side  of 
the  scrotum  gradually  increased  in  size.  At  first  electricity 
afforded  relief,  but  when  discontinued  the  swelling  rapidly  in- 
creased. While  taking  this  treatment  there  was  a  dragging 
sensation  in  the  scrotum  but  no  special  pain.  On  October  14. 
1903*  about  eight  ounces  of  a  thin  dark  fluid  resembling  urine 
was  removed  from  the  tunica  vaginalis  by  means  of  a  trochar 
and  cannula.  Immediately  after  the  scrotal  paracentesis,  the 
parts  swelled  rapidly.  The  tumefaction  was  confined  to  the 
left  side ;  through  the  opening  made  by  the  trochar  there  was  a 
continuous  discharge  of  a  foul-smelling  thick,  yellow  fluid. 
The  local  condition  caused  no  pain,  the  only  discomfort  being 
the  size  of  the  swelling  and  the  annoyance  it  caused  when  walk- 
ing.    When  admitted  to  the  hospital  October  26,  his  tempera- 

*  A  revision  of  a  paper  presented  .it  the  American  Institute  of  Homeopathy. 
Chicago,  1905. 

f  The  author  of  the  theory  that  the  fertile  red  spots  of  the  hen's  egg  when 
eaten,  unless  destroyed  in  the  process  of  digestion,  may  reach  a  portion  of  the 
anatomy  where  the  circulation  from  trauma  or  pressure  is  poor,  and  there  set  up 
an  independent  growth  not  under  control  of  the  u^ual  body  metabolism  with 
resulting  so-called  malignant  tumor,  h^s  injected  the  fertile  red  spots  of  the  egg 
into  rabbits  and  dog<s,  and  produced  seeming  cancerous  growths. 
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ture  was  102**  F.,  pulse  124,  respiration  22.  For  some  time  he 
had  suffered  from  chills  and  flashes  of  heat.  The  scrotum,  then 
about  the  size  of  a  man's  head,  was  very  hard,  with  here  and 
there  a  sensitive  area.  The  right  testicle,  though  freely 
movable,  was  pushed  upwards  towards  the  top  of  the  scrotum. 
On  the  liight  of  admittance,  the  scrotal  mass  ruptured,  and  con- 
siderable very  offensive,  thick,  bloody  fluid  escaped. 

His  urine  was  amber-color,  acid  in  reaction,  of  1012  specific 
gravity  and  had  2  1-2  per  cent,  of  urea,  but  contained  no  al- 
bumin or  sugar.  There  was  a  scanty  sediment  composed  of  a 
few  spermatozoa,  an  occasional  crystal  of  uric  acid,  epithelia 
from  the  urethra,  and  numerous  fibrous  shreds.  There  were 
no  casts. 

October  27,  After  the  usual  surgical  preparation  the  scrotal 
tissues  were  incised  and  a  large  amount  of  pus  and  gangrenous 
material  evacuated.  In  the  deeper  part  of  the  scrotum  there 
was  a  cavity  about  an  inch  in  diameter  with  irregular  walls, 
filled  with  urine.  This  was  opened  and  found  to  com- 
municate by  means  of  a  tortuous  sinus  with  the  membranous 
portion  of  the  urethra.  The  left  testicle,  broken  down  and  de- 
generated, was  removed  together  with  much  of  the  diseased 
scrotal  tissue.  This  degenerated  scrotal  tissue  was  curetted, 
irrigated  with  full  strength  peroxide  of  hydrogen,  and  douched 
with  bichloride  i  to  4000.  The  urethral  strictures,  one  at  the 
meatus  (congenital),  the  other  admitting  a  number  22  F  bul- 
bous bougie  in  the  lower  part  of  the  bulbous  urethra  (acquired) 
were  located.  The  deep  stricture  was  divided  by  means  of  an 
external  urethrotomy ;  the  anterior  one  by  a  meatotomy.  The 
parts  practically  closed  in  four  weeks,  when  he  requested  his 
discharge.    .    . 

About  the  first  of  December  a  growth  accompanied  by  local 
pain  appeared  in  the  left  groin.  This,  breaking  down,  dis- 
charged through  the  skin.  On  December  15  he  returned  to  the 
hospital  suffering  with  considerable  pain  and  swelling  in  the  left 
side  of  the  scrotum,  and  a  small  fluctuating  swelling  about  the 
size  of  an  ^gg  was  discovered.  This  growth  increased  rapidly 
in  size  until  January  30,  when  a  second  operation  was  per- 
formed. The  tumefied  mass  contained  clotted  blood  and  serum 
of  a  foul  odor.  At  this  time  all  seemingly  diseased  tissue  in 
the  immediate  neighborhood,  as  well  as  the  associated  lym- 
phatics, were  removed,  and  the  wound  closed  with  drainage. 
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February  8,  X-ray  treatment  every  second  day  was  instituted. 
At  first  there  was  every  evidence  of  a  favorable  result,  but  in 
about  two  weeks  the  growth  returned  with  increased  vigor,  in- 
volving practically  all  the  scrotal  tissues. 

A  third  operation  was  performed  on  March  4,  1904,  when 
all  the  scrotal  tissue  was  removed  with  the  exception  of  the 
right  testicle  which  was  seemingly  healthy.  This  organ  was 
protected  and  covered  over  by  a  flap  taken  from  the  inner  side 
of  the  thigh.  The  tissues  removed  at  the  second  and  third 
operations,  when  examined  microscopically,  gave  positive 
diagnostic  evidence  of  a  small  round-celled  sarcomatous  in- 
vasion. 

The  X-ray  treatment  was  commenced  the  morning  following. 
Uneventful  recovery  followed,  and  the  patient  was  discharged 
from  the  hospital  April  4,  1904.  Since  then  he  has  been  under 
frequent  observation,  has  worked  continually  at  his  trade,  and 
seems  to  be  in  perfect  health. 

The  case  is  interesting  from  the  fact:  (i)  That  when  the 
hydrocele  was  evacuated  its  origin  was  considered  to  be  trau- 
matic and  the  malignant  disease  of  the  testicle  was  overlooked. 
(2)  That  possibly  the  hydrocele,  from  some  want  of  aseptic 
precaution,  was  transformed  into  a  pyocele.  (3)  Or  that  at 
this  period  the  sarcoma  of  the  left  testicle,  having  degenerated, 
discharged  into  the  tunica  vaginalis.  (4)  The  destruction  of 
the  scrotal  tissue  extending  to  the  dilated  portion  of  the  mem- 
branous urethra  behind  the  stricture  may  have  been  due  to  a 
necrotic  burrowing  within  the  scrotum  backward  to  the 
urethra,  or  the  necrosis  may  have  commenced  in  the  urethra 
and  burrowed  into  the  degenerated  scrotal  tissues,  permitting 
the  urinary  extravasation.  (5)  That  the  usual  surgical  relief 
alone,  or  even  when  followed  by  the  X-ray  application,  com- 
mencing a  week  or  two  after  the  operation,  was  only  seemingly 
successful,  the  growth  returning  in  a  short  time ;  but  when  the 
diseased  tissues  and  associated  lymphatic  channels  and  glands 
were  entirely  removed,  and  the  X-ray  treatment  commenced 
immediately  after  operation,  the  cure  was  apparently  complete. 

This  seeming  cure  of  a  sarcoma  of  the  round-celled  variety, 
is  extremely  gratifying,  as  in  the  past  this  form  of  sarcoma  has 
been  considered  incurable. 

The  second  case  was  a  spindle-celled  sarcoma  occurring  in 
a  mulatto  tl^qA   forty.     When  admitted  to  the  ^Metropolitan 
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Hospital  November  27,  1903,  there  was  in  his  left  groin  a  very 
sensitive  swelling  about  as  large  as  a  goose  ^^'gy  with  an  open- 
ing about  an  inch  and  a  quarter  in  diameter  upon  the  surface 
from  which  pus  was  escaping.  The  opening  was  filled  with  an 
exuberant  granulation.  There  was  much  pain  on  walking  and 
at  night.  Microscopic  examination  of  scrapings  from  the 
growth  confirmed  the  diagnosis  of  spindle-celled  sarcoma.  The 
growth  was  surgically  removed  and  the  wound  closed.  Union 
did  not  take  place,  and  it  was  necessary  to  operate  again  about 
three  weeks  later,  when  the  diseased  tissues  were  all  removed, 
leaving  a  large  open  cavity.  X-ray  treatment  was  commenced 
at  once,  and  in  five  weeks  a  perfect  cu^e  resulted.  When 
epithelioma  attacks  the  penis,  the  removal  of  the  growth  by 
amputation  in  many  cases  controls  the  morbid  condition.  In 
my  earlier  experience,  w^hen  the  grow^th  returned  I  depended 
upon  a  re-amputation  or  extirpation  of  the  penis.  Lately  I 
have  followed  the  removal  of  the  growth  with  the  X-ray  treat- 
ment, commencing  the  morning  after  the  operation,  and  in  no 
case  has  there  been  a  recurrence.  In  a  recent  villous  cancer 
of  the  penis,  involving  the  glans  and  the  anterior  inch  of  the 
corpus  spongiosum,  and  the  corpora  cavernosa  which  was  re- 
moved by  a  circular  amputation,  the  patient  objected  to  the 
use  of  the  X-ray.  The  part  healed  by  primary  union  and  the 
stitches  were  removed  on  the  seventh  day.  About  two  weeks 
from  the  time  of  the  operation  a  small  nodular  growth  appeared 
on  the  distal  end  of  the  corpora  cavernosa,  which  soon  broke 
down  and  resulted  in  a  sinus-like  opening.  The  X-ray  treat- 
ment was  immediately  instituted.  Under  its  influence  the 
growth  and  ulcerated  area  disappeared,  the  parts  healing  per- 
fectly in  about  four  weeks. 

In  a  number  of  cases  of  sarcoma  and  carcinoma  of  the 
testicle,  early  castration  and  the  use  of  the  X-ray  have  given 
satisfactory  results.  Malignant  growths  of  the  bladder  have 
all  terminated  favorably.  Of  those  occurring  in  the  prostate, 
a  large  number  have  been  operated  successfully,  and  a  good 
percentage  are  now  in  seemingly  good  health. 

Occasionally,  when  the  X-ray  treatment  was  declined,  or  ^'t 
was  not  convenient  to  apply  it,  the  growth  has  returned,  b  it 
when  the  recurrence  was  discovered  early  the  X-ray  has  even 
then  often  acted  satisfactorily.  I  must,  however,  acknowledge 
that  T  have  removed  many  growths  of  a  malignant  nature,  in- 
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volving  the  male  genitalia,  without  the  after  X-ray  treatment,- 
and  have  in  individual  cases  obtained  satisfactory  results. 

In  conclusion,  while  many  malignant  growths  involving  the 
bladder,  prostate,  penis,  scrotum,  and  testicles,  have  been  ap- 
parently successfully  removed  by  surgical  methods,  my  results 
during  the  past  two  years  where  X-ray  appliciations,  com- 
menced the  day  following,  supplemented  the  surgical  removal, 
have  given  such  good  results  that  it  is  now  a  part  of  my  routine 
practice.  I  have  become  quite  optimistic  about  results  of  this 
procedure  and  advise  the  application  of  the  X-ray  to  the  parts 
for  a  number  of  weeks  following  the  operation.  Many  of  the 
electro-therapists  also  advise  the  X-raying  of  the  parts  for  some 
days  before  the  operation,  believing  that  it  immunes  the  sur- 
rounding tissues  and  facilitates  primary  healing  and  a  final 
cure. 


jlm^tijan  ^tidiW^  ^lt|mg$. 

Stcnographically  reported  for  this  Jovrnai.. 


(Operative  Management  of  Injuries  to  the  Patella,) 

J,  G.  Gilchrist,  M.  D. :  It  makes  little  difference  whether  we 
have  a  direct  or  an  indirect  fracture  of  the  patella.  In  direct 
fracture  I  usually  perform  a  little  separation  of  the  fragments, 
and  the  question  of  wires  is  to  me  of  small  moment;  and  yet 
we  cannot  altogether  neglect  that  because  there  is  always  in 
direct  fractures  more  or  less  extravasation  and  the  need  of 
the  separation  of  the  fragments  comes  from  the  fact  there  is 
a  falling  in  between  the  fragments,  the  broken  tissue,  and  the 
torn  ligaments — between  the  patellar  tissues  particularly  and 
the  fragments  of  bone  that  are  detached.  There  is  one  point  I 
want  to  mention,  in  a  number  of  operations  for  comminuted 
fractures  I  used  the  kangaroo  tendon  and  I  was  not  altogether 
satisfied  with  the  results.  I  call  attention  also  to  the  value  of 
absorbable  sutures  instead  of  wire.  In  the  approximation  of 
fractures  and  uniting  them  with  absorbable  sutures  you  get  rid 
of  the  devitalized  tissue  and  the  extravasated  blood. 

W.  E.  Green,  M.  D. :  I  have  been  a  great  friend  of  the 
kangaroo  tendon,  and  have  used  it  in  hernia  and  kidney  opera- 
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tions.  But  I  have  been  unfortunate  in  its  use  in  the  last  three 
cases  of  abdominal  section,  in  that  the  wounds  opened  up  in 
from  five  to  s^QXitw  days  after  the  operation.  One  case  through 
the  negligence  of  the  nurse  went  six  hours  before  we  found 
there  was  a  blood  pool  and  an  intestinal  loop  lying  on  the  out- 
side. I  had  one  case  recently,  where  I  closed  the  abdomen, 
layer  by  layer,  using  catgut  for  the  peritoneum  and  muscle, 
and  kangaroo  tendon  for  the  tissue,  then  closing  the  skin- with 
subcutaneous  catgut  suture,  and  yet  with  all  my  care  I  had 
two  inches  of  the  wound  open  up.  I  had  to  go  over  it  again. 
On  the  fifth  day  the  patient  was  doing  so  well  that  I  took  out 
the  kangaroo  sutures.  Wiien  I  took  out  one  of  the  sutures 
there  seemed  to  be  a  little  opening,  but  it  was  slight  and  ap- 
parently so  trivial  that  I  did  not  see  her  the  next  day,  and  on 
the  day  following  this  1  found  that  the  whole  length  of  the 
wound  v/as  gaping  open.  I  had  used  no  kangaroo  tendon  in 
sewMug  up  the  peritoneum  and  that  part  was  safe.  You  could 
take  out  this  kangaroo  tendon  like  little  threads  of  linen.  It 
was  entirely  disorganized.  But  in  another  case  the  kangaroo 
tendons  were  all  right  and  when  the  time  came  to  take  them 
away,  unlaced  just  like  a  shoe.  Now  I  don't  know  what  caused 
the  disorganized  condition  of  the  tendon,  but  I  have  lost  a  good 
deal  of  my  confidence  in  kangaroo  and  have  been  using  the 
chromicized  catgut.  For  years  and  years  T  used  the  kangaroo 
tendon  in  all  similar  operations,  using  the  large  coarse  fiber. 

(Odds  and  Ends  in  General  Ancstliesia.) 

T.  Edward  Costain,  M.  D. :  There  are  some  points  in  my  ex- 
perience in  relation  to  anesthesia  and  its  giving,  that  cause  me  to 
believe  it  is  not  a  very  wise  procedure  to  have  the  eyes  tied  up. 
I  like  to  see  the  patient's  eyes  when  he  goes  under  the  anes- 
thetic. They  present  signs  which  to  me  are  more  vital  and  more 
important  than  the  possible  danger  of  dropping  some  of  the 
anesthetic  into  the  eye. 

In  nephritis,  in  cases  where  chloroform  is  used,  I  believe 
the  action  of  the  chloroform  to  be  a  little  more  dangerous  to 
the  patient  than  ether.  Ether  is  not  as  dangerous  as  was 
formerly  supposed.  Suppression  of  urine  has  been  most  no- 
ticed, and  vet  in  some  cases  this  does  not  result  from  ether  at 
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all.  I  have  been  told  by  others  that  they  have  had  this  su|>- 
pression  from  chloroform  as  well  as  from  ether. 

In  regard  to  breathing,  I  always  ask  the  patient  to  breathe 
naturally,  just  as  if  going  to  sleep,  and  I  never  insist  upon  tak- 
ing deep  or  forcible  breaths.  I  favor  the  use  of  the  tongue 
forceps,  and  I  give  preference  to  the  double  tenaculum,  be- 
cause among  other  advantages  it  gives  us  a  better  purchase  and 
does  not  obstruct  the  mouth. 

In  relation  to  the  Trendelenburg  position,  as  compared  with 
the  flat  position,  very  often  the  mucus  collects  in  the  throat,  and 
when  gathered  there  by  gravity,  as  one  may  say,  if  the  head 
is  hanging  down  and  the  body  is  elevated,  that  mucus  will  fall 
into  the  throat  and  thus  cause  a  desire  on  the  part  of  the  patient 
to  swallow.  That  causes  choking  and  the  patient  gets  blue. 
The  anesthetist  should  immediately  take  off  the  anesthetic, 
lower  the  body  to  a  horizontal  position,  and  let  the  patient  come 
to  again ;  this  sometimes  very  nicely  tides  over  the  trouble. 

For  nausea  after  ether  inhalations,  the  use  of  menthol, — 
through  the  ordinary  menthol  tubes — will  give  great  relief  and 
oftentimes  stop  the  nausea.  It  seems  not  to  have  any  effect  on 
chloroform. 

Wm.  A.  Forstcr,  M.  D. :  The  cause  of  the  nausea  in  the 
large  majority  of  cases,  is  an  over-saturation  with  chloroform. 
Sometimes  it  is  purely  mental,  but  a  great  many  times  it  re- 
sults from  over-saturation  of  the  anesthetic.  I  sometimes  cor- 
rect the  condition  by  using  the  stomach  tube  and  washing  out 
the  stomach.  It  relieves  that  nausea  and  I  find  it  the  most 
satisfactory  agent  that  I  have  ever  used. 

Jas.  C.  Wood,  M.  D. :  In  connection  with  the  use  of  ad- 
renalin in  hemorrhage  it  happens  to  be  my  privilege  to  operate 
with  Dr.  Cryle  in  the  Lakeside  Hospital  at  Cleveland.  Dr. 
Cryle  was  among  the  first  to  make  use  of  this  new  means  of 
controlling  hemorrhage.  He  uses  ten  minims  of  the  i-iooo 
strength,  and  he  has  determined  that  in  his  experience  a  larger 
dose  is  dangerous.  A  teaspoonful  as  a  dose  has  been  spoken  of, 
but  according  to  the  statement  of  the  expert  mentioned,  it 
seems  to  me  it  wotild  be  rather  a  dangerous  dose. 

D.  M.  Gibson,  ^I.  D. :  I  want  to  emphasize  one  essent«nl, 
the  need  of  change  in  position;  especially  in  relation  to  abdom- 
inal breathing.  I  saw  one  patient  die  very  suddenly  and  Ihc 
onlv  direct  cause  we  could  find  was  this  intensified  abdominal 
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respiration.  I  do  not  believe  that  it  is  safe  to  continue  an 
anesthetic  after  the  cessation  of  abdominal  respiration.  Such 
cases  seem  to  collapse  in  a  minute.  The  breathing  becomes 
shallow  and  more  shallow  and  when  that  ceases, — if  the  anes- 
thetic is  continued, — you  very  soon  have  collapse  and  death. 
In  relation  to  the  dose  of  adrenalin,  I  have  seen  as  much  as  an 
ounce  of  adrenalin  used  with  a  patient,  and  within  one  or  two 
hours  thereafter  she  suffered  a  severe  shock,  but  by  some  good 
fortune  survived. 

T.  D.  Buchanan,  AI.  D. :  1  cover  the  patient's  eyes,  but  I 
do  not  mean  to  imply  that  I  do  not  use  the  eye  signs.  I  fre- 
quently lift  up  the  gauze  and  note  the  pupil  signs.  There  have 
been  many  cases  of  conjunctivitis  following  chloroform  anes- 
thesia, resulting  ixoxw  the  eye  being  hurt  during  the  anesthesia, 
which  the  covering  of  the  eye  prevents.  I  believe  in  clearing 
the  mucus  out  of  the  throat.  I  formerly  used  a  swab  to  get  the 
mucus  out.  but  since  I  have  been  using  the  tongue  forceps,  I 
no  longer  need  the  swab.  I  try  to  keep  the  air  passages  clear 
and  free  at  all  times. 

As  to  the  question  of  nausea  I  have  tried  all  the  suggested 
methods,  even  washing  out  the  stomach.  As  a  routine  practice, 
the  washing  out  of  the  stomach  is  a  very  disagreeable  thing, 
both  to  the  anesthetist  and  to  the  patient. 

As  far  as  the  dosage  of  adrenalin  is  concerned,  I  don't  want 
to  establish  the  impression  that  I  am  very  keen  on  stimulants. 
I  don't  believe  there  is  a  man  in  New  York  that  sedcs  to  stimu- 
late his  patients  while  under  an  anesthetic,  less  than  I  do.  The 
dosage  I  give  is  the  one  that  Parke-Davis  recommend,  for  you 
recollect  it  was  their  chemist  who  discovered  adrenalin. 

(Problems  in  Gynecological  and  Abdominal  Surgery.) 

James  C.  Wood,  i\f .  D. :  I  ask  an  expression  of  opinion  on 
the  difference  between  shock  and  internal  hemorrhage.  It  is 
a  subject  of  importance  as  hemorrhage  means  death  at  once, 
unless  the  abdomen  is  immediately  opened.  If  it  is  hemorrhage, 
the  things  we  need  to  do  to  overcome  shock  are  the  worst  pos- 
sible expedients  in  hemorrhage,  increasing  the  arterial  pressure 
and  enabling  the  heart  to  pump  out  more  blood. 

D.  C.  Smith,  AL  D. :  The  important  ix)int  in  the  differen- 
tiation between  shock  and  hemorrhage,  is,  that  whatever  train 
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of  symptoms  we  may  have,  the  condition  present  may  be  al- 
together different  from  those  indicated  by  the  symptoms.  This 
fact  has  been  emphasized  time  and  again.  I  presume  if  I  had 
a  similar  case  I  would  do  the  same  Dr.  Wood  did,  assume  it 
was  shock  and  direct  treatment  accordingly.  Instead  of  a 
hasty  decision,  I  should  make  a  careful  physical  examination 
of  the  abdomen  to  see  if  there  was  any  indication  of  dullness 
in  the  abdomen,  and  possible  tympanitis  as  well  as  the  subjective 
symptoms.    This  is  always  called  for  in  obscure  cases. 

It  was  the  expressed  concensus  of  opinion  of  many,  among 
those  who  had  had  occasion  to  open  the  abdomen  in  secondary 
operations  that  in  every  such  case  the  patient  had  died. 

{Some  Things  the  Expectant  Mother  Should  Know.) 

A.  P.  Hanchett,  M.  D. :  The  expectant  mother,  like  every- 
one else  who  must  be  a  learner,  will  learn  only  by  precept  upon 
precept,  by  repetition,  by  careful,  special,  detailed  instruction. 

In  the  obstetric  chamber  you  can  scarcely  make  it  too 
emphatic  or  speak  too  frequently  to  the  mother  and  to  the  one 
who  is  to  attend  her  concerning  absolute  cleanliness. 

The  question  of  intelligent  management  of  the  baby  and 
the  gastric  symptoms  that  appear  during  the  gestation,  is  also 
a  point  ttpon  which  the  prospective  mother  needs  instruction 
and  intelligent  advice,  along  the  lines  of  proper  hygienic 
management,  proper  dietetics,  etc.  Not  what  she  must  eat, 
but  what  she  can  eat  is  the  problem  for  the  physician  to  solve. 

On  the  question  of  exercise,  particularly,  are  people  of  means 
who  are  not  compelled  to  exercise  to  accomplish  or  do  their 
own  work,  apt  to  become  indolent  and  careless  about  getting 
out  in  the  air.  and  this  is  an  essential  that  I  insist  upon. 

I  want  to  emphasize  too  the  point  in  regard  to  environment. 
The  whole  future  life  of  this  new  being  is  more  at  stake  than 
we  realize,  and  if  surroundings  have  anything  to  do.  and  we 
know  they  do,  with  the  child's  future,  then  it  would  seem 
necessary  to  surround  the  prospective  mother  with  inspiring, 
hopeful,  and  generally  pleasant  environment.  I  am  sure  that 
impressions  will  be  made  upon,  and  must  be  felt  throughout 
the  life  of  the  child,  and  doubtless  much  of  the  crime  of  in- 
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fanticide  and  in  a  less  degree  the  terrible  despondency  and  all 
that  goes  to  make  up  the  darkest  side  of  life,  is  to  be  trace- 
able to  unhappy  surroundings  during  the  term  of  pregnancy. 

There  is  a  point  in  reference  to  the  management  of  obstinate 
constipation  in  those  in  the  pregnant  state,  a  method  I  adopted 
some  years  ago,  and  have  found  to  be  one  of  the  greatest  aids. 
It  involves  the  use  of  bran  freely.  I  will  g^ve  the  formula, 
anyone  can  prepare  it  and  use  it.  Bran,  i  pint;  flour,  1-2 
pint;  sour  milk,  1-2  pint;  New  Orleans  molasses,  3  tablespoon - 
f uls ;  soda,  i  tablespoonf ul ;  salt  to  taste.     Bake  in  gem  pan>. 

Used  in  place  of  white  bread,  it  will  cure  constipation  in 
almost  all  cases,  but  it  requires  persistent  use  and  for  son:e 
little  time. 

E.  H.  Jewitt,  M.  D. :  One  of  the  first  things  the  expectant 
mother  should  know  is  that  no  physician  can  promise  when 
the  labor  will  cease.  I  think  some  doctors  are  greatly  to  blame 
at  times  in  permitting  the  impression  of  a  possible  short  labor 
to  obtain,  and  the  patient  relies  upon  this  and  is  disappointed. 
Also  as  to  the  usual  duration  of  labor,  in  cases  of  primiparje, 
where  the  child  is  born  in  a  little  less  than  the  ordinarily  ac- 
cepted time,  and  where  the  gossips  in  the  community  get  very 
busy  and  make  trouble.  This  is  very  wrong  and  the  physician 
should  do  all  in  his  power  to  counteract  the  unjust  impression. 
Many  a  woman  becomes  pregnant  immediately  after  marriage 
and  promptly  becomes  concerned,  fearing  that  the  baby  is 
going  to  be  born  in  less  than  280  days.  She  immediately  be- 
gins to  fret  and  worry  about  it,  so  that  as  the  result  of  this  very 
worry  and  dread,  it  often  happens  a  child  is  born  in  less  than 
the  usually  accepted  time,  the  gossips  immediately  talk,  and 
perhaps  ask  the  doctor  as  to  what  was  the  matter.  In  such 
an  event  the  doctor  who  is  true  to  his  patients  should  give 
assurance  of  the  fact,  for  it  is  a  fact,  that  it  does  happen  in 
primipara  that  a  child  may  be  born  before  the  full  and  ac- 
cepted time  of  pregnancy,  and  for  the  reasons  I  have  already 
given. 

Another  thing,  although  her  first  labor  may  have  been  an 
exceedingly  hard  one,  her  life  seemingly  hanging  in  the  bal- 
ance, the  expectant  mother  should  know  that  multipara,  as  a 
rule,  find  it  far  easier  to  give  birth  to  children  than  primi- 
para. If  the  first  labor,  even  though  difficult,  was  skillfully 
managed,  and  has  left  no  ill  results,  I  believe  it  is  a  very  bad 
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mistake,  and  one  often  made,  to  advise  the  mother  and  the 
father  not  to  again  attempt  pregnancy.  It  is  a  general  fact  that 
the  woman  who  has  Uved  through  her  first  gestation  and  the 
baby  bom,  no  matter  how  difficult  and  how  laborious  the  event, 
there  is  afforded  a  very  great  presumption  that  she  will  sur- 
vive subsequent  gestations. 

The  expectant  mother  should  be  taught  from  the  beginning 
that  she  should  get  her  information  and  her  knowledge  on 
these  matters  from  her  medical  adviser.  She  should  consult 
him  and  accept  his  judgment.  Many  a  woman  is  harassed 
by  fears  and  doubts  and  anxieties  about  some  trifling  thing 
that  she  hesitates  to  confide  to  her  medical  adviser  for  fear 
he  may  laugh  at  them  and  her.  It  seems  to  worry  her  through- 
her  whole  gestation,  things  that  come  up  that  seem  not  imr 
portant,  things  that  she  has  heard  from  the  gossips  in  the 
neighborhood,  information  that  she  has  picked  up  that  is  ab- 
solutely false,  but  none  the  less  it  troubles  her.  I  have  in  mind 
an  intelligent  woman  who  afterwards  confessed  to  me  that 
she  had  worried  during  her  entire  gestation  as  to  how  the  child 
was  going  to  get  out  of  her  abdomen.  Now  this  was  an  ordi- 
nary intelligent  woman  of  some  numerous  summers,  and  she 
told  me  afterwards  that  she  had  been  told  that  in  some  way 
the  abdomen  opened  up  and  the  umbilicus  was  the  gateway 
through  which  the  child  issued  into  the  world.  Now  if  she 
had  spoken  about  it  she  would  have  been  disabused  of  tliat 
ridiculous  notion  and  all  faulty  maternal  impressions  would 
have  been  put  out  of  commission. 

I  impress  upon  the  expectant  mother  that  no  child  has  ever 
been  marked  by  any  thought  or  suggestion  that  may  have 
been  in  her  mind  during  the  gestation.  That  even  the  drawing 
of  a  tooth  during  gestation,  producing  excessive  secretion 
from  the  mouth,  has  no  effect  upon  the  infant;  that  there  is 
unusual  demand  upon  the  system  for  bony  tissue,  -hence  the 
call  upon  the  system,  which  often  takes  material  from  the  teeth. 
I  believe  that  a  woman  during  the  time  of  her  gestation  s|ipurd 
be  fed  nutritious  food  and  be  fed  abundantly.  It  is  seldom 
neciessary  to  restrain  her  diet,  Ixjcause  with  a  little  policy  the 
doctor  can  control  tlie  food  necessary  to  be  taken,  and  yet  we 
all  know  that  pregnant  women  have  very  freakish  appetites 
and  that  they  pleasure  themselves  with  what  at  other  times 
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would  seem  to  be  unusual  foods,  yet  they  suffer  no  bad  con- 
-sequences  therefrom. 

I  believe  also  in  the  early  applying  of  the  child  to  the  breast, 
"because  it  stimulates  the  uterus  to  contract  and  thus  it  tends 
to  hasten  the  process  of  evolution  and  to  arrest  any  danger 
from  hemorrhage. 

{Routine  Practice  in  the  Lying-in  Room.) 

\V.  E.  Green,  M.  D. :  I  think  we  should  be  as  particular 
to  carry  out  all  the  surgical  laws  of  cleanliness  in  confine- 
ment cases  just  as  we  do  in  our  ordinary  surgical  cases.  1 
make  it  a  rule  to  undertake  obstetrical  cases  with  as  much  care 
as  I 'do  my  surgical  work.  I  think  it  is  absolutely  necessary 
after  the  birth  to  examine  digitally  to  ascertain  if  any  injury 
has  been  done,  and  this  examination  should  be  made  with  great 
care.  There  is  only  one  wa}-  to  perform  any  vaginal  operation, 
and  that  is  to  have  the  patient  prepared  the  same  as  for  sur- 
gical operation;  put  the  patient  on  the  table,  anethetize  her, 
have  proper  assistance,  and  good  work  may  be  done. 

The  most  important  point  m  repairing  lacerated  cervices  is 
to  get  the  vital  tissue  coapted.  Have  your  patient  placed  in 
a  good  light.  Trim  away  with  the  scissors  any  useless  tissue, 
and  then  bring  the  vital  tissue  together.  You  will  fihd  then 
that  they  will  unite  most  kindly,  and  you  will  have  recovery 
in  every  case.  I  can't  recall  a  case  of  lacerated  perineum  in 
which  1  did  not  have  good  results. 

One  thing  proposed  I  objected  to,  the  putting  of  a  finger  in 
the  rectum  when  applying  the  stitches  in  the  vaginal  floor.  I 
believe  that  to  be  a  questionable  procedure,  because  the  finger 
so  introduced  is  not  thereafter  aseptic  and  cannot  be  used  in 
the  further  operaticMi.  Against  the  use  of  vaseline,  also  recom- 
mended, I  protest.  The  parts  are  moist  by  nature,  and  there 
is  very  little  lubrication  required,  and  when  you  put  grease 
there,  it  may  be  a  sterilized  grease,  but  it  is  a  grease  just  the 
same,  it  interferes  with  the  proper  secretions,  and  besides  is 
useless.  I  think  it  an  unwise  procedure,  if  it  be  not  a  dan- 
gerous one.  I  never  use  grease  in  my  obstetric  work  nor  in 
my  surgical  work. 

In  reference  to  maternal  impressions,  T  have  a  case  in  mind 
of  a  woman  wb.o  ])nre  two  children.    During  the  first  gestation 
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period,  she  was  unusually  happy.  She  went  about  her  work 
with  a  song  and  a  smile.  She  was  happy  all  through  the  time 
she  was  carrying  the  child,  and  when  the  infant  came  to  life 
it  was  irritable,  cross,  and  disagreeable,  and  has  maintained 
that  disposition  all  through  its  life.  A  few  years  after  the 
jnother  again  became  pregnant,  and  during  this  term  of  preg- 
nancy she  was  continually  in  trouble,  unhappy,  cross,  irritable, 
disagreeable,  she  wanted  to  kill  herself,  she  was  sure  her  hus- 
band did  not  love  her ;  everything  was  dark  and  blank,  and  yet 
when  the  second  child  came  into  the  world  it  came  with  a 
smile,  it  was  good  natured,  it  was  cheerful,  it  was  bright,  and 
it  has  continued  to  be  one  of  the  happiest  of  children. 

I  use  vaseline  in  large  quantities  because  I  find  it  especially 
good  in  lubricating  the  parts  and  it  assists  materially  in  di- 
lating the  perineum.  For  dilating  the  cervix,  I  use  a  tea- 
iipoonful  of  sterilized  vaseline;  put  with  it  a  half  teaspoonful 
of  the  homeopathic  tincture  of  belladonna,  put  the  mixture 
upon  a  tampon,  and  place  it  up  against  the  cervix  and  it 
promptly  acts  upon  the  fibers  and  rapidly  dilates  the  cervix, 
I  use  it  every  time  if  there  is  any  appearance  of  sluggishness. 

Gilbert  Fitz-Patrick,  M.  D. :  In  the  obstetric  chamber  it  is 
very  important  that  we  be  prepared  for  any  emergency,  doubly 
so,  I  think,  to  be  prepared  for  hemorrhage  where  we  may  have 
a  large  mass  bleeding  and  torn,  from  which  the  placenta  has 
been  detached. 

In  regard  to  the  douche  bag.  I  do  not  see  why  every  doctor 
should  not  carry  his  own  douche  bag.  Then  it  is  certain  that 
ihe  point  would  be  sterilized,  as  is  essential.  Why  take  any 
chances  with  the  family  douche  bag.  I  think  every  obstetri- 
cian should  also  include  a  Kelly  pad  in  his  obstetrical  outfit, 
so  that  he  w^ould  know  that  everything  that  is  used  about  the 
patient  has  been  sterilized,  and  one  cannot  be  sure  of  this  un- 
less self  provided. 

B.  H.  Ogdcn,  W.  D. :  Some  criticism  on  the  matter  of  the 
introduction  of  the  finger  into  the  rectum  calls  for  an  explana- 
tion. I  wish  to  say  that  Dr.  Green  is  perfectly  correct  in  say- 
ing that  the  finger  thereafter  is  no  longer  safe  for  the  re- 
mainder of  the  work;  but  I  introduce  the  finger  only  in  ex- 
ceptional cases  where  the  tear  is  so  deep  and  the  coaption  is 
so  diflFiCult  that  I  have  to  sink  the  needle  deep  into  the  struc- 
tures; then  I  introduce  the  finger  deep  into  the  rectum  in  order 
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to  guide  my  needle  so  as  not  to  perforate  the  rectal  mucosa. 
Instead  of  using  the  bare  finger  T  have  used  the  finger  stall, 
for  I  could  not  have  the  glove  on  the  hand.  The  only  object 
of  this  is  to  prevent  the  suture  from  going  into  the  rectum. 

{The  Mammary  Gland,) 

B.  F.  Bailey,  M.  D. :  Public  opinion  is  the  one  thing  that 
will  give  us  safety  as  American  people  and  preserve  the 
mother.  It  is  said  that  sentiment  means  weakness.  It  may 
mean  strength.  I  feel  that  the  preservation  of  the  Americaa 
people,  and  the  preservation  of  motherhood  depends  on  senti- 
ment. You  and  I  must  remember  that  the  mother  who  is  bear- 
ing her  child  is  the  Madonna  of  life  just  as  much  now  as  she 
was  2,000  years  ago.  We  look  upon  the  mother  as  the  holiest 
thing  in  life.  There  is  no  young  woman  that  will  not  be  made 
better,  and  grander,  and  truer  if  she  feels  that  some  time  she 
may  have  a  little  one  in  her  arms  that  will  look  up  to  her,  and 
love  her,  even  to  maturity,  even  as  I  love  my  mother  and  you 
love  your  mother,  and  I  believe  it  is  this  sentiment  which  we 
must  inculcate  first  in  all  motherhood,  this  love  of  motherhood, 
this  going  back  to  the  old  times,  when  the  family  circle  was 
the  holiest  thing  in  the  world.  While  I  do  not  believe  we 
have  gone  backward,  still  the  time  has  come  when  a  little  re- 
action may  be  necessary.  We  are  not  alarmists,  but  we  must 
preser\-e  motherhood  in  her  full  strength  and  can  simply  gitard 
the  mother  as  the  most  precious  thing  on  earth.  She  brings 
to  us  all  that  is  beautiful,  all  that  is  true,  the  grandest  bond 
of  life. 

J.  F.  Fdgar.  M.  D. :  Sometimes  a  suggestion  that  one  does 
not  see  in  the  regular  books  comes  to  hand.  There  was  such 
a  suggestion  in  the  claim  that  jaborin  decreased  the  secretion 
of  milk  and  perspiration.  A  physician's  wife  applied  to  me 
for  help,  she  had  had  two  children  previously  and  through 
lack  of  mammary  development,  she  had  resorted  to  artificial 
feeding  and  had  lost  both  children.  .She  was  pregnant  and  I 
applied  for  the  remedy  mentioned,  getting  it  from  Darmstadt. 
She  took  this  four  times  a  day  during  the  remainder  of  preg- 
nancy and  she  had  an  abundance  of  milk.  Jalx)rin  is  an  alka- 
loid, diflferent  from  jaborandi.  The  indications  for  its  use  are 
the  want  of  secretion,  also  the  want  of  perspiration.    The  skin 
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is  usually  dry.     It  is  not  a  proven  remedy.     I  have  given  it  in 
several  other  similar  cases  with  excellent  results. 

^[artha  G.  Ripley,  M.  D. :  The  amount  of  milk  the  mother 
has  does  not  depend  on  the  size  of  the  mammary  gland.  In- 
deed, as  a  rule  women  who  have  large,  full  mammary  glands 
and  are  fleshy,  have  little  milk.  To  insure  milk  for  the  baby, 
I  have  used  galvanism,  using  the  current  two  or  three  times 
for  eight  or  ten  minutes,  putting  it  on  each  breast  five  minutes. 
I  have  found  this  the  very  best  thing  that  could  be  applied, 
especially  in  cases  requiring  treatment  three  or  four  weeks 
after  the  birth  of  the  child.  Tea  and  coffee  should  not  be  used, 
but  cocoa  is  excellent.  Drunk  in  place  of  coffee  it  is  a  focMl. 
But  with  all  you  can  do  for  them,  I  find  many  cases  in  which 
the  milk  is  lacking.  It  is  through  no  lack  of  love,  but  I  do  not 
know  the  reason. 

(The  Repair  of  the  Cervix  Uteri.) 

W.  John  Harris,  M.  D. :  If  you  have  a  lacerated  cervix, 
why  not  sew  it  up  immediately  ?  Why  wait  for  possible  sepsis  ? 
For  the  past  fifteen  years  in  every  case  of  confinement  that 
I  have  attended  I  have  examined  the  cervix  after  the  con- 
finement was  over,  and  if  torn  at  all  I  repair  immediately. 

If  you  want  to  get  rid  of  the  effects  of  traumatism,  the  way 
is  to  restore  the  cervix,  and  you  can  do  that  by  immediate  re- 
pair of  the  torn  surfaces.  That  is  assuredly  the  better  wav. 
True,  it  is  not  always  easy,  but  where  the  laceration  is  ex- 
tensive and  as  the  result  of  an  extremely  rigid  os,  it  is  very 
necessary  to  incise  tiie  os  in  order  not  to  have  trouble  with 
the  after  coming  children.  It  is,  of  course,  necessary  to  be 
careful  in  ref>airing  cervical  lacerations  in  this  way  for  the 
parts  are  thin.  If  not  watchful  and  if  the  surfaces  are  not  ap- 
proximated neatly  and  carefully,  bad  results  will  ensue.  It 
is  necessary  when  stitching  to  carry  the  needle  from  the  va- 
ginal aspect  and  let  the  stitch  emerge  just  inside  of  the  line  .of 
repair  on  the  uterine  aspect.  If  this  is  not  done  carefully, 
especially  with  a  bad  cervical  laceration,  there  is  danger  that 
the  parts,  not  being  coapted,  will  produce  an  eversion  of  the 
womb.  I  always  examine  with  a  speculum  to  ascertain  if  the 
torn  surfaces  are  coapted.    I  do  this  as  quickly  after  the  con- 
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elusion  of  a  labor  as  I  can,  in  order  that  the  hemorrhage  may 
not  obstruct  my  point  of  view. 

E.  Stillman  Bailey,  M.  D. :  The  amputation  of  the  cervix 
is  best  performed  after  a  careful  individualization  of  the  case. 
In  the  cases  of  women  who  work  hard,  who  have  a  good  deal 
of  heavy  lifting,  where  they  have  large  families  which  require 
a  great  deal  of  attention,  where  childbirth  is  a  chronic  affair, 
and  where  resulting  indurations  of  existing  lacerations  are 
very  dense  and  firm,  the. whole  structure  seeming  to  be  that 
of  a  very  well  developed  and  active  cervix,  I  prefer  to  take 
the  cervix  oft'  rather  than  to  stitch  the  edges  together,  feeling 
that  we  have  the  results  of  involution  best  under  control,  and 
the  patient  has  less  of  that  dragging  down  and  bearing  down 
and  less  of  weight,  than  we  would  have  with  more  extensive 
repair.  By  this  we  minimize,  also,  the  danger  from  subsequent 
confinements.  Where  there  is  hypertrophy,  the  long  diameter 
of  the  uterus  is  increased,  involving  a  greater  redundancy  than 
if  the  tear  is  very  marked.  These  are  usually  coapted  and  re- 
paired, and  the  cases  recover  to  the  satisfaction  of  the  surgeon 
without  amputations,  because  we  have  lessened  the  canal  and 
we  have  lessened  the  useless  tissue  in  cases  of  hypertrophy. 
In  cases  of  hyperplasia,  when  the  diameters  are  all  enlarged 
and  the  cervical  glands  well  filled  with  mucus  or  the  secretion, 
or  where  the  secretions  are  being  retained,  I  feel  that  we  get 
better  results  by  amputating  than  we  do  by  repair  work,  the 
simple  freshening  and  approximation. 

In  delicate  fibered  women,  where  the  nervous  phenomenon 
is  present,  I  have  found  by  experience  that  it  is  pretty  well  to 
determine  the  margin  of  the  laceration  as  high  up  in  the  cer- 
vix as  it  can  possibly  be  placed,  and  to  remove  the  results  in 
the  form  of  scars  and  contractions  of  the  operation. 

Speaking  of  the  technique,  I  have  done  away  and  for  all 
time  with  the  use  of  the  scissors  or  parrot-bill  form  of  knife 
in  doing  the  freshening  work.  I  think  I  can  do  much  better 
work  with  a  small,  sharp  bistoury,  feeling  my  way  around  the 
cicatricial  plugs,  removing  only  so  much  of  the  tissue  as  it  is 
necessary  to  remove,  and  getting  rid  of  tissues  that  are  wrong. 
I  refer  to  the  tissues  made  wrong  by  the  results  of  the  lacera- 
tion, or  by  nature's  attempt  to  repair  that  laceration,  so  leaving 
a  mass  that  mav  not,  of  course,  be  called  the  result,  but  one 
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which  makes  an  immense  impression  upon  the  nervous  tissue, 
and,  of  course,  upon  the  nervous  woman. 

With  reference  to  the  amputation,  I  use  the  circular  way. 
I  used  to  do  the  cup-shaped  system  of  approximation,  and  ap- 
proximate the  edges  in  the  circle  and  amputate,  as  the  case 
might  indicate,  taking  off  plenty  of  tissue,  and  yet  leave  suf- 
ficient to  insure  a  good  operation  and  to  give  a  firm  hold  to 
the  sutures.  For  this  latter  I  use  the  chromicized  catgut.  I 
think  the  union  of  the  external  wound  in  circular  incision  is 
better  taken  care  of  by  this  form  of  suture.  Any  trouble  ex- 
perienced with  contraction  has  been  in  cases  of  contractions 
which  were  near  the  internal  os,  and  this  I  have  been  able  to 
correct  by  dilatation  with  the  Goodell  dilator.  I  have  always 
overcome  the  trouble  in  that  way.  The  literature  on  the  prim- 
ary operation  is  that  the  operation  had  better  be  done  in  the 
first  nine  days.  My  prejudices  are  all  in  favor  of  an  early 
operation,  but  not  at  the  time  of  confinement. 

"^^  <:^ 

(Primary  Suturing  of  the  Cervix.) 

W.  E.  Green,  M.  D. :  My  experience  in  primary  repair  of 
the  cervix  has  not  been  extensive.  I  examine  the  cervix 
wherever  I  repair  the  perineum,  and  find  that  about  thirty  per 
cent,  of  labor  cases  require  more  or  less  repairs  of  the  peri- 
neum. It  has  been  my  habit  to  make  an  inspection  of  the 
cervix. 

In  rcfT^ard  to  hemorrhage  from  the  rupture  of  the  uterus, 
many  .years  ago  a  surgeon  asked  me,  "  what  do  you  do  when 
you  cut  the  circular  artery  ? ''  I  told  him  I  would  proceed  as 
I  would  in  the  cutting  of  an  artery  anywhere  else,  apply  the 
tourniquet  and  prevent  the  loss  of  blood  while  I  addressed  my- 
self to  repairing  the  damage.  For  a  case  requiring  repair  I 
usually  w^ait  for  ten  days,  and  if  I  have  any  trouble  with  the 
cutting  of  the  uterine  artery,  I  would  then  do  the  usual  repair 
work  for  such  a  condition.  Now  I  would  like  to  ask  if  any- 
one has  ever  had  an  obstetrical  case  on  the  table  and  located 
and  ligated  the  circular  artery?  I  never  did.  And  yet  in 
every  paper  that  is  read  this  thought  is  brought  out.  It  is 
sometimes  quite  difficult  to  tell  where  the  tear  is.  I  remember 
several  years  ago  I  pulled  the  cervix  down;  it  looked  to  me 
more  like  a  spleen.     T  sewed  it  up  and  afterwards  it  proved 
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that  the  cervix  wasn't  torn  at  all  after  delivery.  It  is  not 
the  easiest  thing  in  the  world  to  do  to  put  in  stitches  in  that 
mass  of  bleeding  surface.  If  there  are  small  tears  in  the  cer- 
vix, say  half  a  dozen,  I  generally  put  in  a  stitch,  but  where  you 
have  an  extensive  tear  it  is  better  to  take  care  of  it  methodi- 
cally. 

F.  E.  Roper,  M.  D. :  I  have  had  one  case  of  the  nature 
referred  to.  The  cervix  dilated  as  large  as  a  silver  half-dol- 
lar; the  womb  was  flowing  and  crowded  down  to  the  vulva,  the 
cervix  remained  perfectly  hard  and  firm,  and  after  giving  it 
reasonable  time,  I  cut  it  on  the  side  of  the  cervix  and  then  re- 
paired it. 

D.  M.  Gibson,  M.  D. :  A  word  in  warning  in  regard  to  the 
early  repair  of  the  cervix.  As  has  been  said,  if  you  incise  the 
cervix  you  can  have  an  early  delivery;  but  unless  you  are  a 
pretty  skillful  surgeon  and  ojerator,  unless  you  have  an  ex- 
ceedingly good  light  and  the  very  best  attention  and  assistance, 
you  will  be  apt  to  place  stitches  in  a  manner  you  will  not  want 
to  have  continue,  without  a  secondary  operation;  and  while 
nature  is  kind,  it  does  not  always  heal  evenly  or  smoothly  nor 
nicely,  as  it  would  do  if  the  operation  were  done  later  and 
under  better  conditions  and  auspices. 

If  there  is  an  excessive  hemorrhage  it  must  be  stilled,  and 
following  a  severe  childbirth,  and  while  the  torn  and  open 
surfaces  are  pouring  out  their  blood,  that  is  not  always  pos- 
sible. It  has  been  my  experience  not  only  with  the  cases  that 
I  had  alone,  but  in  those  with  others,  that  the  best  results  and 
the  best  methods  and  the  best  conditions  for  the  patient  often- 
times do  not  follow  where  the  repair  is  done  immediately.  As 
Dr.  Green  has  said,  when  you  pull  down  the  cervix  after  par- 
turition, it  stretches  like  a  piece  of  liver.  It  is  almost  impos- 
sible when  you  have  torn  tissue  to  sew  it  up  under  such  pecul- 
iarly difficult  circumstances;  if  you  do  not  sew  it  straight  you 
had  better  leave  it  alone  until  subinvolution  has  taken  place, 
and  then  make  the  secondary  operation. 

Gilbert  Fitzpatrick,  M.  D. :  My  experience  justifies  me  in 
recommending  the  immediate  repair.  I  do  not  believe  that 
there  need  be  much  trouble  in  recognizing  torn  tissue,  provided 
one  goes  about  the  entire  work  as  a  careful,  skillful  surgeon 
goes  about  any  other  of  his  operations  and  with  all  the  usual 
and  modern  accessories,  antiseptics,  instruments,  etc.      When 
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-endeavoring  to  relax  the  cervix  in  the  cutting  of  the  circular 
artery, — ^to  avoid  lacerating  the  uterine  artery, — the  incision 
should  be  made  in  the  anterior-posterior  line  and  not  to  one 
side. 

(7/ir  Dietetics  of  Pregnancy,) 
Benjamin  F.  Bailey,  M.  D. :  In  these  cases  we  should  regard 
the  patient,  not  as  undergoing  a  condition  which  in  all  cases 
should  be  treated  the  same,  but  as  an  individual  who  should 
be  brought  to  as  nearly  a  normal  state  as  possible,  remember- 
ing that  if  we  can  bring  the  patient  to  normal  we  have  a 
physiological  and  not  a  pathological  condition.     In  the  ques- 
tion of  dietetics  we  have  two  classes  of  patients  to  consider; 
one  class  to  be  fed,  because  they  are  below  par  and  suffering 
from  malnutrition.      It  is  also  necessar)-  to  see  that  they  are 
able  to  digest  food  in  the  fullest  sense  and  fully  assimilate  it. 
Digestion  is  not  established  in  full  until  assimilation  of  food 
products  and  disassimilation  of  waste  products  is  fully  carried 
out.      Another  class  of  patients  suffer  from  malnutrition  be- 
cause they  have  been  over-fed  in  a  sense,  this  is  a  form  of  mal- 
nutrition most  dangerous,  especially  to  pregnant  women,  for 
the  patient  is  below  par  on  account  of  the  absorption  of  the 
improperly  elaborated  results  of  metabolism,  we  should  limit 
the  diet,  possibly  getting  down  to  the  milk  diet.     A  book  pub- 
lished some  years  ago  has  been  a  great  curse  to  womankind; 
a  book  advising  that  all  pregnant  women  should  be  fed  upon 
fruit  and  cereals,  which  is  the  lightest  diet  in  the  world,  and 
all  that  the  mother  might  be  saved  the  pains  of  childbirth. 
From  the  experience  I  have  had  where  mothers  have  read  this 
book  and  lived  according  to  its  tenets,  it  may  possibly  have 
eased  the  pains  of  childbirth — though  I  think  rarely — but  in 
many  cases  it  has  cursed  the  parent  with  a  weak,  frail  or 
dead  child.     We  have  to  remember  not  only  the  necessities 
of  the  mother  but  the  necessities  of  the  child,  and  it  is  due  to 
the  child  that  we  should  not  sacrifice  it  in  an  attempt  to  save 
the  mother,  for  the  mother  cannot  be  saved,  or  blessed  in  any 
process  or  course  of  dietetics  that  may  be  fatal  to  the  child. 
So  let  me  charge  you  to  adopt  a  judicial  frame  of  mind,  strive 
to  weigh  carefully  the  evidence  in  the  individual  case,  and  then 
Ave  will  find  that  our  dietetics  of  pregnancy  must  be  modified 
accordinjT  to  the  individual  and  not  to  any  preconceived  notions. 
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Martha  G.  Riplev\  M.  D. :  Bear  in  mind  one  thing  when  the 
prospective  mother  begins  to  gain  flesh,  to  weigh  more  than  she 
ought  and  it  shows  in  her  face  and  otherwise,  then  she  is  get- 
ting, too  much  food  and  you  are  going  to  have  a  hard  labor. 
That  is,  the  child  in  utero  is  liable  to  grow  fleshy  and  there  will 
be  a  disproportion  between  the  child  and  the  vaginal  canal. 
Over  feeding  results  in  a  fleshy  baby  and  a  hard  labor. 

I  favor  the  fruit  diet  in  many  cases.  It  saves  cathartics  and 
keeps  one  function  in  normal  condition.  The  first  year  I  had 
the  maternity  hospital  I  had  17  women  at  one  time,  and  a  young 
nurse  saw  to  the  diet  of  the  patients.  Every  patient  grew  very 
fleshy  and  we  had  17  terrific  cases.  Then  I  began  to  study 
dieting  and  we  now  get  different  conditions. 

J.  E.  Morrison,  M.  D. :  As  a  diet  for  growing  children  I 
recommend  the  whole  wheat,  taking  the  wheat  in  the  kernel 
and  cooking  it,  the  kernel,  bran,  and  all,  and  this  food  contains 
all  the  elements  of  nutrition,  and  is  especially  valuable  where 
constipation  exists  or  is  liable.  It  should  be  cooked  for  six  or 
eight  hours,  until  every  kernel  is  broken  open. 
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F.  F.  Lawrence,  M.  D. : 

A  short  time  ago  a  very  prominent  teacher  said,  in  discuss- 
ing ectopic  prcgnancys  '*  In  early  extra-uterine  pregnancy  the 
pulse  and  temperature  are  always  normal,  there  is  no  pain,  no 
soreness — in  fact,  no  symptoms.  The  only  diagnostic  signs 
are  a  rapidly  increasing  pulse  following  a  sharp  pain  and  faint- 
ness,  with  a  subnormal  or  normal  temperature,"  etc.  This 
teaching  is  wrong,  except  for  cases  which  have  ruptured.  In 
ectopic  pregnancy  before  rupture  the  picture  is  very  diflferert. 
There  is  early  marked  uneasiness,  usually  amounting  to  de- 
cided pain  and  soreness  in  the  region  of  the  aflfected  tube. 
There  is  always  some  oozing  from  fimbriated  end  of  the  tube 
prior  to  its  occlusion,  and  consequently  there  is  some,  although 
slight,  elevation  in  temperature,  while  the  pulse  is  little 
changed.  There  is  very  early  some  localized  peritonitis.  There 
is  always  a  hypersensitive  cervix.  In  many  of  the  patients 
there  seems  to  be  an  indefinable  dread  of  impending  disaster. 
There  may  seem  to  be  only  an  exaggeration  of  the  menstrual 


Current  Comment,  621 

suffering  to  which  she  has  been  subject,  with  slightly  less 
quantity,  more  protracted  or  possibly  intermittent  flow;  there 
may  or  may  not  be  shreds  cast  off,  and  the  significance  of 
them  is  slight. 

The  patient  will  probably  say  she  knows  she  is  not  pregnant 
because  she  has  just  menstruated  or.  now  is.  An  examination 
will  reveal  the  vaginal  and  cervical  signs  of  pregnancy,  with  a 
very  sensitive  cervix.  The  body  of  the  uterus  may  be  almost 
normal  in  size,  to  one  side  of  the  uterus,  or  behind  it  will  be 
found  a  sensitive,  elastic  mass.  It  does  not  feel  like  a  cyst, 
blood-clot,  pus-tube,  or  anything  else  of  which  I  know,  but  it 
imparts  a  sensation  peculiar  to  itself.  The  nearest  or  best  de- 
scription is  that  of  a  placenta  felt  through  the  fetal  mem- 
branes, although  this  does  not  exactly  describe  it.  In  some 
cases  the  decidual  discharge  is  such  as  to  mislead  the  patient 
into  thinking  she  has  an  abortion  of  a  uterine  gestation,  and 
the  doctor  may  be  misled  also. 

The  teaching  that  a  long  interval  between  pregnancies  is  of 
value  in  a  diagnostic  sense  is  not  to  be  accepted  unqualified. 
Four  of  my  recent  cases  had  never  been  pregnant;  one  of 
them  was  a  young  woman  who  had  only  been  married  three 
and  a  half  months,  and  was  over  two  and  a  half  months  in 
ectopic  gestation  when  operated  upon.  She  gave  a  history  of 
serious  menstrual  suffering  for  four  years  previous  to  mar- 
riage, pain  always  pre-menstrual,  and  dating  from  an  attack 
of  peritonitis  as  a  sequel  of  scarlatina. 

Another  recent  case,  a  woman  of  twenty-eight,  had  never 
been  pregnant,  but  had  suffered  with  all. the  evidence  of  tubal 
inflammation  for  years.  A  ruptured  tubal  pregnancy  was  re- 
moved. Another  young  woman  twenty-two  years  old,  who 
had  never  been  pregnant  and  had  never  had  occasion  to  be- 
come so  except  on  two  occasions,  was  operated  upon  and  an 
unruptured  ri<yht  tubal  pregnancy  removed.  These  two  cases 
were  operated  upon  within  five  days. 

A  period  of  apparent  or  real  sterility  is  only  of  value  in  so 
far  as  it  indicates  tubal  disease,  as  we  know  that  tubal  preg- 
nancy can  only  take  place  in  diseased  tubes.  We  should  there- 
fore look  for  the  cause  of  the  sterility,  and  when  we  find  this; 
if  it  be  in  a  history  of  tubal  disease,  it  will  be  of  some  value.  If, 
however,  the  sterility  be  due  to  causes  outside  the  tubes,  it  is 
of  no  value.  This  makes  sterility  for  a  period  only  an  indirect 
service  to  us,  as  we  must  first  be  able  to  determine  the  exist- 
ence of  disease  in  the  Fallopian  tubes. 


S.  M.  Hay,  M.  D. : 

That  retro-deviations  of  the  uterus  are  among  the  most  com- 
mon conditions  found  in  g}'necological  patients  is  well  known. 
Observations  embracing  several  thousand  patients    show  this 
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•condition  to  occur  in  from  17.74  to  33  per  cent,  of  all  patients 
of  this  class. 

In  putting  experience,  practice,  theory,  and  study  of  the 
literature  of  the  subject  together.  I  come  to  the  following  con- 
-clusions : 

That  the  conscientious,  resourceful  operator  will  be  bound 
by  no  rule,  but  will  aim  to  suit  the  operation  to  the  particular 
•case  in  hand.  If  for  any  reason  the  posterior  cul-de-sac  has 
been  opened,  an  attempt  should  be  made  to  correct  a  retro- 
displacement  by  one  of  the  methods  which  fix  the  cervix  well 
J>ack  in  the  hollow  of  the  sacrum — Pryor*s,  for  example. 

That  Alexander's  operation  should  be  the  operation  of 
-choice  in  all  uncomplicated  cases.  That  complications  are  the 
rule,  consequently  this  method  is  very  limited  in  its  field  of 
usefulness.  Tliat  uncomplicated  cases  are  those  in  which  any 
operation  is  least  indicated.  That  all  methods  of  shortening 
the  round  ligaments  by  doubling  them  up  from  within  the 
peritoneal  cavity  utilize  the  strong  portion  of  the  ligament, 
leaving  on  duty  the  weak,  stretched  portion  within  the  ab- 
<lominal  wall  to  stretch  again  in  course  of  time. 

That  ventral  suspension — not  fixation — when  properly  per- 
formed in  combination  with  other  procedures,  does  relieve  the 
malposition,  and  prevents  more  surely  than  any  other  method 
■a  recurrence  of  the  same.  Its  dangers  are  small,  if  any,  in 
isubsequent  pregnancy  and  delivery.  It  has  the  advantage  of 
being  quickly  and  easily  performed,  and  is  applicable  in  all 
cases  where  any  other  method  is,  and  in  very  many  cases  it  is 
the  only  method  that  offers  a  reasonable  hope  of  permanent 
cure. 

That  those  who  criticise  most  severely  the  two  time-honored 
operations— rAlexander's  and  ventro-suspension — ^are  those 
who  have  some  pet  operation  of  their  own,  or  a  modification 
of  some  one  else's  to  extol. 

That  while  ventral  suspension,  in  common  with  every  other 
liuman  endeavor,  has.  its  faihires  as  well  as  its  ^successes,  it 
-more  nearly  approaches  a  universally  applicable  operation  for 
retro-deviations  of  the  uterus  than  any  other  method  known  to 
the  medical  profession. 

♦       ♦ 

R.  D.  Purefoy.  M.  D.: 

The  reports  of  the  Rotunda  Hospital  furnish  a  great  deal  of 
Information  of  the  highest  value.  The  following  points  may 
be  gleaned  :  In  the  extern  department  2282  cases  were  attended, 
and  of  these  5  women  died ;  in  the  intern  department  there 
were  1694  cases  with  9  deaths.  The  fetal  mortality  (children 
"born  dead)  reached  a  very  high  figure  in  both  departments. 
In  the  extern  department  it  was  104  out  of  2070  births :  in  the 
intern  department  it  was  78  out  of  1715  births.  In  the  intern 
department  also  33  children  bom  in  the  hospital  died.      The 
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xnatemal  mortality  of  labor  is  a  subject  of  great  importance. 
Of  the  5  extern  cases  which  died,  2  were  directly  due  to 
hemorrhage,  one  was  a  case  of  post-partum  hemorrhage  which 
was  treated  by  administration  of  ergot,  massage  of  the  uterus, 
curetting,  and  douching  with  hot  creolin  solution.  ,While  the 
patient  was  being  douched  she  suddenly  collapsed,  and  died  in 
ten  minutes,  flie  other  was  a  case  of  concealed  accidental 
hemorrhage,  treated  in  the  Dublin  method  by  plugging  the 
vagina  and  tightly  binding  the  abdomen.  The  patient  col- 
lapsed under  the  anesthetic  used  for  the  plugging,  and  died 
before  transfusion  could  be  carried  out.  In  two  others 
severe  post-partum  hemorrhage  was  a  prominent  feature  of  the 
case,  and  the  treatment  in  each  was  to  curette  and  douche  the 
uterus.  The  patients  died  of  sepsis  on  the  5th  and  13th  day 
respectively.  The  fifth  case  was  probably  one  of  rupture  of  the 
uterus  caused  by  difficulty  in  delivering  a  displaced  arm  in  a 
breech  presentation;  but  no  diagnosis  is  stated,  and  a  post- 
mortem was  not  made.  The  causes  of  death  in  the  intern  cases 
are  not  set  forth  in  detail,  but  we  notice  that  among  them  was 
another  case  of  post-partum  hemorrhage,  treated  in  the  same 
way  with  the  curette,  douching,  and  administration  of  ergot. 
A  recurrence  of  bleeding  occurred  twenty  minutes  after  the 
first  attack,  and  hypodermic  injections  of  strychnine  and  ether 
and  saline  transfusion  were  practiced,  but  the  patient  died  two 
and  one-half  hours  after  delivery.  In  the  intern  department 
there  were  28  cases  of  post-partum  hemorrhage,  9  of  them 
were  severe.  The  routine  treatment  of  this  form  of  hemor- 
rhage appears  to  be  to  curette  and  douche  the  uterus.  In 
neither  of  the  two  fatal  cases  is  it  recorded  that  bimanual  com- 
pression of  the  uterus  was  practiced,  nor  was  the  uterus  packed 
with  iodoform  gauze.  Certainly  the  results  set  forth  are  not 
likely  to  commend  the  use  of  the  curette  as  a  substitute  for 
such  well-tried  methods  as  compression  and  packing.  Nor 
can  we  conceive  of  any  sound  theoretical  reason  for  curetting 
under  these  circumstances.  If  anything  is  retained  in  the 
uterus  the  fingers  suffice  for  its  removal,  and  fragments  of 
membrane  too  small  to  be  detected  by  the  fingers,  but  which 
might  conceivably  be  removed  by  the  curette,  cannot  be  of 
the  slightest  importance  as  a  factor  in  the  causation  of  hemor- 
rhage. Indeed,  on  theoretical  grounds  the  use  of  the  curette 
appears  to  be  directly  harmful,  for  it  must  be  supposed,  if  used 
efficiently,  to  displace  the  thrombi  in  the  mouths  of  the  uterine 
sinuses,  and  thus  actually  start  fresh  bleeding.  In  the  intern 
department  9  cases  of  contracted  pelvis  occurred ;  in  8  of  these 
labor  was  induced,  the  child  being  born  alive  in  7.  It  is  not 
recorded,  however,  how  many  of  these  children  born  alive 
ultimately  survived.  This  point  is  an  important  one  in  esti- 
mating the  value  of  induction  of  labor,  for  the  infantile  mor- 
tality is  high  in  premature  children. 
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The  method  of  induction  favored  is  the  intra-uterine  bougie, 
and  in  some  cases  the  application  of  the  interrupter  current, 
of  the  value  of  which  a  high  opinion  is  expressed.  There 
were  lo  cases  of  prolapse  of  the  funis,  and  in  half  of  these  the 
child  was  born  dead;  4  cases  were  treated  by  version,  3  by 
forceps,  and  2  by  expression ;  replacement  appears  to  have  been 
tried  without  success  in  2  cases.  In  17  cases  the  presence  of 
uterine  fibroids  was  noted.  In  14  cases  the  child  was  born 
alive,  and  the  mothers  all  recovered,  including  i  treated  by 
hysterectomy.  Forceps  were  required  in  5  cases,  and  post- 
partum hemorrhage  occurred  in  3  cases.  These  favorable 
results  will  not  surprise  obstetricians  whose  experience  of 
the  association  of  fibroids  with  pregnancy  is  sufficiently  large. 
The  wild  statements  sometimes  made  by  surgeons  who  have 
no  obstetric  experience  as  to  the  peril  caused  by  fibroids  to 
women  in  labor  are  apt  to  produce  false  impressions  of  their 
true  importance  in  the  minds  of  any  who  may  give  heed  to 
them.  In  60  intern  cases  forceps  were  applied,  the  indication 
in  48  being  delay  in  the  second  stage.  In  45  of  the  total  num- 
ber the  patient  was  a  primipara,  and  as  there  were  576  prim- 
iparae  delivered,  forceps  were  applied  in  7.8  per  cent,  of  the 
cases.  It  would  be  of  great  benefit  to  parturient  women  in 
private  practice  if  92.3  per  cent,  of  all  primiparae  were  allowed 
to  continue  without  labor  being  hurried  to  completion  by  the 
application  of  forceps.  There  appears  to  be  no  adequate 
reason  why  forceps  operations  should  be  so  much  more  fre- 
quent in  private  than  in  hospital  practice.  Manual  removal 
of  the  placenta  was  found  to  be  necessary  in  24  cases,  and  six 
of  these  suffered  subsequently  from  elevation  of  temperature, 
while  one  died  in  forty-eight  hours  of  acute  sepsis — a  striking 
comment  upon  the  risks  attending  this  operation  even  in  skilled 
hands.  Morbidity,  /.  r.,  elevation  of  temperature,  was  present 
in  146  out  of  1694  cases,  or  in  8.9  per  cent.  In  many  of  these, 
of  course,  only  a  single  rise  occurred ;  and  the  causes  noted 
in  addition  to  sepsis  are  pneumonia,  bronchitis,  influenza, 
phthisis,  and  mastitis.  The  latter  should  surely  be  regarded 
as  a  manifestation  of  sepsis,  though  not  of  the  genital  tract. 

♦       ♦ 

Aspinwall  Judd,  IVI.  D. : 

The  majority  of  burns  and  lacerated  i^'onnds  with  which 
we  have  to  deal  are  so  complicated  by  infection  with  dirt,  par- 
ticles of  clothing,  and  other  foreign  substances,  as  to  make 
asepsis  a  matter  of  extreme  difficulty.  When  we  add  to  the 
filth  of  the  skin  natural  to  many  of  these  cases  the  ground-in 
dirt  of  the  street,  grease  and  chemicals,  and.  in  the  case  of 
burns,  the  charred  fragments  of  clothing  and  dead  tissue,  it 
seems  an  almost  hopeless  task  to  endeavor  to  procure  asepsis. 

It  has  been  our  habit  in  all  such  cases  to  administer  an 
anesthetic.     A  great  deal  can  be  done  in  the  primary  stage 
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of  chloroform  or  ether,  and  the  cleansing  of  these  wounds  is 
altogether  too  painful  a  matter  to  be  attempted  with  any 
degree  of  thoroness  without  general  anesthesia,  even  for  the 
most  insensitive  of  patients. 

Where  grease  has  been  a  factor  in  the  contamination,  we 
make  a  liberal  use  of  gasolene.  We  then  go  over  the  entire 
surface  with  green  soap  and  a  fairly  stiff  brush  until  all  dirt 
and  other  foreign  particles  are  removed.  Whet  the  hairy 
parts  are  involved,  we  make  use  of  any  of  the  sulphur  starch 
compounds,  which  consist  of  the  various  sulphides  mixed  with 
starch.  These  are  sold  almost  everywhere,  put  up  in  bottles, 
and  last,  when  tightly  sealed  with  a  porcelain  cork,  for  several 
months  with  only  slight  deterioration.  These  compounds,' 
plastered  on  thickly  and  allowed  to  remain  for  several  minutes, 
will  remove  the  hair  completely.  They  are  nearly  non-irri- 
tating, about  as  much  so  as  i  :5000  bichloride,  and  the  growth 
of  hair  is  no  more  interfered  with  than  after  the  use  of  the 
razor,  while  its  removal  is  far  more  thorough.  This  also 
results  in  complete  asepsis.  This  has  been  proved  by  cultures 
taken  afterward  from  the  skin,  and  by  the  fact  that  such 
wounds  can  be  treated  as  sterile  with  more  than  a  fair  degree  of 
confidence  in  a  healing  by  first  intention.  It  has  been  our 
habit  to  prepare  all  cases  possible,  even  celiotomies,  in  this 
manner  for  the  past  two  years,  and  the  results  have  compared 
very  favorably  with  other  methods.  Here  we  also  have  an 
additional  advantage  in  that  it  requires  much  less  time;  the 
case  can  be  prepared  after  it  goes  upon  the  table,  and  it  is 
less  irritating  than  the  old  soap  and  bichloride  poultices.  In 
those  cases  of  burns  where  the  bullae  are  present,  we  snip  these 
completely  away,  remove  all  dead  and  other  tissue  when  hope 
of  recovery  is  impossible,  and  wash  the  wound  thoroughly  with 
normal  saline. 

A  method  which  we  have  found  of  great  service  in  steriliz- 
ing surfaces,  is  that  proposed  and  used  by  Dr.  Robert  Weir  in 
the  New  York  Hospital.  This  consists  of  commercial  chlorides 
of  lime  mixed  with  sodium  carbonate  ntil  a  good  lather  is  pro- 
duced. In  clinic  work,  where  a  rapid  and  complete  asepsis 
both  for  the  hands  of  the  operator  and  the  patient  is  so  neces- 
sary, the  use  of  this  substance  has  proved  quite  a  boon.  Its 
only  objection  is  its  destructiveness  as  regards  linen.  We 
pour  into  our  hands  a  few  ounces  of  chloride  of  lime,  place 
upon  this  a  crystal  or  so  of  sodium  carbonate,  add  a  little  water, 
and  wash  and  rub  thoroughly,  with  the  paste  resulting,  both 
our  hands  and  that  part  of  the  skin  in  need  of  cleansing.  The 
use  of  hot  water  to  wash  away  the  residue  of  paste  remaining 
completes  the  preparation.  This  method  is  the  least  irritating 
to  the  skin  of  any  of  which  we  have  knowledge.  It  is,  however, 
necessary  to  wash  thoroughly  several  times  after  the  lime  has 
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apparently  all  disappeared,  as  it  is  very  tenacious  and  irritating- 
to  the  skin  unless  thoroughly  washed  away. 

Over  the  surface  of  the  wound  thus  prepared  we  spread 
cargile  membrane  (sterilized  peritoneum  of  the  ox),  which  we 
cut  into  strips  so  that  it  completely  adapts  itself  to  the  denuded 
area.  This  applies  itself  closely' to  the  surface,  and  relieves 
the  pain  of  burns  as  does  nothing  else  with  which  we  have 
experimented.  A  moist  dressing  of  almost  any  weak,  anti- 
septic type  is  now  applied  and  frequently  changed.  The 
cargile  membrane  w^ill  remain  in  place  when  the  dressings  are 
removed,  although  it  allow^s  the  discharges  to  pass  through 
and  requires  no  changing.  After  the  inflammatory  reaction 
has  subsided  in  the  case  of  bums  no  other  dressing  than  the 
membrane  is  required,  a  piece  of  dry,  sterile  gauze  only  being 
placed  over  it.  In  the  case  of  wounds  with  loss  of  substance, 
of  course  they  must  be  treated  with  the  various  stimulating 
substances  until  granulations  have  reached  the  level  of  the 
surrounding  surfaces. 

♦       ♦ 

T.  A.  Stoddard,  M.  D.: 

It  is  a  mistake  in  surgical  gynecology  to  sacrifice  blood  and 
tissue  for  the  sake  of  rapidity. 

Prolonged  anesthesia  is  certainly  to  be  deprecated,  and 
shock  to  be  guarded  against,  but  to  my  mind  shock  is  not 
produced  by  loss  of  blood,  or  by  reason  of  lengthy  operations. 
Shock,  I  firmly  believe,  is  a  purely  reflex  condition,  or  rather 
a  result  of  reflex  action,  and  may  be  produced  by  injury  to  the 
solar  plexus  or  not.  If  the  anesthetic  is  carefully  adminis- 
tered until  reflexes  are  completely  quiescent,  and  no  work 
done  while  these  are  active,  and  care  exercised  in  handling  the 
abdominal  viscera,  I  believe  that  this  bugbear  of  the  surgeon 
will  cause  him  less  concern  in  the  future  than  in  the  past. 
Get  the  patient  in  the  best  possible  condition,  and  take  time  to 
do  the  operation  well.  If  an  operation  is  not  done  as  well  as 
it  can  be  done,  it  is  not  done  well  enough,  and  nothing  will 
excuse  a  man  in  doing  an  operation  half-w-ay  right,  not  even  a 
want  of  time  or  fear  of  shock.  l>e  sure  and  secure  all  bleedinqf 
vessels,  for  there  is  no  doubt  that  many  deaths  attributed  to 
shock  have  really  been  due  to  loss  of  blood.  Some  years  ago, 
among  my  first  operations,  was  one  w'here  I  removed  a  large 
ovarian  cyst  which  had  many  adhesions.  I  secured  all  bleed- 
ing points,  and  left  the  patient  in  charge  of  the  house  surgeon, 
whom  I  asked  to  notify  me  if  any  unfavorable  symptoms  arose. 
About  two  hours  later  I  was  telephoned  that  shock  was  pro- 
found. I  went  in  all  haste,  opened  up  the  wound  and  found 
severe  hemorrhage,  due  to  slipping  of  a  ligature.  I  secured 
the  vessel,  which  was  in  the  omentum,  again  closed  up  the 
abdomen,  and  the  patient  made  slow  but  uneventful  recovery. 
This  taught  me  a  lesson  which  T  never  forgot. 
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G.  W.  Crile,  .M.  D. : 

The  immediate  mortality  in  abdominal  section,  based  on  a 
personal  experience  in  2000  cases,  has  been  studied  by  me.  The 
cases  embrace  all  abdominal  sections  performed  in  private 
houses  as  well  as  in  hospitals.  At  St.  Alexis  Hospital,  where 
more  than  one-half  of  these  were  performed,  there  are  no 
surgical  specialties,  and  my  own  practice  has  always  included 
all  the  surgical  fields  of  the  abdomen  on  equal  terms. 

I  have  made  a  special  study  of  each  case  that  terminated 
fatally.  In  reviewing  these,  several  facts  impress  themselve.- 
strongly.  The  first  is  that  the  large  proportion  of  deaths  are 
due  to  infection.  This  does  not  mean  infection  following 
operation  in  a  clean  field,  but  it  means  that  the  cases  of  acute 
appendicitis,  of  general  peritonitis,  of  ruptured  gall-bladder,  of 
perforation  of  the  stomach,  of  the  intestines,  of  acute  infection 
following  miscarriages  and  abortions,  etc.,  have  gone  past 
medical  treatment  and  surgical  operation  was  performed  with 
the  hope  of  controlling  or  arresting  the  process.  In  the  treat-^ 
ment  of  the  acute  infections  the  principal  advance  has  been 
along  the  line  of  what  not  to  do.  We  have  been  disappointed 
in  the  use  of  antistreptococcus  serum,  in  the  use  of  saline 
catharsis,  in  secondary  operations,  in  heavy  stimulation,  etc. 

In  12  cases  death  was  due  to  exhaustion.  These  were  prin- 
cipally cases  of  inoperable  malignant  tumors;  in  some  onl)r 
cocain  incision  was  n^ade  and  the  inoperability  of  the  tumor 
established.  Several  cases,  too,  of  long-continued  exhausting 
infection  with  multiple  abscesses  died  of  exhaustion.  The 
larger  number  of  the  12  cases  in  this  list  occurred  in  the  early^ 
years  before  we  realized  the  great  importance  of  not  permit-^ 
ting  an  inoperable  case  to  remain  in  the  recumbent  posture  dur- 
ing the  repair  of  the  wound.  There  were  no  cases  of  death 
from  shock  f>er  se,  but  there  were  10  in  which  the  infection 
existing  at  the  time  of  the  operation,  and  its  continuation  to- 
gether with  the  shock  of  the  operation,  caused  death. 

Emboli  and  thrombosis  were  fatal  in  four  cases,  three  of 
pulmonary  embolism,  and  one  involving  the  mesenteric  artery. 
The  latter  case  was  supposed  to  have  died  of  obstruction  of  the 
bowels.  At  autopsy  it  was  found  that  embolism  w^as  the  cause 
of  death,  the  obstruction  being  secondary. 

In  four  instances  pneumonia  caused  death,  in  two  of  which, 
although  not  proven,  we  felt  quite  certain  septic  emboli  were 
the  exciting  cause.  The  other  two  were  bronchopneumonia, 
vaguely  termed  ether  pneumonia. 

In  one  case  death  was  due  to  complete  suppression  of  urine. 
Obstruction  of  the  bowels  did  not  in  a  single  instance  cause 
death.  While  I  have  seen  a  number  of  times  in  the  cases  of 
acute  peritonitis  complete  obstruction  of  the  bowels,  post- 
mortem examination  showed  distinctly  that  the  obstruction  was 
a  sequence  of  either  infection  or  thrombosis. 
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A  determination  of  the  relative  risk  in  the  infective,  the  non- 
infective,  and  the  malignant  cases  seems  to  me  to  be  important, 
as  helping  us  to  place  abdominal  section  on  a  still  safer  basis. 
Of  this  entire  list,  736  were  operated  for  relief  from  infection, 
that  is  to  say,  were  infective  cases.  Of  these  the  mortality  rate 
was  II  per  cent.  Of  this  number,  however,  the  greatest  risk 
lay  in  visceral  perforation,  typhoid  perforation,  gastric  duo- 
denal ulcer,  and  gunshot  wounds.  In  160  malignant  tumors 
treated  surgically  the  risk  was  1 1  per  cent.  Of  this  list  the 
larger  number  of  deaths  occurred  in  the  early  group  of  cases 
and  were  due  to  two  principal  factors.  I  was  unable  at  that 
time  to  discriminate  so  well  the  risks  and  I  did  not  appreciate 
the  great  importance  of  not  permitting  these  patients  to  remain 
in  the  recumbent  posture  during  healing  of  the  wound. 

The  real  technical  test  of  abdominal  surgery  is  to  be  found 
in  the  group  of  non-infective  cases.  Of  these,  there  were  1108 
with  five  deaths.  It  is  safe  to  say  that  in  spite  of  the  size  of  the 
tumor  or  the  extent  of  the  dissection  in  well-selected  cases,  one 
death  in  200  in  the  non-infective  group  may  continue  to  be 
realized.  On  the  great  average  the  infective  and  malignant 
cases  have  twenty  times  greater  surgical  risk  than  the  non- 
infctive. 


G,  E.  Herman,  M.  D. : 

The  operation  of  inducing  labor,  in  those  cases  of  contracted 
pelves  in  which  it  has  been  found  by  careful  measurements  that 
the  woman  will  be  unable  to  give  birth  to  a  child  of  average  size 
and  weight  at  full  term,  is  coming  more  in  favor  since  we  have 
learned  the  good  results  attained  by  the  more  recent  method 
evolved  in  performing  the  operation  and  in  the  subsequent  care 
of  the  child.  In  those  cases  of  contracted  pelves  in  which  a 
child  of  average  size  cannot  be  born  and  in  which  it  can  only 
be  born  at  full  term  on  condition  that  it  is  a  small  one,  the 
alternative  lies  between  the  repeated  performance  of  premature 
delivery  and  Caesarean  section.  Caesarean  section  can  be  com- 
bined with  the  sterilization  of  the  patient,  or  if  that  be  not  done 
the  patient  can  be  advised  that  the  risk  will  be  somewhat  less 
in  subsequent  sections  because  the  uterus  after  Caesarean  sec- 
tion often  becomes  adherent  to  the  anterior  abdominal  wall, 
thus  doing  away  with  some  of  the  dangers.  The  reduction  of 
the  risks  in  this  operation  is  one  of  the  most  remarkable  ac- 
complishments in  the  progress  of  surgery,  and  it  is  an  operation 
which  should  have  a  very  low  mortality.  In  doing  a  Caesarean 
section  one  deals  with  healthy  parts;  you  can  tell  beforehand 
where  everything  is  situated,  and  it  is  the  simplest  and  easiest 
operation  in  operative  surgery.  In  cases  in  which  the  repeated 
induction  of  premature  labor  would  be  necessary,  Caesarean 
section  is  the  best  alternative  to  offer. 

There  will  always  be  cases  in  circumstances  imfavorable  to 
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the  successful  performance  of  Caesarean  section,  in  which, 
therefore,  it  will  be  safer  to  induce  the  labor  before  the  child 
has  grown  so  large  as  to  cause  difficulty  and  danger  in  delivery. 
Since  the  introduction  of  antiseptics  there  is  no  greater  risk  to 
the  mother  in  induced  premature  labor  than  in  labor  at  full 
term.  The  great  objection  to  the  induction  of  premature  labor 
is  that  the  child  is  born  puny  and  small,  and  for  that  reason  re- 
quires greater  attention  to  rear  it  than  a  child  born  at  full  term. 
In  rearing  a  child  born  prematurely  the  main  indication  is  to 
keep  it  warm.  A  child  born  before  full  term  has  not  the  power 
of  producing  all  the  heat  it  requires.  It  is  not  sufficient  to 
wrap  it  up  warmly  or  to  prevent  the  heat  of  its  body  escaping 
too  readily,  but  additional  heat  must  be  applied  to  it  from  with- 
out. The  earlier  the  pregnancy  is  terminated,  the  more  need 
has  the  child  for  an  artificial  supply  of  heat.  Therefore  in 
these  cases  an  incubator  should  be  provided,  for  a  child  can 
be  thus  prevented  from  losing  heat  as  well  as  having  it  supplied 
from  without.  If  a  child  survive  the  first  few  weeks  it  will 
usuallv  thrive. 


A.  B.  Hart,  M.  D. : 

In  a  review  of  the  treatment  of  post-partum  hemorrhage  I 
include  hemorrhage  in  the  third  stage  of  labor,  but  think,  that 
hemorrhage  with  adherent  placenta  should  receive  separate 
consideration.  In  both  these  varieties  it  is  necessary  to 
separate  the  placenta  and  membranes  by  hand.  Several  ana- 
tomical conditions  favor  the  separation  of  the  placenta;  they 
are :  ( i )  a  spongy  or  perforated  space  where  separation  may 
occur ;  ( 2 )  a  special  thinning  of  the  walls  of  the  afferent  and 
efferent  blood-vessels  before  they  emerge  from  the  uterine 
muscle;  (3)  a  special  development  of  muscle  which  grasps  the 
vessels  of  the  wall.  The  clots  which  form  in  the  mouths  of  the 
thin-walled  vessels  when  they  are  torn  through  are  of  great 
importance.  The  retraction  ring  which  contains  the  circular 
vein  of  the  uterus  is  the  dividing  line  between  the  two  major 
divisions  of  the  genital  tract,  and  drains  the  blood  away  from 
the  portion  of  the  uterus  which  is  above  it  during  the  first  and 
second  staq:es  of  labor.  All  above  it  is  active;  all  below  it  is 
passive. 

The  accoucheur  will  generally  be  warned  by  the  character 
of  the  labor  when  hemorrhage  is  threatened.  A  long,  hard 
labor,  the  use  of  instruments,  a  history  of  flooding  in  previous 
labors,  long-continued  sterility,  endometritis,  multiple  births, 
placenta  previa,  etc.,  all  indicate  the  possibility  of  post-partum 
hemorrhage.  Hemorrhage  from  above  the  retraction  ring  is 
usually  due  to  muscular  relaxation  in  which  the  vascular 
sinuses  are  not  compressed.  Hemorrhage  from  below  the  ring 
may  be  due  to  lacerations  of  vessels  which  have  no  enveloping 
net-work  of  muscular  structure  to  grasp  them.     Bleeding  from 


630     , .. .  Translations. 

such  a  source  should  be  accurately  diagnosed  first,  then  con- 
trolled by  pressure  or  sutures.  The  conditions  vary  in  hemor- 
rhage from  above  the  contraction  ring. 

1.  This  variety  occurs  during  the  third  stage  of  labor.  The 
uterus  is  soft,  blood  flows  from  the  vulva,  and  the  placenta  is 
within  the  uterus.  The  uterus  must  be  squeezed  and  a  hypo- 
dermic injection  of  ergotine  given.  Should  this  be  ineffective 
the  cervix  must  be  grasped  in  the  fingers  of  the  right  hand 
while  the  other  hand  grasps  the  fundus,  and  bimanual  com- 
pression and  ante-flexion  performed.  This  should  be  followed 
by  a  hot  vaginal  douche.  Should  this  fail,  the  placenta  is  prob- 
ably adherent  and  must  be  removed  by  hand.  After  removal 
the  uterus  must  be  again  compressed  until  all  danger  of  hemor- 
rhage is  over. 

2.  This  variety  occurs  after  the  third  stage  is  over  and  may 
be  treated  by  (a)  abdominal  compression  of  the  uterus:  (fc) 
bimanual  compression  and  manipulation;  (c)  hot  vaginal  and 
hot  uterine  douches.  A  double-current  catheter  should  be 
used  and  the  reservoir  held  at  such  a  height  that  the  water  will 
not  flow  with  too  great  force  into  the  uterus.  If  these  meas- 
ures fail,  the  uterus  must  be  plugged  by  packing  it  with  iodo- 
form gauze  in  three-inch  strips;  the  packing  should  be  done 
gently  and  may  be  allowed  to  remain  twenty-four  to  forty- 
eight  hours.  Venous  or  submamary  infusion  of  normal  saline 
solution  may  be  necessary  in  bad  cases.  Other  measures  which 
may  be  necessary  are  aortic  compression,  bandaging  the  limbs, 
and  elevation  of  the  foot  of  the  bed. 

3.  Hemorrhage  from  adherent  placenta  and  danger  of 
sepsis.  The  bleeding  is  more  profuse  when  only  a  portion  of 
the  placenta  remains  attached.  Tlie  left  hand  is  used  to  steady 
the  uterus  while  the  right  hand  is  inserted  to  remove  the  ob- 
struction. Placenta  and  membranes  must  be  stripped  away 
intact,  if  possible.  A  uterine  douche  should  be  given  and  a 
tampon  may  also  be  required. 

4.  Hemorrhage  from  adherent  membranes.  The  hemor- 
rhage in  such  cases  is  not  so  profuse  if  the  placenta  is  entirely 
detached  and  the  uterus  will  diminish  in  size.  In  these  cases 
the  hand  should  be  inserted  and  the  adherent  membranes  de- 
tached. 


UratmWimm. 


Inversion  of  the  Uterus. — Mantel  (Gaz.  med.  de  Paris) 
discusses  the  treatment  of  inversion  of  the  uterus  by  the  ap- 
plication of  the  Champetier  de  Ribes  bag.  The  treatment  is 
based  upon  the  writer's  results  obtained  in  treating  five  cases 
of  complete  inversion  by  this  method.     The  first  case  was  not 
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seen  by  him  until  fourteen  months  after  it  had  occurred.  .  It 
was  due  to  traction  on  the  cord  in  the  third  stage  of  labor.     At 
the   time   there   was   copious    hemorrhage,    which    was    soon 
checked ;  persistent  hemorrhage  continued  for  fourteen  months, 
rendering  the  patient  very  anemic.     An  attempt  was  made  to 
reduce   the   inversion    under   anesthesia.      Failing   in   this,   a 
Champetier  de  Ribes  bag  fully  inflated  with  air  was  applied. 
The  patient  died  the  following  day.     The  remaining  four  cases 
were  recent;  three  occurred  during  the  third  stage  of  labor 
and  one  a  few  hours  after  delivery,  apparently  due  to  straining 
at  micturition.     They  were  all  treated  by  the  same  method  and 
all  recovered.     Traction  on  the  cord  is  the  prime  factor  in  the 
causation  of  this  condition.     In  the  case  which  occurred  some 
hours  after  delivery  Mantel  believes  that  the  inversion  began 
during  the  third  stage  of  labor  and  was  completed  by  the  strain- 
ing of  the  patient.     Straining  in  itself  is  not  sufficient  to  pro- 
duce the  inversion,  but  once  inversion  has  begun  straining  may 
complete  it.     The  author  believes  that  the  implantation  of  the 
placenta  in  the  fundus  of  the  uterus  is  an  important  factor 
favoring  inversion.     These  cases  were  all  seen  after  their  oc- 
currence, and  in  the  writer's  opinion  were  all  due  to  bad  man- 
agement of  the  third  stage  of  labor  and  should  not  have  oc- 
curred.    Regarding  the  hemorrhage,  text-books  on  obstetrics 
all  mention  severe  hemorrhage  as  a  natural  result  of  this  acci- 
dent. 

In  Mantel's  five  cases  it  was  absent  in  three  and  insignificant 
in  the  other  two.  In  the  first  case  which  had  persisted  so  long, 
the  hemorrhage  became  an  important  factor,  but  the  primary 
hemorrhage  was  slight  and  easily  controlled.  The  writer  states 
that  either  his  experience  has  been  peculiar  and  unique  or  the 
text-books  need  revision  upon  this  point. 

Regarding  puerperal  infection  there  was  in  no  case  any  seri- 
ous rise  in  temperature,  and  yet  the  application  of  the  bag  was 
delayed,  its  earliest  use  being  five  days  after  delivery.  It  is  the 
writer's  belief  that  freedom  from  infection  was  due  to  closure 
of  the  vessels  by  the  inversion  and  to  the  perfect  and  free  con- 
stant drainage  of  the  uterus. 

He  suggests  that  inversion  be  practiced  on  uncontrollable 
post-partum  hemorrhage  on  the  one  hand,  and  intractable  infec- 
tion on  the  other.  If  called  to  such  a  case  the  obstetrician 
should  practice  the  most  rigid  asepsis  and  return  the  uterus  to 
the  vagina.  One  should  not  attempt  to  obtain  immediate  man- 
ual replacement  of  the  uterus,  as  from  Mantel's  experience 
there  is  no  fear  of  hemorrhage,  and  he  attributes  acute  infec- 
tion, hemorrhage,  and  gangrene  to  this  practice.  If  the  uterus 
will  not  easily  remain  in  the  vagina  it  should  be  held  in  place 
by  a  light  gauze  pack  and  vulvar  pad.  This,  with  rigid  asepsis, 
is  all  that  should  be  done  in  the  first  few  days  of  the  puer- 
perium. 
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After  five  or  six  days  the  largest-sized  Champetier  de  Ribes 
bag  should  be  introduced  and  filled  with  air,  not  water.  Great 
stress  is  put  upon  this  point,  as,  if  filled  with  water,  the  bag  is 
incompressible  and  becomes  too  rigid  and  hard.  When  in  place 
the  bag  must  be  disturbed  as  little  as  possible,  and  only  re- 
moved to  allow  of  micturition  and  defecation.  The  bladder 
should  not  be  emptied  too  frequently,  as  he  regards  a  full 
bladder  as  an  aid  to  reposition.  The  bag  acts  mechanically  and 
reflexly,  the  pains  are  very  severe,  and  there  is  a  tendency  to 
syncope,  but  the  condition  is  really  more  alarming  than  grave. 
As  soon  as  reduction  has  been  accomplished  the  patient  is  at 
ease.  In  no  case  was  it  necessary  to  resort  to  morphine  or 
other  drugs  to  relieve  the  pains.  Mantel  believes  that  in  the 
majority  of  cases  this  accident  is  not  one  of  great  gravity,  and 
barring  improbable  complications  the  inversion  will  be  reduced 
in  a  fe\V  hours  by  the  application  of  the  bag  filled  with  air,  on 
the  fifth  day  of  the  puerperium. 

Pregnancy  Complicated  by  Fibroid. — Winter  (Monat.  f. 
Geburts.  und  Gynak.)  gives  the  results  of  the  studies  in  23 
cases  of  pregnancy  complicated  by  fibroids.  He  discusses  the 
effect  fibroids  may  have  upon  pregnancy,  labor,  and  the  puer- 
perium, and  the  manner  in  which  the  fibroids  may  be  affected 
by  pregnancy. 

Five  cases  progressed  without  any  disturbance;  18  had  pain 
of  some  kind,  generally  a  sense  of  weight,  bearing  down,  or 
actual  acute  pain.  The  pain  was  due  to  various  causes,  such 
as  contractions  of  the  uterus,  circumscribed  peritonitis,  or  sec- 
ondary changes  in  the  fibroid.  Hemorrhage  occurred  five 
times,  four  times  in  cases  of  abortion,  once  in  a  submucous 
fibroid.  One  death  occurred  from  pneumonia  after  an  ex- 
loratory  laparotomy  and  i  from  aneurysm.  In  14  cases 
treated  expectantly  9  ended  naturally,  3  aborted,  and  in  2  labor 
came  on  prematurely.  Labor  occurred  spontaneously  in  9 
cases,  forceps  was  used  once,  and  in  i  case  a  manual  extraction 
of  the  placenta  was  necessary.  The  puerperium  was  afebrile 
in  9  cases ;  phlebitis  and  thrombosis  of  the  saphenous  vein  oc- 
curred once,  and  i  case  died  of  sepsis.  His  conclusion  is  that 
when  myomata  are  present  there  is  generally  some  sort  of  a 
disturbance.  It  is,  however,  seldom  serious  and  usually  ceases 
spontaneously.  Labor  occurs  normally  if  the  fibroid  be  not 
so  situated  as  to  impose  an  insuperable  obstacle  to  its  progress : 
the  third  stage  gives  no  trouble,  as  a  rule,  and  the  puerperium 
is  aseptic  so  long  as  the  usual  antiseptic  precautions  are  ob- 
served. 

With  regard  to  the  influence  of  the  pregnancy  upon  the 
fibroid,  only  the  cases  operated  upon  were  taken  into  considera- 
tion. Of  the  S  specimens  removed  by  operation  i  was  sar- 
comatous, 2  were  softened,  and  in  2  there  was  no  change.     In 
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4  cases  of  myomata  removed  shortly  after  pregnancy  it  is  im- 
portant to  note  that  the  growths  were  necrotic  and  that  the 
necrosis  was  no  doubt  due  to  the  pregnancy.  The  manner  of 
the  change,  whether  it  is  due  to  uterine  contractions  during 
lalv>r  or  to  the  anemia  of  the  puerperal  uterus,  is  not  known. 
Myomata  rarely  require  operation  on  account  of  pregnancy. 
Six  cases  of  the  23  were  operated  upon ;  4  were  radical  opera- 
tions for  fibroids  and  2  were  conservative.  The  writer  is  in 
general  in  favor  of  radical  operations  for  fibroids,  but  in  preg- 
nancy is  inclined  to  a  more  conservative  principle,  because  in 
70  to  80  per  cent,  of  cases  reported  pregnancy  is  undisturbed, 
because  the  mortality  of  about  300  reported  cases  is  only  2 
per  cent.,  and  because  the  symptoms  for  which  operations  are 
performed  during  pregnancy  are  cured  as  surely  as  symptoms 
from  fibroids  apart  from  pregnancy  are  cured  by  operation. 

Some  Curiosities  of  Curettage. — Croom  (L'Art  Med.) 
communicated  a  paper  to  the  French  Association  in  which  he 
laid  emphasis  on  the  enormous  importance  of  the  early  diag- 
nosis of  malignant  disease,  and  urged  that  microscopic  ex- 
amination of  the  debris  removed  by  curettage  aflforded  the 
only  comparatively  certain  aid  by  which  it  could  be  effected. 
It  should  be  the  routine  practice  of  all  operators  to  submit  the 
tissues  removed  by  the  curette  to  microscopic  examination. 
The  microscopist  should  receive  sufficient  tissue,  and  at  the 
same  time  should  be  supplied  with  a  summary  of  the  clinical 
features  of  each  case.  Even  when  a  microscopic  examina- 
tion was  made  errors  sometimes  arose,  and  he  gave  instances 
of  cases  in  which  the  after-history  seemed  to  refute  the  diag- 
nosis made  by  the  microscopist.  Such  cases  were  disappoint- 
ing, but  they  confirmed,  in  his  opinion,  the  necessity  of  basing 
all  diagnosis  on  facts  obtained  both  clinically  and  micro- 
scopically. As  to  the  accidents  which  might  follow  curetting, 
he  cited  a  case  in  which  stenosis  of  the  os  uteri  and  conse- 
quent retention  of  menstrual  discharge  for  two  periods,  simu- 
lating pregnancy,  had  occurred  in  a  young  married  woman 
whom  he  had  curetted  after  an  incomplete  abortion.  He  nar- 
rated also  an  instance  in  which  a  practitioner,  by  curetting 
after  an  abortion,  had  perforated  the  fundus  uteri.  When  the 
case  was  seen  in  consultation  it  was  found  that  a  loop  of  intes- 
tine had  prolapsed  into  the  vagina.  In  speaking  of  the  dis- 
appointments of  curettage,  he  concluded  by  recounting  two 
cases  in  which  he  performed  the  operation  for  endometritis  in 
the  hope  of  rendering  pregnancy  more  probable,  but  in  each 
case  the  results  were  the  opposite  of  what  had  been  expected. 
Uterine  atrophic  changes  accompanied  by  amenorrhea  set  in. 
leading  to  permanent  sterility. 

Dr.  Haultain  said  he  also  had  met  with  cases  where  curettage 
had  been  followed  by  amenorrhea  and  <?terility.     In  his  experi- 
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ence  cancer  of  the  uterus  was  very  rare  in  nulliparous  women, 
whereas  Croom  had  found  that  such  women  furnished  from 
10  to  13  per  cent,  of  all  cases  of  cancer  of  the  uterus.  In  the 
early  diagnosis  of  malignant  disease  of  the  uterus  the  friability 
of  the  diseased  tissues  was  one  of  special  significance. 

Treatment  of  Intestinal  Paralysis. — Dahlgren  (Zentralbl. 
•  f.  Chir.)  insists  on  the  importance  in  cases  of  general  peri- 
tonitis of  overcoming  intestinal  paralysis,  and  describes  a  plan 
of  treatment  which  he  has  applied  with  good  results  to  several 
cases,  in  the  course  of  the  past  ten  years.  This  plan,  the 
object  of  which  is  to  free  as  completely  as  possible  the 
paralyzed  intestine  of  its  contents,  consists  in  opening  the  ab- 
dominal cavity  on  the  lett  side,  and,  after  a  transverse  incision 
about  half  an  inch  in  extent  has  been  made  through  the  wall 
of  the  first  protruded  coil,  in  dragging  out  bit  by  bit  the  intes- 
tinal canal  at  first  upwards  towards  the  duodenum  and  after- 
wards downwards  towards  the  cecum,  and  in  emptying 
each  distended  loop  as  it  is  brought  through  the  external 
wound  by  compression  between  the  first  and  middle  fingers. 
This  manipulation,  which  the  author  designates  as  "  melkin  " 
(milking),  is  continued  until  the  intestine  has  so  far  collapsed 
that  it  can  be  readily  replaced  within  the  abdominal  cavity. 

As  the  author  has  often  found  it  difficult  to  prevent  the 
gaseous  contents  of  the  distended  intestine  from  passing  in  a 
direction  away  from  the  opening  made  in  the  intestinal  wall, 
he  has  devised  as  a  substitute  for  the  fingers  an  OKternal  com- 
pressor made  of  two  cylinders  of  light  wood  held  in  contact 
by  a  long  spring  handle.  After  the  distended  intestine  has 
been  freed  of  its  gaseous  contents,  the  small  opening  in  its 
wall,  and  also  the  external  wound,  are  closed  by  sutures. 

The  author  argues  that  as  a  considerable  reduction  of  the 
contents  of  the  intestinal  canal  will  certainly  relieve  the  paresis 
of  its  muscular  coats,  and  also  promptly  remove  much  infective 
material,  this  **  milking "  plan  of  treatment,  though  severe, 
may  be  justifiably  ventured  in  cases  of  acute  peritonitis. 
Reference  is  made  to  15  cases  of  general  suppurative  peri- 
tonitis, in  8  of  which  the  patients  recovered.  In  4  of  the  8 
successful  cases  the  plan  of  treatment  described  by  the  author 
was  practiced  for  the  relief  of  extreme  distention  of  the  intes- 
tines with  abolished  or  much  impaired  peristalsis. 

Atropine  in  Uterine  Disorders. — Drenkhahn  (Therap. 
Monot.)  has  employed  atropine  durin":  the  last  ten  years  in 
many  cases  of  puerperal  fever  and  after  abortions.  It  acts 
beneficially  by  giving  rest  to  the  uterus,  and  in  this  respect  is 
more  useful  than  opium;  it  is,  moreover,  a  convenient  drug 
to  use,  because  it  has  little  effect  on  defecation,  and  the  dose 
can  be  easily  regulated  by  means  of  observations  of  the  pupil 
reactions. 
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The  author  gives  2  cases  illustrative  of  the  value  of  his  treat- 
ment. The  first  was  that  of  a  woman  who  had  a  rigor  on  the 
third  day  of  the  puerperium,  and  whose  temperature  rose  to 
102.7°  F. ;  the  lochia  were  offensive.  Twelve  drops  of  a  i  to 
1,000  solution  of  atropine  were  given  three  times  a  day. 
The  temperature  fell  to  101.3°,  but  the  patient  complained  of 
dryness  of  the  throat.  On  the  fourth  day  the  temperature 
rose  as  high  as  103.6'.  The  pupils  were  found  to  react 
promptly  to  light,  and  it  was  thus  seen  that  the  amount  of 
atropine  given  was  inadequate.  The  amount  was  increased 
on  the  evening  of  the  fifth  day  to  18  drops  every  six  hours, 
and  on  the  sixth  day  the  temperature  was  never  higher  than 
100.7°.  On  the  seventh  day  the  temperature  was  normal,  and 
the  use  of  atropine  was  discontinued.  Unfortunately  the 
patient  received  a  severe  fright  on  this  day,  and  on  the  evening 
her  temperature  was  103.8°.  Atropine  was  again  given,  this 
time  to  the  amount  of  20  drops  at  a  time,  and  on  the  ninth  day 
the  temperature  fell  as  low  as  97.9°.  From  this  time  the 
patient  did  well  except  for  two  rises  of  temperature — one  after 
taking  castor  oil  and  the  other  after  straining  at  stool.  The 
temperature  after  the  seventeenth  day  was  always  subnormal, 
and  the  patient  was  discharged  as  cured  at  the  end  of  an  ill- 
ness of  three  weeks'  duration.  This  case  shows  well  the  effect 
of  atropine,  and  shows  also  how  a  rise  of  temperature  may 
follow  any  condition  of  unrest  of  the  pelvic  organs. 

In  the  next  case  the  patient  was  seen  on  the  fourth  day  of 
the  puerperium,  when  the  temperature  was  high,  the  pulse  156, 
and  the  lochia  offensive.  Under  atropine  the  general  condition 
and  the  local  symptoms  quickly  improved,  but  on  the  tenth 
(lay  there  was  a  rise  of  temperature,  with  the  formation  of  an 
abscess  under  the  right  eye.  A  destructive  panophthalmia  of 
the  eye  followed  and  other  abscesses  developed,  but  the  patient 
eventually  recovered.  In  this  case  the  atropine  treatment  was 
begim  too  late  to  prevent  the  onset  of  pyemia,  but  in  spite  of 
this  the  effect  on  the  uterus  was  as  marked  as  in  the  preceding 
case,  and  in  addition  the  atropine  led  to  a  diminution  of  the 
general  toxemia.  In  neither  case  was  an  attempt  made  to 
treat  the  uterine  inflammation  by  douching  or  by  local  anti- 
sepsis. 

In  addition  to  its  use  in  puerperal  fever,  the  author  has  found 
atropine  to  give  excellent  results  in  cases  of  painful  menstru- 
ation and  of  after-pains  of  labor.  In  the  case  of  a  patient  who 
was  as  a  rule  confined  to  bed  for  eight  days  at  each  menstrual 
period  on  account  of  pain,  an  injection  of  atropine  was  made 
into  the  cervical  canal  during  the  early  part  of  one  of  the 
periods,  and  the  effect  was  such  that  the  patient  declared  her- 
self quite  well  a  few  minutes  after  the  injection,  and  she  was 
able  to  .qfet  up  and  do  her  work  in  the  house.  The  same  patient 
suffered  severely  from  abdominal  pain  after  labor,  and  after 
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one  confinement  was  obliged  to  stay  in  bed  for  a  month  on 
this  account.  After  her  next  labor  the  pain  was  again  very 
severe,  and  was  not  affected  by  even  large  doses  of  opium. 
Atropine  was  next  tried,  and  the  pains  quickly  diminished  and 
altogether  disappeared  on  the  following  day.  The  author  has 
not  found  that  atropine  affects  the  involution  of  the  uterus 
during  the  puerperium.  It  tends  to  affect  the  bladder,  and 
overdistention  of  the  bladder  should  be  watched  for  and 
promptly  treated  by  catheterization. 

Blood-Agar  Plates  and  their  Use  in  Obstetric  Practice. — 

Fabre  and  Amstad  (Lyon  Med.)  have  found  in  a  modification 
of  Stittman's  method  of  blood-agar  plates  a  simple  and  certain 
means  of  detecting  the  streptococcus  pyogenes.  They  ex- 
amined both  the  blood  and  lochia  in  cases  of  suspected  puer- 
peral fever.  The  blood  was  obtained  from  a  vein  by  means 
of  an  aseptic  syringe  rather  than  from  the  pulp  of  the  finger, 
because  there  was  less  risk  of  contamination,  and  the  required 
quantity  could  be  more  exactly  obtained.  The  blood  was  at 
once  mixed  with  heated  liquid  agar,  and  the  mixture  was  put 
into  the  stove.  After  twelve  to  eighteen  hours  small  colonies 
were  seen,  grayish  in  color,  round  or  slightly  elongated,  vary- 
ing in  number  according  to  the  gra^'ity  of  the  infection.  But 
the  characteristic  feature  which  stamped  the  colonies  even 
macroscopically  as  streptococci  was  a  white  aureole  around 
each  colony.  This  was  found  to  be  due  to  the  absorption  of 
hemoglobin  caused  by  the  streptococci,  and  was  a  distinctive 
sign  whether  the  blood  came  from  a  case  of  erysipelas,  or  of 
puerperal  fever,  or  of  phlegmon.  There  is  a  form  of  strep- 
tococcus called  parvus  or  gracilis,  which  does  not  cause  the 
aureole;  this  is  never  found  in  puerperal  fever,  generally  in 
empyema,  perityphlitis,  or  especially  in  chronic  ulcerative 
endocarditis.  Microscopically  the  streptococci  were  easy  to 
recognize  and  to  distinguish  from  other  kinds  of  micro-organ- 
ism. The  cultures  were  also  obtained  from  the  lochia :  in  the 
severer  cases  the  colonies  were  fewer  in  the  lochia  than  in 
slighter  cases,  where  a  more  or  less  complete  decidual  barrier 
had  been  formed  against  general  infection. 

Bullet  Wound  of  the  Brain. — Veraguth  (Korresp-Rlatt  fiir 
Schweizer  Aerzte).  A  man  of  about  thirty-three  shot  himself 
in  the  forehead,  He  was  seen  five  minutes  later.  He  was  lying 
on  his  back,  moved  his  right  arm  and  leg,  but  the  left  side  was 
motionless.  Sensation  was  absent  for  pain  on  the  left  side. 
An  inch  above  the  right  eyebrow  was  a  large  bullet  wotind. 
After  the  injury  the  patient  was  conscious  and  asked  his  wir\*s 
forgiveness.  He  addressed  the  doctor,  said  that  the  wound 
hurt  him,  complained  of  thirst,  knew  his  telephone  number, 
and  was  quite  conscious  of  his  act  and  the  consequences.    His 
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speech  was  normal  in  time,  tone,  and  articulation.  The  wound, 
which  bled  freely,  was  cleaned  and  dressed.  Then  some  de- 
lirum  supervened,  and  twenty  to  thirty  minutes  later  the  pa- 
tient was  unconscious.  He  died  in  hospital  eleven  and  a  half 
hours  later.  It  is  indubitable  that  the  patient  was  conscious 
shortly  after  his  injury,  and  probable  that  he  was  so  imme- 
diately afterwards. 

The  autopsy  revealed  destruction  of  a  considerable  part  of 
the  cortex  of  the  frontal  lobe,  the  anterior  part  of  the  genu 
of  the  corpus  callosum  and  of  the  right  corona  radiata,  a  large 
subdural  hematoma,  opening  of  the  longitudinal  sinus,  and 
laceration  of  other  vessels.  The  total  loss  of  brain  substance 
which  the  right  hemisphere  had  suffered  in  a  fraction  of  a 
second  was  about  2.5  per  cent,  of  the  whole  brain.  Despite  the 
severe  brain  injury,  the  suddenness  of  the  wound,  the  shock 
to  the  cerebrinn,  and  the  loss  of  blood  from  the  longitudinal 
sinus,  the  man  was  conscious  almost  immediately  after  the 
shot.  The  author  compares  the  trauma  of  comatose  apoplexy, 
following  spontaneous  tearing  of  brain  substance  with  the  se- 
vere injury  in  this  case,  and  points  out  the  differences.  The 
parts  of  the  brain  rendered  functionless  through  the  shot  are 
further  from  the  gray  matter  of  the  third  ventricle  and  the 
optic  thalami  than  is  usually  the  case  in  ordinary  apoplexy. 
Here  the  increased  intracranial  pressure  had  a  possibility  of 
regaining  its  balance  (through  the  bullet  wound,  etc.),  while 
the  pressure  on  the  left  side  would  be  temporary  only.  The  dif- 
ference between  arterial  and  venous  rupture  in  apoplexy  and 
bullet  wound  is  obvious,  and  the  effect  of  the  suddenly-raiseJ 
pressure  was  in  this  case  quickly  diminishing. 

This  case  seems  to  prove  that  suddenly  raised  intracranial 
pressure  in  man  is  not  sufficient  to  cause  unconsciousness. 
Neither  the  mechanical  shattering  of  a  great  portion  of  the 
hemisphere,  nor  the  increased  intracranial  pressure,  nor  even 
the  escape  of  much  venous  blood,  have  caused  sufficient  shock 
to  bring  pn  a  loss  of  consciousness  lasting  some  time.  What 
is  of  first  importance  in  loss  of  consciousness  in  sudden 
brain  lesions  is  cortical  anjemia.  It  was  not  present  in  this  case, 
for  the  bullet-track  ran  through  the  least  vascular  part  of  the 
hemisphere.  Hence  consciousness  was  retained.  The  author 
comments  on  the  medico-legal  importance  of  this  case.  The 
man  had  left  hemiplegia  after  the  shot  (the  revolver  being  held 
in  his  right  hand),  but  w^as  conscious.  He  might  easily  have 
killed  himself  with  a  second  shot,  say,  in  the  heart.  If  this 
had  happened  in  a  lonely  place,  w-ithout  witnesses,  could  a 
conscientious  doctor,  on  fin(ling  such  a  mortal  wound  and  the 
shot  through  the  brain,  have  given  "  Suicide  "  as  a  probable 
cause  of  death? 

Photo-mensuration  of  Deformities. — Judet  (Le  Progres 
Medical).    This  is  a  method  which  is  simple,  easy,  and  satis- 
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factory.  In  order  to  watch  the  progress  of  many  cases  of  de- 
formity, especially  in  lateral  curvature,  Pott's  disease,  and 
other  spinal  conditions,  accurate  measurements  at  stated  inter- 
vals of  time  are  essential  since  improvement  or  decline  in 
these  conditions  are  slow  and  often  inappreciable  even  to  the 
skilled  eye.  Many  apparatus  have  been  devised  for  the  pur- 
pose, but  all  are  somewhat  clumsy,  take  much  time  to  adjust, 
and  are  liable  to  error.  A  small  platform  with  marks  for  the 
position  of  the  feet,  and  a  graduated  upright  with  a  rectangu- 
lar horizontal  moving  arm,  are  among  the  necessities  for  the 
process  described,  the  horizontal  arm  serving  both  as  a  support 
to  the  patient  and  a  starting-point  for  important  measurement. 
The  camera  being  at  a  known  distance  from  the  patient,  the 
photograph  is  taken,  and  in  printing  from  the  resulting  nega- 
tive a  glass  plate  ruled  vertically  and  horizontally  with  lines 
five  millimeters  apart  is  pdaced  in  front  of  the  negative.  The 
resulting  print,  therefore,  shows  a  photograph  of  the  patient 
with  definite  areas  marked  on  the  figure.  Care,  of  course, 
taken  that  the  central  vertical  line  of  the  negative  corresponds 
with  a  stated  line  or  point  on  the  patient's  body.  By  a  little 
calculation  the  actual  deformity  can  be  mapped  out  on  the 
photograph,  and  a  similar  photograph  taken  later  shows  im- 
provement or  otherwise  in  the  condition.  It  is  claimed  for  the 
method  that  it  is  simple,  exact,  and  gives  a  more  actual  indica- 
tion of  the  course  of  the  condition  than  is  generally  the  case 
with  anthropometric  instruments. 

Wounds  of  Small  Intestines. — Loson  y  Dalama  (El  Siglo 
Medico)  In  January,  1899,  ^  well-developed  soldier,,  aged 
twenty,  had  been  wounded  by  a  knife,  and  was  seen  soon  after, 
when  he  was  supporting  with  his  hands  the  protruding  bowel. 
The  wounded  and  irreducible  bowel  was  protected  with  sub- 
limated wool,  and  the  patient  removed  to  the  military  hospital. 

Under  chloroform  the  protruding  small  intestines  and  omen- 
tum were  disinfected  with  sterilized  boric  acid  solution.  The 
parietal  wound  began  in  the  left  hypochondrium,  and  termi- 
nated at  the  center  of  the  umbilical  region.  The  point  of  the 
knife  had  made  three  wounds  in  the  intestine;  two  had  perfo- 
rated, in  the  other  the  mucous  membrane  was  intact.  Two 
wounds  wer^  I  1-2  centimeters  long,  the  other  only  i  centimeter. 
They  were  closed  by  Jobert's  suture.  At  this  stage  of  the  opera- 
tion, which  was  performed  with  assistance,  the  patient  awoke 
and  begged  for  the  chlorofonn  to  be  stopped.  After  enlarging 
the  wound  downwards,  the  intestine  and  omentum  were  return- 
ed, the  abdominal  cavity  flushed  with  sterilized  boric  acid  solu- 
tion, the  wound  closed  by  sutures  passing  through  peritoneum, 
a  second  row  through  muscle  and  skin.  He  took  small  quanti- 
ties of  acidulated  water,  and  had  enemas  of  tgg  and  milk- 
opium  enemas  for  the  pain.    The  temperature  never  exceeded 
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100.4**.  The  wound  was  dry  and  healthy  when  dressed  on  the 
seventh  day,  when  the  patient  left  his  bed  and  took  small  quan- 
tities of  boiled  milk,  and  gradually  returned  to  full  diet.  The 
wound  healed  bv  first  intention. 
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A  Text-Book  of  Diseases  of  the  Chest  :  Pericardium,  Heart,  Aorta, 
Bronchi,  Lungs,  Mediastinum,  and  Pleura.  By  Egbert  Guernsey  Ran- 
kin, A.  M.,  M.  1).,  Professor  of  Theory  and  Practice  of  Medicine,  New 
York  Homeopathic  Medical  College,  Physician  to  the  Metropolitan  Hospital 
and  Flower  Ho>pital5.  New  York  With  63  Illustrations.  744  pages. 
Cloth.     Philadelphia:  Boericke  &  Tafel,  1905. 

In  considering  some  of  the  recent  contributions  to  homeo- 
pathic literature,  notwithstanding  the  fact  that  the  same  sub- 
jects have  received  treatment  at  the  hands  of  the  best  medical 
observers  of  our  times,  our  authors  have  been  able  to  make 
offerings  characterized  by  much  original  observation  and  re- 
search. This  distinctly  applies  to  the  volume  under  discussion, 
which  includes  subjects  that  have  been  written  about  since  the 
earliest  history  of  medical  sciense,  and  while,  of  course,  as 
the  author  freely  states,  "  the  w^orks  of  many  have  been  dili- 
gently studied  and  compared,''  it  nevertheless  bears  the  imprint 
of  individual  observation.  For  example,  all  of  the  illustrations 
but  one  are  from  original  photographs  made  by  the  author,  the 
treatment  of  diseases  represents  that  as  practiced  by  the  great 
majority  of  the  homeopathic  practitioners  in  this  country,  a 
graceful  and  happy  blending  of  the  dictrine  of  similars  and 
physiological  medication.  Space  will  not  permit  a  critical  an- 
alysis of  the  various  chapters,  but  we  desire  to  particularly 
mention  those  on  Cardiac  Therapeutics,  Pneumonia,  Tubercu- 
losis, and  X-Ray  in  Diagnosis  and  Treatment  of  Diseases  of 
the  Chest.  The  author's  long  connection  with  the  Metro- 
politan Hospital  has  enabled  him  to  make  valuable  and  prac- 
tical deductions  from  a  very  large  clinical  field. 

Practitioners  will  find  this  treatise  to  be  a  most  valuable  ad- 
dition to  their  libraries  for  diagnosis  and  treatment,  while  the 
homeopathic  school  will  be  proud  of  an  addition  to  its  litera- 
ture which  will  compare  favorably  with  any  w^ork  on  the  sub- 
ject heretofore  published. 

The  Treatment  op  Fracturks;  wriH  Notes  on  a  Few  Common  Dislo- 
cations. By  Charles  L.  Scudder,  M.  D.,  Surjjcon  to  ihe  Massachusetts 
General  Hospital.  Fifth  edition,  revised  and  enlarged.  Octavo  of  563 
pages,  with  739  original  illustrations.  Philadelphia  and  London:  W.  B. 
Saunders  &  Company,  1905. 

A  book  on  fractures,  with  a  new  edition  each  year  for  the 
past  five  years,   seems  to  have   impressed   its  usefulness   so 
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decidedly  on  the  medical  minds  that  further  comment  is 
scarcely  necessary.  It  was  a  very  remarkable  book  in  the  be- 
ginning but  now  with  its  739  illustrations,  manv  X-ray  photo- 
graphs, and  im])ortant  changes  in  the  text  wdiich  hxmst,  the 
work  up  to  the  very  latest  advances,  it  surely  will  commend 
itself  especially  to  our  most  hearty  appreciation.  Exact 
knowledge  on  the  subject  of  broken  bon^s  is  most  desirable,  for 
Gross  was  accustomed  to  say,  "  the  improper  treatment  of 
fractures  had  been  more  productive  of  suits  for  malpractice 
than  all  other  surgical  diseases  combined."  A  bad  result  in 
fractures  is  surely  a  living  monument  to  the  surgeon's  mis- 
fortune or  lack  of  skill  so  long  as  the  patient  survives.  Dr. 
Scudder*s  work  will  be  extremely  helpful  for  definite  and 
special  knowledge  on  the  subject,  and  the  careful  study  of  his 
methods  as  outlined  will  be  productive  of  the  greatest  benefit 
to  the  practice. 

Atlas  and  ErrrowE  of  Operative  Gynecology.  By  Dr.  Oskar  Sch  arffer. 
Privatdocent  of  Obstetrics  and  Gynecol  igy  in  the  Universiiy  of  Heidelberg 
Edited  by  J.  Clarence  Webster,  M  D.,  etc.  With  42  colored  lithographic 
plates  and  many  text  illustrations.  W.  B.  Saunders  &  Co.,  1904:  New 
York,  Philadelphia,  London. 

This  work  embodies  a  very  essential  feature  of  German 
teaching,  that  of  demonstration  by  means  of  a  mmiber  of  very 
beautiful  colored  plates.  These  with  the  explanatory  text 
edited  by  an  American  operator  make  the  work  admirably 
adapted  as  a  guide  for  the  performance  of  gynecological 
operations.  It  is  of  great  interest  to  note  those  procedures 
which  are  in  vogue  with  the  European  gynecologists.  This 
work  is  one  of  a  series  of  atlases  which  have  been  very  popular 
with  the  medical  public,  and  so  far  as  illustrations  go  one  of 
the  very  best  published. 

Physician's  Desk  Account  Book.     By  J.  J.  Taylor,  M.  D.     Published  by 
the  Medical  Council,  Philadelphia,  Pa. 

This  book  is  designed  as  a  physician's  complete  financial 
record,  embodying  the  utmost  degree  of  simplicity  with 
economy  of  time  and  space.  No  posting  is  required  as 
each  account  is  originally  made  in  ledger  form.  The  author 
claims  that  it  stands  every  legal  test,  that  it  will  enable  the 
physician  to  collect  his  accounts  in  court  and  simplifies  his 
widow's  and  executor's  task  in  collecting  his  accounts  after 
his  death.  As  "  the  doctor  as  a  business  man  "  is  a  well-worn 
theme  with  the  general  conclusion  of  business  incapacity,  the 
account  book  of  Dr.  Taylor  will  be  of  much  practical  utility, 
particularly  if  the  trite  and  wise  aphorisms  in  the  preface 
under  the  head  of  "  suggestions  "  are  carefully  executed.  A 
miniature  of  the  above,  employing  exactly  the  same  principle, 
is  published  under  the  title  of  "  Physician's  Pocket  Account 
Rook." 
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